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and enrollees without the specified so-
cial risk factors, to conduct the anal-
ysis at the plan level using data from
the prior contract year regarding cov-
erage of items and services excluding
data on drugs as defined in
§422.119(b)(1)(v):

(A) The percentage of standard prior
authorization requests that were ap-
proved, aggregated for all items and
services.

(B) The percentage of standard prior
authorization requests that were de-
nied, aggregated for all items and serv-
ices.

(C) The percentage of standard prior
authorization requests that were ap-
proved after appeal, aggregated for all
items and services.

(D) The percentage of prior author-
ization requests for which the time-
frame for review was extended, and the
request was approved, aggregated for
all items and services.

(E) The percentage of expedited prior
authorization requests that were ap-
proved, aggregated for all items and
services.

(F) The percentage of expedited prior
authorization requests that were de-
nied, aggregated for all items and serv-
ices.

(G) The average and median time
that elapsed between the submission of
a request and a determination by the
MA plan, for standard prior authoriza-
tions, aggregated for all items and
services.

(H) The average and median time
that elapsed between the submission of
a request and a decision by the MA
plan for expedited prior authorizations,
aggregated for all items and services.

(7) By July 1, 2025, and annually
thereafter, publicly post the results of
the health equity analysis of the utili-
zation management policies and proce-
dures on the plan’s website meeting the
following requirements:

(i) In a prominent manner and clear-
ly identified in the footer of the
website.

(ii) Easily accessible to the general
public, without barriers, including but
not limited to ensuring the informa-
tion is accessible:

(A) Free of charge.

(B) Without having to establish a
user account or password.
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(C) Without having to submit per-
sonal identifying information.

(iii) In a machine-readable format
with the data contained within that
file being digitally searchable and
downloadable.

(iv) Include a txt file in the root di-
rectory of the website domain that in-
cludes a direct link to the machine-
readable file to establish and maintain
automated access.

[88 FR 22331, Apr. 12, 2023, as amended at 89
FR 30820, Apr. 23, 2024]

§422.138 Prior authorization.

(a) Requirement. When a coordinated
care plan, as specified in §422.4(a)(iii)
(including MSA network plans), uses
prior authorization processes in con-
nection with basic benefits or supple-
mental benefits, the MA organization
must comply with the requirements in
this section. (MA PFFS are not per-
mitted to use prior authorization poli-
cies or ‘‘prior notification’ policies
that reduce cost sharing for enrollees
based on whether the enrollee or pro-
vider notifies the PFFS plan in ad-
vance that services will be furnished).
Prior authorization processes include
all policies and procedures used in
prior authorization unless otherwise
noted.

(b) Application. Prior authorization
processes for coordinated care plans
may only be used for one or more the
following purposes:

(1) To confirm the presence of diag-
noses or other medical criteria that are
the basis for coverage determinations
for the specific item or service; or

(2) For basic benefits, to ensure an
item or service is medically necessary
based on standards specified in
§422.101(c)(1), or

(3) For supplemental benefits, to en-
sure that the furnishing of a service or
benefit is clinically appropriate.

(c) Effect of prior authorization or pre-
service approval. If the MA organization
approved the furnishing of a covered
item or service through a prior author-
ization or pre-service determination of
coverage or payment, it may not deny
coverage later on the basis of lack of
medical necessity and may not reopen
such a decision for any reason except
for good cause (as provided at §405.986
of this chapter) or if there is reliable
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evidence of fraud or similar fault per
the reopening provisions at §422.616.
The definitions of the terms ‘‘reliable
evidence” and ‘‘similar fault” in
§405.902 of this chapter apply to this
provision.

[88 FR 22331, Apr. 12, 2023]
Subpart D—Quality Improvement

SOURCE: 63 FR 35082, June 26, 1998, unless
otherwise noted.

§422.152 Quality
gram.

(a) General rule. Each MA organiza-
tion that offers one or more MA plan
must have, for each plan, an ongoing
quality improvement program that
meets applicable requirements of this
section for the service it furnishes to
its MA enrollees. As part of its ongoing
quality improvement program, a plan
must do all of the following:

(1) Create a quality improvement
program plan that sufficiently outlines
the elements of the plan’s quality im-
provement program.

(2) Have a chronic care improvement
program that meets the requirements
of paragraph (c) of this section con-
cerning elements of a chronic care pro-
gram and addresses populations identi-
fied by CMS based on a review of cur-
rent quality performance.

(3) [Reserved]

(4) Encourage its providers to partici-
pate in CMS and HHS quality improve-
ment initiatives.

(5) Incorporate one or more activities
that reduce disparities in health and
health care. These activities must be
broadly accessible irrespective of race,
ethnicity, national origin, religion,
sex, or gender. These activities may be
based upon health status and health
needs, geography, or factors not listed
in the previous sentence only as appro-
priate to address the relevant dispari-
ties in health and health care.

(b) Requirements for MA coordinated
care plans (except for regional MA plans)
and including local PPO plans that are
offered by organizations that are licensed
or organized under State law as HMOSs.
An MA coordinated care plan’s (except
for regional PPO plans and local PPO
plans as defined in paragraph (e) of this

improvement pro-
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section) quality improvement program
must—

(1) In processing requests for initial
or continued authorization of services,
follow written policies and procedures
that reflect current standards of med-
ical practice.

(2) Have in effect mechanisms to de-
tect both underutilization and over-
utilization of services.

(3) Measure and report performance.
The organization offering the plan
must do the following:

(i) Measure performance under the
plan, using the measurement tools re-
quired by CMS, and report its perform-
ance to CMS. The standard measures
may be specified in uniform data col-
lection and reporting instruments re-
quired by CMS.

(ii) Collect, analyze, and report qual-
ity performance data identified by
CMS that are of the same type as those
under paragraph (b)(3)(i) of this sec-
tion.

(iii) Make available to CMS informa-
tion on quality and outcomes measures
that will enable beneficiaries to com-
pare health coverage options and select
among them, as provided in §422.64.

(4) Special rule for MA local PPO-
type plans that are offered by an orga-
nization that is licensed or organized
under State law as a health mainte-
nance organization must meet the re-
quirements specified in paragraphs
(b)(1) through (b)(3) of this section.

(5) All coordinated care contracts (in-
cluding local and regional PPOs, con-
tracts with exclusively SNP benefit
packages, private fee-for-service con-
tracts, and MSA contracts), and all
cost contracts under section 1876 of the
Act, with 600 or more enrollees in July
of the prior year, must contract with
approved Medicare Consumer Assess-
ment of Healthcare Providers and Sys-
tems (CAHPS) survey vendors to con-
duct the Medicare CAHPS satisfaction
survey of Medicare plan enrollees in
accordance with CMS specifications
and submit the survey data to CMS.

(6) For 2021 Star Ratings only, MA or-
ganizations are not required to submit
HEDIS and CAHPS data that would
otherwise be required for the calcula-
tion of the 2021 Star Ratings.

(c) Chronic care improvement program
requirements. (1) Develop criteria for a
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chronic care improvement program.
These criteria must include the fol-
lowing:

(i) Methods for identifying MA en-
rollees with multiple or sufficiently se-
vere chronic conditions that would
benefit from participating in a chronic
care improvement program.

(ii) Mechanisms for monitoring MA
enrollees that are participating in the
chronic improvement program and
evaluating participant outcomes such
as changes in health status.

(iii) Performance assessments that
use quality indicators that are objec-
tive, clearly and unambiguously de-
fined, and based on current clinical
knowledge or research.

(iv) Systematic and ongoing follow-
up on the effect of the program.

(2) The organization must report the
status and results of each program to
CMS as requested.

(d) [Reserved]

(e) Requirements for MA regional plans
and MA local plans that are PPO plans
as defined in this section—(1) Definition
of local preferred provider organization
plan. For purposes of this section, the
term local preferred provider organiza-
tion (PPO) plan means an MA plan
that—

(i) Has a network of providers that
have agreed to a contractually speci-
fied reimbursement for covered bene-
fits with the organization offering the
plan;

(ii) Provides for reimbursement for
all covered benefits regardless of
whether the benefits are provided with-
in the network of providers; and

(iii) Is offered by an organization
that is not licensed or organized under
State law as a health maintenance or-
ganization.

(2) MA organizations offering an MA
regional plan or local PPO plan as de-
fined in this section must:

(i) Measure performance under the
plan using standard measures required
by CMS and report its performance to
CMS. The standard measures may be
specified in uniform data collection
and reporting instruments required by
CMS.

(ii) Collect, analyze, and report qual-
ity performance data identified by
CMS that are of the same type as those
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described under paragraph (e)(2)(i) of
this section.

(iii) Evaluate the continuity and co-
ordination of care furnished to enroll-
ees.

(iv) If the organization uses written
protocols for utilization review, the or-
ganization must—

(A) Base those protocols on current
standards of medical practice; and

(B) Have mechanisms to evaluate uti-
lization of services and to inform en-
rollees and providers of services of the
results of the evaluation.

(f) Requirements for all types of plans—
(1) Health information. For all types of
plans that it offers, an organization
must—

(i) Maintain a health information
system that collects, analyzes, and in-
tegrates the data necessary to imple-
ment its quality improvement pro-
gram;

(ii) Ensure that the information it re-
ceives from providers of services is reli-
able and complete; and

(iii) Make all collected information
available to CMS.

(2) Program review. For each plan,
there must be in effect a process for
formal evaluation, at least annually, of
the impact and effectiveness of its
quality improvement program.

(3) Remedial action. For each plan, the
organization must correct all problems
that come to its attention through in-
ternal surveillance, complaints, or
other mechanisms.

(g) Special requirements for specialized
MA plans for special needs individuals.
All special needs plans (SNPs) must be
approved by the National Committee
for Quality Assurance (NCQA) effective
January 1, 2012 and subsequent years.
SNPs must submit their model of care
(MOC), as defined under §422.101(f), to
CMS for NCQA evaluation and ap-
proval, in accordance with CMS guid-
ance. In addition to the requirements
under paragraphs (a) and (f) of this sec-
tion, a SNP must conduct a quality im-
provement program that does the fol-
lowing:

(1) Provides for the collection, anal-
ysis, and reporting of data that meas-
ures health outcomes and indices of
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quality pertaining to its targeted spe-
cial needs population (that is, dual-eli-
gible, institutionalized, or chronic con-
dition) at the plan level.

(2) Measures the effectiveness of its
model of care through the collection,
aggregation, analysis, and reporting of
data that demonstrate the following:

(i) Access to care as evidenced by
measures from the care coordination
domain (for example, service and ben-
efit utilization rates, or timeliness of
referrals or treatment).

(ii) Improvement in beneficiary
health status as evidenced by measures
from functional, psychosocial, or clin-
ical domains (for example, quality of
life indicators, depression scales, or
chronic disease outcomes).

(iii) Staff implementation of the SNP
model of care as evidenced by measures
of care structure and process from the
continuity of care domain (for exam-
ple, National Committee for Quality
Assurance accreditation measures or
medication reconciliation associated
with care setting transitions indica-
tors).

(iv) Comprehensive health risk as-
sessment as evidenced by measures
from the care coordination domain (for
example, accuracy of acuity stratifica-
tion, safety indicators, or timeliness of
initial assessments or annual reassess-
ments).

(v) Implementation of an individual-
ized plan of care as evidenced by meas-
ures from functional, psychosocial, or
clinical domains (for example, rate of
participation by IDT members and
beneficiaries in care planning).

(vi) A provider network having tar-
geted clinical expertise as evidenced by
measures from medication manage-
ment, disease management, or behav-
ioral health domains.

(vii) Delivery of services across the
continuum of care.

(viii) Delivery of extra services and
benefits that meet the specialized
needs of the most vulnerable bene-
ficiaries as evidenced by measures from
the psychosocial, functional, and end-
of-life domains.

(ix) Use of evidence-based practices
and nationally recognized clinical pro-
tocols.

(x) Use of integrated systems of com-
munication as evidenced by measures
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from the care coordination domain (for
example, call center utilization rates,
rates of beneficiary involvement in
care plan development, etc.).

(3) Makes available to CMS informa-
tion on quality and outcomes measures
that will—

(i) Enable beneficiaries to compare
health coverage options; and

(ii) Enable CMS to monitor the plan’s
model of care performance.

(h) Requirements for MA private-fee-
for-service plans and Medicare medical
savings account plans. MA PFFS and
MSA plans are subject to the require-
ment that may not exceed the require-
ment specified in §422.152(e).

[70 FR 4723, Jan. 28, 2005, as amended at 70
FR 52026, Sept. 1, 2005; 73 FR 54249, Sept. 18,
2008; 75 FR 19805, Apr. 15, 2010; 76 FR 21564,
Apr. 15, 2011; 80 FR 7959, Feb. 12, 2015; 83 FR
16725, Apr. 16, 2018; 85 FR 19290, Apr. 6, 2020;
88 FR 22332, Apr. 12, 2023]

§422.153 Use of quality improvement
organization review information.

CMS will acquire from quality im-
provement organizations (QIOs) as de-
fined in part 475 of this chapter data
collected under section
1886(b)(3)(B)(viii) of the Act and subject
to the requirements in §480.140(g). CMS
will acquire this information, as need-
ed, and may use it for the following
functions:

(a) Enable beneficiaries to compare
health coverage options and select
among them.

(b) Evaluate plan performance.

(c) Ensure compliance with plan re-
quirements under this part.

(d) Develop payment models.

(e) Other purposes related to MA
plans as specified by CMS.

[76 FR 26546, May 6, 2011]

§422.156 Compliance deemed on the
basis of accreditation.

(a) General rule. An MA organization
is deemed to meet all of the require-
ments of any of the areas described in
paragraph (b) of this section if—

(1) The MA organization is fully ac-
credited (and periodically reaccredited)
for the standards related to the appli-
cable area under paragraph (b) of this
section by a private, national accredi-
tation organization approved by CMS;
and
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(2) The accreditation organization
used the standards approved by CMS
for the purposes of assessing the MA
organization’s compliance with Medi-
care requirements.

(b) Deemable requirements. The re-
quirements relating to the following
areas are deemable:

(1) Quality improvement. The deeming
process should focus on evaluating and
assessing the overall quality improve-
ment (QI) program. However, the
chronic care improvement programs
(CCIPs) will be excluded from the
deeming process.

(2) Antidiscrimination.

(3) Access to services.

(4) Confidentiality and accuracy of
enrollee records.

(5) Information on advance direc-
tives.

(6) Provider participation rules.

(7) The requirements listed in §423.165
(b)(1) through (3) of this chapter for MA
organizations that offer prescription
drug benefit programs.

(c) Effective date of deemed status. The
date on which the organization is
deemed to meet the applicable require-
ments is the later of the following:

(1) The date on which the accredita-
tion organization is approved by CMS.

(2) The date the MA organization is
accredited by the accreditation organi-
zation.

(d) Obligations of deemed MA organiza-
tions. An MA organization deemed to
meet Medicare requirements must—

(1) Submit to surveys by CMS to vali-
date its accreditation organization’s
accreditation process; and

(2) Authorize its accreditation orga-
nization to release to CMS a copy of its
most recent accreditation survey, to-
gether with any survey-related infor-
mation that CMS may require (includ-
ing corrective action plans and sum-
maries of unmet CMS requirements).

(e) Removal of deemed status. CMS re-
moves part or all of an MA organiza-
tion’s deemed status for any of the fol-
lowing reasons:

(1) CMS determines, on the basis of
its own investigation, that the MA or-
ganization does not meet the Medicare
requirements for which deemed status
was granted.
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(2) CMS withdraws its approval of the
accreditation organization that accred-
ited the MA organization.

(3) The MA organization fails to meet
the requirements of paragraph (d) of
this section.

(f) Authority. Nothing in this subpart
limits CMS’ authority under subparts
K and O of this part, including but not
limited to, the ability to impose inter-
mediate sanctions, civil money pen-
alties, and terminate a contract with
an MA organization.

[63 FR 35082, June 26, 1998, as amended at 65
FR 40323, June 29, 2000; 656 FR 59749, Oct. 6,
2000; 70 FR 4724, Jan. 28, 2005; 75 FR 19806,
Apr. 15, 2010; 76 FR 21564, Apr. 15, 2011; 84 FR
15829, Apr. 16, 2019]

§422.157 Accreditation organizations.

(a) Conditions for approval. CMS may
approve an accreditation organization
with respect to a given standard under
this part if it meets the following con-
ditions:

(1) In accrediting MA organizations,
it applies and enforces standards that
are at least as stringent as Medicare
requirements with respect to the
standard or standards in question.

(2) It complies with the application
and reapplication procedures set forth
in §422.158.

(3) It ensures that:

(i) Any individual associated with it,
who is also associated with an entity it
accredits, does not influence the ac-
creditation decision concerning that
entity.

(ii) The majority of the membership
of its governing body is not comprised
of managed care organizations or their
representatives.

(iii) Its governing body has a broad
and balanced representation of inter-
ests and acts without bias.

(b) Notice and comment—(1) Proposed
notice. CMS publishes a notice in the
FEDERAL REGISTER whenever it is con-
sidering granting an accreditation or-
ganization’s application for approval.
The notice—

(i) Announces CMS’s receipt of the
accreditation organization’s applica-
tion for approval;

(ii) Describes the criteria CMS will
use in evaluating the application; and

(iii) Provides at least a 30-day com-
ment period.
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(2) Final notice. (i) After reviewing
public comments, CMS publishes a
final FEDERAL REGISTER notice indi-
cating whether it has granted the ac-
creditation organization’s request for
approval.

(ii) If CMS grants the request, the
final notice specifies the effective date
and the term of the approval, which
may not exceed 6 years.

(c) Ongoing responsibilities of an ap-
proved accreditation organization. An ac-
creditation organization approved by
CMS must undertake the following ac-
tivities on an ongoing basis:

(1) Provide to CMS in written form
and on a monthly basis all of the fol-
lowing:

(i) Copies of all accreditation sur-
veys, together with any survey-related
information that CMS may require (in-
cluding corrective action plans and
summaries of unmet CMS require-
ments).

(ii) Notice of all accreditation deci-
sions.

(iii) Notice of all complaints related
to deemed MA organizations.

(iv) Information about any MA orga-
nization against which the accrediting
organization has taken remedial or ad-
verse action, including revocation,
withdrawal or revision of the MA orga-
nization’s accreditation. (The accredi-
tation organization must provide this
information within 30 days of taking
the remedial or adverse action.)

(v) Notice of any proposed changes in
its accreditation standards or require-
ments or survey process. If the organi-
zation implements the changes before
or without CMS approval, CMS may
withdraw its approval of the accredita-
tion organization.

(2) Within 30 days of a change in CMS
requirements, submit to CMS—

(i) An acknowledgment of CMS’s no-
tification of the change;

(ii) A revised cross-walk reflecting
the new requirements; and

(iii) An explanation of how the ac-
creditation organization plans to alter
its standards to conform to CMS’s new
requirements, within the time-frames
specified in the notification of change
it receives from CMS.

(3) Permit its surveyors to serve as
witnesses if CMS takes an adverse ac-
tion based on accreditation findings.
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(4) Within 3 days of identifying, in an
accredited MA organization, a defi-
ciency that poses immediate jeopardy
to the organization’s enrollees or to
the general public, give CMS written
notice of the deficiency.

(5) Within 10 days of CMS’s notice of
withdrawal of approval, give written
notice of the withdrawal to all accred-
ited MA organizations.

(6) Provide, on an annual basis, sum-
mary data specified by CMS that relate
to the past year’s accreditation activi-
ties and trends.

(d) Continuing Federal oversight of ap-
proved accreditation organizations. This
paragraph establishes specific criteria
and procedures for continuing over-
sight and for withdrawing approval of
an accreditation organization.

(1) Equivalency review. CMS compares
the accreditation organization’s stand-
ards and its application and enforce-
ment of those standards to the com-
parable CMS requirements and proc-
esses when—

(i) CMS imposes new requirements or
changes its survey process;

(ii) An accreditation organization
proposes to adopt new standards or
changes in its survey process; or

(iii) The term of an accreditation or-
ganization’s approval expires.

(2) Validation review. CMS or its agent
may conduct a survey of an accredited
organization, examine the results of
the accreditation organization’s own
survey, or attend the accreditation or-
ganization’s survey, in order to vali-
date the organization’s accreditation
process. At the conclusion of the re-
view, CMS identifies any accreditation
programs for which validation survey
results—

(i) Indicate a 20 percent rate of dis-
parity between certification by the ac-
creditation organization and certifi-
cation by CMS or its agent on stand-
ards that do not constitute immediate
jeopardy to patient health and safety if
unmet;

(ii) Indicate any disparity between
certification by the accreditation orga-
nization and certification by CMS or
its agent on standards that constitute
immediate jeopardy to patient health
and safety if unmet; or

(iii) Indicate that, irrespective of the
rate of disparity, there are widespread
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or systematic problems in an organiza-
tion’s accreditation process such that
accreditation no longer provides assur-
ance that the Medicare requirements
are met or exceeded.

(3) Onsite observation. CMS may con-
duct an onsite inspection of the accred-
itation organization’s operations and
offices to verify the organization’s rep-
resentations and assess the organiza-
tion’s compliance with its own policies
and procedures. The onsite inspection
may include, but is not limited to, re-
viewing documents, auditing meetings
concerning the accreditation process,
evaluating survey results or the ac-
creditation status decision making
process, and interviewing the organiza-
tion’s staff.

(4) Notice of intent to withdraw ap-
proval. If an equivalency review, vali-
dation review, onsite observation, or
CMS’s daily experience with the ac-
creditation organization suggests that
the accreditation organization is not
meeting the requirements of this sub-
part, CMS gives the organization writ-
ten notice of its intent to withdraw ap-
proval.

(5) Withdrawal of approval. CMS may
withdraw its approval of an accredita-
tion organization at any time if CMS
determines that—

(i) Deeming based on accreditation
no longer guarantees that the MA or-
ganization meets the MA requirements,
and failure to meet those requirements
could jeopardize the health or safety of
Medicare enrollees and constitute a
significant hazard to the public health;
or

(ii) The accreditation organization
has failed to meet its obligations under
this section or under §422.156 or
§422.158.

(6) Reconsideration of withdrawal of
approval. An accreditation organization
dissatisfied with a determination to
withdraw CMS approval may request a
reconsideration of that determination
in accordance with subpart D of part
488 of this chapter.

[63 FR 35082, June 26, 1998, as amended at 65
FR 40323, June 29, 2000; 66 FR 59749, Oct. 6,
2000]
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§422.158 Procedures for approval of
accreditation as a basis for deeming
compliance.

(a) Required information and materials.
A private, national accreditation orga-
nization applying for approval must
furnish to CMS all of the following in-
formation and materials. (When re-
applying for approval, the organization
need furnish only the particular infor-
mation and materials requested by
CMS.)

(1) The types of MA plans that it
would review as part of its accredita-
tion process.

(2) A detailed comparison of the orga-
nization’s accreditation requirements
and standards with the Medicare re-
quirements (for example, a crosswalk).

(3) Detailed information about the
organization’s survey process, includ-
ing—

(i) Frequency of surveys and whether
surveys are announced or unan-
nounced.

(ii) Copies of survey forms, and guide-
lines and instructions to surveyors.

(iii) Descriptions of—

(A) The survey review process and
the accreditation status decision mak-
ing process;

(B) The procedures used to notify ac-
credited MA organizations of defi-
ciencies and to monitor the correction
of those deficiencies; and

(C) The procedures used to enforce
compliance with accreditation require-
ments.

(4) Detailed information about the in-
dividuals who perform surveys for the
accreditation organization, including—

(i) The size and composition of ac-
creditation survey teams for each type
of plan reviewed as part of the accredi-
tation process;

(ii) The education and experience re-
quirements surveyors must meet;

(iii) The content and frequency of the
in-service training provided to survey
personnel;

(iv) The evaluation systems used to
monitor the performance of individual
surveyors and survey teams; and

(v) The organization’s policies and
practice with respect to the participa-
tion, in surveys or in the accreditation
decision process by an individual who
is professionally or financially affili-
ated with the entity being surveyed.
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(5) A description of the organization’s
data management and analysis system
with respect to its surveys and accredi-
tation decisions, including the kinds of
reports, tables, and other displays gen-
erated by that system.

(6) A description of the organization’s
procedures for responding to and inves-
tigating complaints against accredited
organizations, including policies and
procedures regarding coordination of
these activities with appropriate Ili-
censing bodies and ombudsmen pro-
grams.

(7T) A description of the organization’s
policies and procedures with respect to
the withholding or removal of accredi-
tation for failure to meet the accredi-
tation organization’s standards or re-
quirements, and other actions the or-
ganization takes in response to non-
compliance with its standards and re-
quirements.

(8) A description of all types (for ex-
ample, full, partial) and categories (for
example, provisional, conditional, tem-
porary) of accreditation offered by the
organization, the duration of each type
and category of accreditation and a
statement identifying the types and
categories that would serve as a basis
for accreditation if CMS approves the
accreditation organization.

(9) A list of all currently accredited
MA organizations and the type, cat-
egory, and expiration date of the ac-
creditation held by each of them.

(10) A list of all full and partial ac-
creditation surveys scheduled to be
performed by the accreditation organi-
zation as requested by CMS.

(11) The name and address of each
person with an ownership or control in-
terest in the accreditation organiza-
tion.

(b) Required supporting documentation.
A private, national accreditation orga-
nization applying or reapplying for ap-
proval must also submit the following
supporting documentation:

(1) A written presentation that dem-
onstrates its ability to furnish CMS
with electronic data in CMS compat-
ible format.

(2) A resource analysis that dem-
onstrates that its staffing, funding, and
other resources are adequate to per-
form the required surveys and related
activities.
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(3) A statement acknowledging that,
as a condition for approval, it agrees to
comply with the ongoing responsibility
requirements of §422.157(c).

(c) Additional information. If CMS de-
termines that it needs additional infor-
mation for a determination to grant or
deny the accreditation organization’s
request for approval, it notifies the or-
ganization and allows time for the or-
ganization to provide the additional in-
formation.

(d) Onsite visit. CMS may visit the ac-
creditation organization’s offices to
verify representations made by the or-
ganization in its application, includ-
ing, but not limited to, review of docu-
ments, and interviews with the organi-
zation’s staff.

(e) Notice of determination. CMS gives
the accreditation organization, within
210 days of receipt of its completed ap-
plication, a formal notice that—

(1) States whether the request for ap-
proval has been granted or denied;

(2) Gives the rationale for any denial;
and

(3) Describes the reconsideration and
reapplication procedures.

(f) Withdrawal. An accreditation or-
ganization may withdraw its applica-
tion for approval at any time before it
receives the formal notice specified in
paragraph (e) of this section.

(g) Reconsideration of adverse deter-
mination. An accreditation organiza-
tion that has received notice of denial
of its request for approval may request
reconsideration in accordance with
subpart D of part 488 of this chapter.

(h) Request for approval following de-
nial. (1) Except as provided in para-
graph (h)(2) of this section, an accredi-
tation organization that has received
notice of denial of its request for ap-
proval may submit a new request if it—

(i) Has revised its accreditation pro-
gram to correct the deficiencies on
which the denial was based;

(ii) Can demonstrate that the MA or-
ganizations that it has accredited meet
or exceed applicable Medicare require-
ments; and

(iii) Resubmits the application in its
entirety.

(2) An accreditation organization
that has requested reconsideration of
CMS’s denial of its request for approval
may not submit a new request until
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the reconsideration is administratively
final.

[63 FR 35082, June 26, 1998, as amended at 65
FR 40324, June 29, 2000]

§422.160 Basis and scope of the Medi-
care Advantage Quality Rating Sys-
tem.

(a) Basis. This subpart is based on
sections 1851(d), 1852(e), 1853(0) and
1854(b)(3)(iii), (v), and (vi) of the Act
and the general authority under sec-
tion 1856(b) of the Act requiring the es-
tablishment of standards consistent
with and to carry out Part C.

(b) Purpose. Ratings calculated and
assigned under this subpart will be
used by CMS for the following pur-
poses:

(1) To provide comparative informa-
tion on plan quality and performance
to beneficiaries for their use in making
knowledgeable enrollment and cov-
erage decisions in the Medicare pro-
gram.

(2) To provide quality ratings on a 5-
star rating system to be used in deter-
mining quality bonus payment (QBP)
status and in determining rebate reten-
tion allowances.

(3) To provide a means to evaluate
and oversee overall and specific com-
pliance with certain regulatory and
contract requirements by MA plans,
where appropriate and possible to use
data of the type described in
§422.162(c).

(c) Applicability. Except for
§422.162(b)(3), the regulations in this
subpart will be applicable beginning
with the 2019 measurement period and
the associated 2021 Star Ratings that
are released prior to the annual coordi-
nated election period for the 2021 con-
tract year and used to assign QBP rat-
ings for the 2022 payment year.

[83 FR 16725, Apr. 16, 2018]

§422.162 Medicare Advantage Quality
Rating System.

(a) Definitions. In this subpart the fol-
lowing terms have the meanings:

Absolute percentage cap is a cap ap-
plied to non-CAHPS measures that are
on a 0 to 100 scale that restricts move-
ment of the current year’s measure-
threshold-specific cut point to no more
than the stated percentage as com-
pared to the prior year’s cut point.

§422.162

CAHPS refers to a comprehensive and
evolving family of surveys that ask
consumers and patients to evaluate the
interpersonal aspects of health care.
CAHPS surveys probe those aspects of
care for which consumers and patients
are the best or only source of informa-
tion, as well as those that consumers
and patients have identified as being
important. CAHPS initially stood for
the Consumer Assessment of Health
Plans Study, but as the products have
evolved beyond health plans the acro-
nym now stands for Consumer Assess-
ment of Healthcare Providers and Sys-
tems.

Case-mix adjustment means an adjust-
ment to the measure score made prior
to the score being converted into a
Star Rating to take into account cer-
tain enrollee characteristics that are
not under the control of the plan. For
example age, education, chronic med-
ical conditions, and functional health
status that may be related to the en-
rollee’s survey responses.

Categorical Adjustment Index (CAI)
means the factor that is added to or
subtracted from an overall or summary
Star Rating (or both) to adjust for the
average within-contract (or within-
plan as applicable) disparity in per-
formance associated with the percent-
ages of beneficiaries who are dually eli-
gible for Medicare and enrolled in Med-
icaid, beneficiaries who receive a Low
Income Subsidy, or have disability sta-
tus in that contract (or plan as applica-
ble).

Clustering refers to a variety of tech-
niques used to partition data into dis-
tinct groups such that the observations
within a group are as similar as pos-
sible to each other, and as dissimilar as
possible to observations in any other
group. Clustering of the measure-spe-
cific scores means that gaps that exist
within the distribution of the scores
are identified to create groups (clus-
ters) that are then used to identify the
four cut points resulting in the cre-
ation of five levels (one for each Star
Rating), such that the scores in the
same Star Rating level are as similar
as possible and the scores in different
Star Rating levels are as different as
possible. Technically, the variance in
measure scores is separated into with-
in-cluster and between-cluster sum of
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squares components. The clusters re-
flect the groupings of numeric value
scores that minimize the variance of
scores within the clusters. The Star
Ratings levels are assigned to the clus-
ters that minimize the within-cluster
sum of squares. The cut points for star
assignments are derived from the range
of measure scores per cluster, and the
star levels associated with each cluster
are determined by ordering the means
of the clusters.

Consolidation means when an MA or-
ganization that has at least two con-
tracts for health and/or drug services of
the same plan type under the same par-
ent organization in a year combines
multiple contracts into a single con-
tract for the start of the subsequent
contract year.

Consumed contract means a contract
that will no longer exist after a con-
tract year’s end as a result of a consoli-
dation.

Cut point cap is a restriction on the
change in the amount of movement a
measure-threshold-specific cut point
can make as compared to the prior
year’s measure-threshold-specific cut
point. A cut point cap can restrict up-
ward movement, downward movement,
or both.

Display page means the CMS website
on which certain measures and scores
are publicly available for informa-
tional purposes; the measures that are
presented on the display page are not
used in assigning Part C and D Star
Ratings.

Domain rating means the rating that
groups measures together by dimen-
sions of care.

Dual-eligible (DE) means a beneficiary
who is enrolled in both Medicare and
Medicaid.

Guardrail is a bidirectional cap that
restricts both upward and downward
movement of a measure-threshold-spe-
cific cut point for the current year’s
measure-level Star Ratings as com-
pared to the prior year’s measure-
threshold-specific cut point.

Health equity indexr means an index
that summarizes contract performance
among those with specified social risk
factors (SRFs) across multiple meas-
ures into a single score.

HEDIS is the Healthcare Effective-
ness Data and Information Set which is

42 CFR Ch. IV (10-1-24 Edition)

a widely used set of performance meas-
ures in the managed care industry, de-
veloped and maintained by the Na-
tional Committee for Quality Assur-
ance (NCQA). HEDIS data include clin-
ical measures assessing the effective-
ness of care, access/availability meas-
ures, and service use measures.

Highest rating means the overall rat-
ing for MA-PDs, the Part C summary
rating for MA-only contracts, and the
Part D summary rating for PDPs.

Highly-rated contract means a con-
tract that has 4 or more stars for its
highest rating when calculated without
the improvement measures and with
all applicable adjustments in
§422.166(f).

HOS means the Medicare Health Out-
comes Survey which is the first patient
reported outcomes measure that was
used in Medicare managed care. The
goal of the Medicare HOS program is to
gather valid, reliable, and clinically
meaningful health status data in the
Medicare Advantage (MA) program for
use in quality improvement activities,
pay for performance, program over-
sight, public reporting, and improving
health. All managed care organizations
with MA contracts must participate.

Low income subsidy (LIS) means the
subsidy that a beneficiary receives to
help pay for prescription drug coverage
(see §423.34 of this chapter for defini-
tion of a low-income subsidy eligible
individual).

Mean resampling refers to a technique
where measure-specific scores for the
current year’s Star Ratings are ran-
domly separated into 10 equal-sized
groups. The hierarchal clustering algo-
rithm is done 10 times, each time leav-
ing one of the 10 groups out. By leaving
out one of the 10 groups for each run, 9
of the 10 groups, which is 90 percent of
the applicable measure scores, are used
for each run of the clustering algo-
rithm. The method results in 10 sets of
measure-specific cut points. The mean
cut point for each threshold per meas-
ure is calculated using the 10 values.

Measurement period means the period
for which data are collected for a meas-
ure or the performance period that a
measures covers.

Measure score means the numeric
value of the measure or an assigned
‘missing data’ message.

582



Centers for Medicare & Medicaid Services, HHS

Measure star means the measure’s nu-
meric value is converted to a Star Rat-
ing. It is displayed to the nearest whole
star, using a 1-5 star scale.

Overall rating means a global rating
that summarizes the quality and per-
formance for the types of services of-
fered across all unique Part C and Part
D measures.

Part C summary rating means a global
rating that summarizes the health plan
quality and performance on Part C
measures.

Part D summary rating means a global
rating that summarizes prescription
drug plan quality and performance on
Part D measures.

Plan benefit package (PBP) means a
set of benefits for a defined MA or PDP
service area. The PBP is submitted by
Part D plan sponsors and MA organiza-
tions to CMS for benefit analysis, bid-
ding, marketing, and beneficiary com-
munication purposes.

Reliability means a measure of the
fraction of the variation among the ob-
served measure values that is due to
real differences in quality (‘‘signal’’)
rather than random variation
(‘“‘noise”); it is reflected on a scale
from 0 (all differences in plan perform-
ance measure scores are due to meas-
urement error) to 1 (the difference in
plan performance scores is attributable
to real differences in performance).

Restricted range is the difference be-
tween the maximum and minimum
measure score values using the prior
year measure scores excluding outer
fence outliers (first quartile
—3*Interquartile Range (IQR) and third
quartile + 3*IQR).

Restricted range cap is a cap applied to
non-CAHPS measures that restricts
movement of the current year’s meas-
ure-threshold-specific cut point to no
more than the stated percentage of the
restricted range of a measure cal-
culated using the prior year’s measure
score distribution.

Reward factor means a rating-specific
factor added to the contract’s sum-
mary or overall ratings (or both) if a
contract has both high and stable rel-
ative performance.

Statistical significance assesses how
likely differences observed in perform-
ance are due to random chance alone
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under the assumption that plans are
actually performing the same.

Surviving contract means the contact
that will still exist under a consolida-
tion, and all of the beneficiaries en-
rolled in the consumed contract(s) are
moved to the surviving contracts.

Traditional rounding rules mean that
the last digit in a value will be round-
ed. If rounding to a whole number, look
at the digit in the first decimal place.
If the digit in the first decimal place is
0, 1, 2, 3, or 4, then the value should be
rounded down by deleting the digit in
the first decimal place. If the digit in
the first decimal place is 5 or greater,
then the value should be rounded up by
1 and the digit in the first decimal
place deleted.

Tukey outer fence outliers are measure
scores that are below a certain point
(first quartile—3.0 x (third quar-
tile—first quartile)) or above a certain
point (third quartile + 3.0 x (third quar-
tile —first quartile)).

(b) Contract ratings—(1) General. CMS
calculates an overall Star Rating, Part
C summary rating, and Part D sum-
mary rating for each MA-PD contract,
and a Part C summary rating for each
MA-only contract using the 5-star rat-
ing system described in this subpart.
Measures are assigned stars at the con-
tract level and weighted in accordance
with §422.166(a). Domain ratings are
the unweighted mean of the individual
measure ratings under the topic area in
accordance with §422.166(b). Summary
ratings are the weighted mean of the
individual measure ratings for Part C
or Part D in accordance with
§422.166(c), with the applicable adjust-
ments provided in paragraph (f) of this
section. Overall Star Ratings are cal-
culated by using the weighted mean of
the individual measure ratings in ac-
cordance with §422.166(d), with the ap-
plicable adjustments provided in para-
graph (f) of this section. CMS includes
the Star Ratings measures in the over-
all and summary ratings that are asso-
ciated with the contract type for the
Star Ratings year.

(2) Plan benefit packages. All plan ben-
efit packages (PBPs) offered under an
MA contract have the same overall
and/or summary Star Ratings as the
contract under which the PBP is of-
fered by the MA organization. Data
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from all the PBPs offered under a con-
tract are used to calculate the measure
and domain ratings for the contract ex-
cept for Special Needs Plan (SNP)-spe-
cific measures collected at the PBP
level; a contract level score for such
measures is calculated using an enroll-
ment-weighted mean of the PBP scores
and enrollment reported as part of the
measure specification in each PBP.

(3) Contract consolidations. (i) In the
case of contract consolidations involv-
ing two or more contracts for health or
drug services of the same plan type
under the same parent organization,
CMS assigns Star Ratings for the first
and second years following the consoli-
dation based on the enrollment-weight-
ed mean of the measure scores of the
surviving and consumed contract(s) as
provided in paragraph (b)(3)(iv) of this
section. Paragraph (b)(3)(iii) of this
section is applied to subsequent years
that are not addressed in paragraph
(b)(3)(ii) of this section for assigning
the QBP rating.

(ii) For the first year after a consoli-
dation, CMS will determine the QBP
status of a contract using the enroll-
ment-weighted means (using tradi-
tional rounding rules) of what would
have been the QBP Ratings of the sur-
viving and consumed contracts based
on the contract enrollment in Novem-
ber of the year the preliminary QBP
ratings were released in the Health
Plan Management System (HPMS).

(iii) In subsequent years following
the first year after the consolidation,
CMS will determine QBP status based
on the consolidated entity’s Star Rat-
ings displayed on Medicare Plan Find-
er.

(iv) The Star Ratings posted on Medi-
care Plan Finder for contracts that
consolidate are as follows:

(A)(1) For the first year after consoli-
dation, CMS uses enrollment-weighted
measure scores using the July enroll-
ment of the measurement period of the
consumed and surviving contracts for
all measures, except survey-based
measures, call center measures, and
improvement measures. The survey-
based measures will use enrollment of
the surviving and consumed contracts
at the time the sample is pulled for the
rating year. The call center measures
will use average enrollment during the
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study period. The Part C and D im-
provement measures are not calculated
for first year consolidations.

(2) For contract consolidations ap-
proved on or after January 1, 2022, if a
measure score for a consumed or sur-
viving contract is missing due to a
data integrity issue as described in
§422.164(g)(1)(i) and (ii), CMS assigns a
score of zero for the missing measure
score in the calculation of the enroll-
ment-weighted measure score.

(B)(1) For the second year after con-
solidation, CMS uses the enrollment-
weighted measure scores using the
July enrollment of the measurement
year of the consumed and surviving
contracts for all measures except for
HEDIS, CAHPS, and HOS. HEDIS and
HOS measure data are scored as re-
ported. CMS ensures that the CAHPS
survey sample includes enrollees in the
sample frame from both the surviving
and consumed contracts.

(2) For contract consolidations ap-
proved on or after January 1, 2022, for
all measures except HEDIS, CAHPS,
and HOS if a measure score for a con-
sumed or surviving contract is missing
due to a data integrity issue as de-
scribed in §422.164(g)(1)() and (ii), CMS
assigns a score of zero for the missing
measure score in the calculation of the
enrollment-weighted measure score.

(v) This provision governing the Star
Ratings of surviving contracts is appli-
cable to contract consolidations that
are approved on or after January 1,
2019.

4) Quality bonus payment ratings. (i)
For contracts that receive a numeric
Star Rating, the final quality bonus
payment (QBP) rating for the contract
is released in April of each year for the
following contract year. The QBP rat-
ing is the contract’s highest rating
from the Star Ratings published by
CMS in October of the calendar year
that is 2 years before the contract year
to which the QBP rating applies.

(ii) The contract QBP rating is ap-
plied to each plan benefit package of-
fered under the contract.

(c) Data sources. (1) CMS bases Part C
Star Ratings on the type of data speci-
fied in section 1852(e) of the Act and on
CMS administrative data. Part C Star
Ratings measures reflect structure,
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process, and outcome indices of qual-
ity. This includes information of the
following types: Clinical data, bene-
ficiary experiences, changes in physical
and mental health, benefit administra-
tion information and CMS administra-
tive data. Data underlying Star Rat-
ings measures may include survey
data, data separately collected and
used in oversight of MA plans’ compli-
ance with MA requirements, data sub-
mitted by plans, and CMS administra-
tive data.

(2) MA organizations are required to
collect, analyze, and report data that
permit measurement of health out-
comes and other indices of quality. MA
organizations must provide unbiased,
accurate, and complete quality data
described in paragraph (c)(1) of this
section to CMS on a timely basis as re-
quested by CMS.

[83 FR 16725, Apr. 16, 2018, as amended at 84
FR 15829, Apr. 16, 2019; 85 FR 33907, June 2,
2020; 86 FR 6097, Jan. 19, 2021; 88 FR 22332,
Apr. 12, 2023]

§422.164 Adding, updating, and remov-
ing measures.

(a) General. CMS adds, updates, and
removes measures used to calculate the
Star Ratings as provided in this sec-
tion. CMS lists the measures used for a
particular Star Rating each year in the
Technical Notes or similar guidance
document with publication of the Star
Ratings.

(b) Review of data quality. CMS re-
views the quality of the data on which
performance, scoring and rating of a
measure is based before using the data
to score and rate performance or in cal-
culating a Star Rating. This includes
review of variation in scores among
MA organizations and Part D plan
sponsors, and the accuracy, reliability,
and validity of measures and perform-
ance data before making a final deter-
mination about inclusion of measures
in each year’s Star Ratings.

(c) Adding measures. (1) CMS will con-
tinue to review measures that are na-
tionally endorsed and in alignment
with the private sector, such as meas-
ures developed by National Committee
for Quality Assurance (NCQA) and the
Pharmacy Quality Alliance (PQA), or
endorsed by the National Quality
Forum for adoption and use in the Part
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C and Part D Quality Ratings System.
CMS may develop its own measures as
well when appropriate to measure and
reflect performance specific to the
Medicare program.

(2) In advance of the measurement
period, CMS will announce potential
new measures and solicit feedback
through the process described for
changes in and adoption of payment
and risk adjustment policies in section
1853(b) of the Act and then subse-
quently will propose and finalize new
measures through rulemaking.

(3) New measures added to the Part C
Star Ratings program will be on the
display page on www.cms.gov for a min-
imum of 2 years prior to becoming a
Star Ratings measure.

(4) A measure will remain on the dis-
play page for longer than 2 years if
CMS finds reliability or validity issues
with the measure specification.

(d) Updating measures—(1) Non-sub-
stantive updates. For measures that are
already used for Star Ratings, CMS
will update measures so long as the
changes in a measure are not sub-
stantive. CMS will announce non-sub-
stantive updates to measures that
occur (or are announced by the meas-
ure steward) during or in advance of
the measurement period through the
process described for changes in and
adoption of payment and risk adjust-
ment policies in section 1853(b) of the
Act. Non-substantive measure speci-
fication updates include those that—

(i) Narrow the denominator or popu-
lation covered by the measure;

(ii) Do not meaningfully impact the
numerator or denominator of the meas-
ure;

(iii) Update the clinical codes with no
change in the target population or the
intent of the measure;

(iv) Provide additional clarifications:

(A) Adding additional tests that
would meet the numerator require-
ments;

(B) Clarifying documentation re-
quirements;

(C) Adding additional instructions to
identify services or procedures; or

(v) Add alternative data sources or
expand modes of data collection.

(2) Substantive updates. For measures
that are already used for Star Ratings,
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in the case of measure specification up-
dates that are substantive updates not
subject to paragraph (d)(1) of this sec-
tion, CMS will propose and finalize
these measures through rulemaking
similar to the process for adding new
measures. CMS will initially solicit
feedback on whether to make sub-
stantive measure updates through the
process described for changes in and
adoption of payment and risk adjust-
ment policies in section 1853(b) of the
Act. Once the update has been made to
the measure specification by the meas-
ure steward, CMS may continue collec-
tion of performance data for the legacy
measure and include it in Star Ratings
until the updated measure has been on
display for 2 years. CMS will place the
updated measure on the display page
for at least 2 years prior to using the
updated measure to calculate and as-
sign Star Ratings as specified in para-
graph (c) of this section.

(e) Removing measures. (1) CMS will
remove a measure from the Star Rat-
ings program as follows:

(i) When the clinical guidelines asso-
ciated with the specifications of the
measure change such that the speci-
fications are no longer believed to
align with positive health outcomes; or

(ii) A measure shows low statistical
reliability.

(iii) The measure steward other than
CMS retires a measure.

(2) CMS will announce in advance of
the measurement period the removal of
a measure based upon its application of
this paragraph (e) through the process
described for changes in and adoption
of payment and risk adjustment poli-
cies in section 1853(b) of the Act in ad-
vance of the measurement period.

(f) Improvement measure. CMS will
calculate improvement measure scores
based on a comparison of the measure
scores for the current year to the im-
mediately preceding year as provided
in this paragraph (f); the improvement
measure score would be calculated for
Parts C and D separately by taking a
weighted sum of net improvement di-
vided by the weighted sum of the num-
ber of eligible measures.

(1) Identifying eligible measures. Annu-
ally, the subset of measures to be in-
cluded in the Part C and Part D im-
provement measures will be announced
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through the process described for
changes in and adoption of payment
and risk adjustment policies in section
1853(b) of the Act. CMS identifies meas-
ures to be used in the improvement
measures if the measures meet all of
the following:

(i) CMS will include only measures
available for the current and previous
year in the improvement measures and
that have numeric value scores in both
the current and prior year.

(ii) CMS will exclude any measure for
which there was a substantive speci-
fication change from the previous year.

(iii) CMS will exclude any measures
that are already focused on improve-
ment in MA organization performance
from year to year.

(iv) The Part C improvement meas-
ure will include only Part C measure
scores; the Part D improvement meas-
ure will include only Part D measure
scores.

(v) CMS excludes any measure that
receives a measure-level Star Rating
reduction for data integrity concerns
for either the current or prior year
from the improvement measure(s).

(2) Determining eligible contracts. CMS
will calculate an improvement score
only for contracts that have numeric
measure scores for both years in at
least half of the measures identified for
use applying the standards in para-
graphs (f)(1)(i) through (iv) of this sec-
tion.

(3) Special rules for calculation of the
improvement score. For any measure
used for the improvement measure for
which a contract received 5 stars in
each of the years examined, but for
which the measure score demonstrates
a statistically significant decline based
on the results of the significance test-
ing (at a level of significance of 0.05) on
the change score, the measure will be
categorized as having no significant
change and included in the count of
measures used to determine eligibility
for the measure (that is, for the denom-
inator of the improvement measure
score).

(4) Calculation of the improvement
score. The improvement measure will
be calculated as follows:

(i) The improvement change score
(the difference in the measure scores in
the 2-year period) will be determined
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for each measure that has been des-
ignated an improvement measure and
for which a contract has a numeric
score for each of the 2 years examined.

(ii) Bach contract’s improvement
change score per measure will be cat-
egorized as a significant change or not
a significant change by employing a
two-tailed t-test with a level of signifi-
cance of 0.05.

(iii) The net improvement per meas-
ure category (outcome, access, patient
experience, process) would be cal-
culated by finding the difference be-
tween the weighted number of signifi-
cantly improved measures and signifi-
cantly declined measures, using the
measure weights associated with each
measure category.

(iv) The improvement measure score
will then be determined by calculating
the weighted sum of the net improve-
ment per measure category divided by
the weighted sum of the number of eli-
gible measures.

(v) The improvement measure scores
will be converted to measure-level Star
Ratings by determining the cut points
using hierarchical clustering algo-
rithms in accordance with
§422.166(a)(2)(i) through (iii).

(vi) The Part D improvement meas-
ure cut points for MA-PDs and PDPs
will be determined using separate clus-
tering algorithms in accordance with
§§422.166(a)(2)(iii) and 423.186(a)(2)(iii) of
this chapter.

(g) Data integrity. (1) CMS will reduce
a contract’s measure rating when CMS
determines that a contract’s measure
data are inaccurate, incomplete, or bi-
ased; such determinations may be
based on a number of reasons, includ-
ing mishandling of data, inappropriate
processing, or implementation of incor-
rect practices that have an impact on
the accuracy, impartiality, or com-
pleteness of the data used for one or
more specific measure(s).

(i) CMS will reduce HEDIS measures
to 1 star when audited data are sub-
mitted to NCQA with a designation of
“‘biased rate” or BR based on an audi-
tor’s review of the data or a designa-
tion of ‘‘nonreport’ or NR.

(i1) CMS will reduce measures based
on data that an MA organization must
submit to CMS under §422.516 to 1 star
when a contract did not score at least
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95 percent on data validation for the
applicable reporting section or was not
compliant with CMS data validation
standards/substandards for data di-
rectly used to calculate the associated
measure.

(iii) For the appeals measures, CMS
uses statistical criteria to estimate the
percentage of missing data for each
contract using data from MA organiza-
tions, the independent review entity
(IRE), or CMS administrative sources
to determine whether the data at the
IRE are complete. CMS uses scaled re-
ductions for the Star Ratings for the
applicable appeals measures to account
for the degree to which the IRE data
are missing.

(A)(I) The data reported by the MA
organization on appeals, including the
number of reconsiderations requested,
denied, upheld, dismissed, or otherwise
disposed of by the MA organization,
and data from the IRE or CMS admin-
istrative sources, that align with the
Star Ratings year measurement period
are used to determine the scaled reduc-
tion.

(2) If there is a contract consolida-
tion as described at §422.162(b)(3), the
data described in paragraph
(2)(1)({ii)(A)(I) of this section are com-
bined for the consumed and surviving
contracts before the methodology pro-
vided in  paragraphs (2)(LH)(ii)(B)
through (O) of this section is applied.

(B) [Reserved]

(C) The reductions range from a one-
star reduction to a four-star reduction;
the most severe reduction for the de-
gree of missing IRE data is a four-star
reduction.

(D) The thresholds used for deter-
mining the reduction and the associ-
ated appeals measure reduction are as
follows:

(1) 20 percent, 1 star reduction.

(2) 40 percent, 2 star reduction.

(3) 60 percent, 3 star reduction.

(4) 80 percent, 4 star reduction.

(E) If a contract receives a reduction
due to missing Part C IRE data, the re-
duction is applied to both of the con-
tract’s Part C appeals measures.

(F) [Reserved]

(G) The scaled reduction is applied
after the calculation for the appeals
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measure-level Star Ratings. If the ap-
plication of the scaled reduction re-
sults in a measure-level star rating less
than 1 star, the contract will be as-
signed 1 star for the appeals measure.

(H) The Part C calculated error is de-
termined using 1 minus the quotient of
the total number of cases received by
the IRE that were supposed to be sent
and the total number of cases that
should have been forwarded to the IRE.
The total number of cases that should
have been forwarded to the IRE is de-
termined by the sum of the partially
favorable (adverse) reconsiderations
and unfavorable (adverse) reconsider-
ations for the applicable measurement
year.

(DD—(J) [Reserved]

(K) Contracts are subject to a pos-
sible reduction due to lack of IRE data
completeness if both of the following
conditions are met:

(I) The calculated error rate is 20 per-
cent or more.

(2) The number of cases not for-
warded to the IRE is at least 10 for the
measurement year.

(L) A confidence interval estimate
for the true error rate for the contract
is calculated using a Score Interval
(Wilson Score Interval) at a confidence
level of 95 percent and an associated z
of 1.959964 for a contract that is subject
to a possible reduction.

(M) A contract’s lower bound is com-
pared to the thresholds of the scaled
reductions to determine the IRE data
completeness reduction.

(N) The reduction is identified by the
highest threshold that a contract’s
lower bound exceeds.

(O) CMS reduces the measure rating
to 1 star for the applicable appeals
measure(s) if CMS does not have accu-
rate, complete, and unbiased data to
validate the completeness of the Part C
appeals measures.

(2) CMS will reduce a measure rating
to 1 star for additional concerns that
data inaccuracy, incompleteness, or
bias have an impact on measure scores
and are not specified in paragraphs
(2)(1)(A) through (iii) of this section, in-
cluding a contract’s failure to adhere
to HEDIS, HOS, or CAHPS reporting
requirements.

(h) Review of sponsors’ data. (1) An MA
organization may request that CMS or
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the IRE review its’ contract’s appeals
data provided that the request is re-
ceived by the annual deadline set by
CMS.

(2) An MA organization may request
that CMS review its’ contract’s Com-
plaints Tracking Module (CTM) data
provided that the request is received by
the annual deadline set by CMS for the
applicable Star Ratings year.

(i) [Reserved]

(3) Beginning with the 2025 measure-
ment year (2027 Star Ratings), an MA
organization may request that CMS re-
view its contract’s administrative data
for Patient Safety measures provided
that the request is received by the an-
nual deadline set by CMS for the appli-
cable Star Ratings year.

[83 FR 16725, Apr. 16, 2018, as amended at 84
FR 15829, Apr. 16, 2019; 85 FR 19290, Apr. 6,
2020; 86 FR 6097, Jan. 19, 2021; 87 FR 27895,
May 9, 2022; 88 FR 22332, Apr. 12, 2023; 89 FR
30820, Apr. 23, 2024]

§422.166 Calculation of Star Ratings.

(a) Measure Star Ratings—(1) Cut
points. CMS will determine cut points
for the assignment of a Star Rating for
each numeric measure score by apply-
ing either a clustering or a relative dis-
tribution and significance testing
methodology. For the Part D measures,
CMS will determine MA-PD and PDP
cut points separately.

(2) Clustering algorithm for all measures
except CAHPS measures.

(i) The method maximizes differences
across the star categories and mini-
mizes the differences within star cat-
egories using mean resampling with
the hierarchal clustering of the current
year’s data. Effective for the Star Rat-
ings issued in October 2023 and subse-
quent years, prior to applying mean re-
sampling with hierarchal clustering,
Tukey outer fence outliers are re-
moved. Effective for the Star Ratings
issued in October 2022 and subsequent
years, CMS will add a guardrail so that
the measure-threshold-specific cut
points for non-CAHPS measures do not
increase or decrease more than the
value of the cap from 1 year to the
next. The cap is equal to 5 percentage
points for measures having a 0 to 100
scale (absolute percentage cap) or 5
percent of the restricted range for
measures not having a 0 to 100 scale
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(restricted range cap). New measures
that have been in the Part C and D
Star Rating program for 3 years or less
use the hierarchal clustering method-
ology with mean resampling with no
guardrail for the first 3 years in the
program.

(ii) In cases where multiple clusters
have the same measure score value
range, those clusters would be com-
bined, leading to fewer than 5 clusters.

(iii) The clustering algorithm for the
improvement measure scores is done in
two steps to determine the cut points
for the measure-level Star Ratings.
Clustering is conducted separately for
improvement measure scores greater
than or equal to zero and those with
improvement measure scores less than
Zero.

(A) Improvement scores of zero or
greater would be assigned at least 3
stars for the improvement Star Rating.

(B) Improvement scores less than
zero would be assigned either 1 or 2
stars for the improvement Star Rating.

(3) Relative distribution and signifi-
cance testing for CAHPS measures. The
method combines evaluating the rel-
ative percentile distribution with sig-
nificance testing and accounts for the
reliability of scores produced from sur-
vey data; no measure Star Rating is
produced if the reliability of a CAHPS
measure is less than 0.60. Low reli-
ability scores are defined as those with
at least 11 respondents, reliability
greater than or equal to 0.60 but less
than 0.75, and also in the lowest 12 per-
cent of contracts ordered by reliability.
The following rules apply:

(i) A contract is assigned 1 star if
both of the criteria in paragraphs
(a)(3)(1)(A) and (B) of this section are
met plus at least one of the criteria in
paragraphs (a)(3)(i)(C) or (D) of this
section is met:

(A) Its average CAHPS measure score
is lower than the 15th percentile; and

(B) Its average CAHPS measure score
is statistically significantly lower than
the national average CAHPS measure
score;

(C) The reliability is not low; or

(D) Its average CAHPS measure score
is more than one standard error below
the 15th percentile.

(ii) A contract is assigned 2 stars if it
does not meet the 1l-star criteria and
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meets at least one of these three cri-
teria:

(A) Its average CAHPS measure score
is lower than the 30th percentile and
the measure does not have low reli-
ability; or

(B) Its average CAHPS measure score
is lower than the 15th percentile and
the measure has low reliability; or

(C) Its average CAHPS measure score
is statistically significantly lower than
the national average CAHPS measure
score and below the 60th percentile.

(iii) A contract is assigned 3 stars if
it meets at least one of these three cri-
teria:

(A) Its average CAHPS measure score
is at or above the 30th percentile and
lower than the 60th percentile, and it is
not statistically significantly different
from the national average CAHPS
measure score; or

(B) Its average CAHPS measure score
is at or above the 15th percentile and
lower than the 30th percentile, the reli-
ability is low, and the score is not sta-
tistically significantly lower than the
national average CAHPS measure
score; or

(C) Its average CAHPS measure score
is at or above the 60th percentile and
lower than the 80th percentile, the reli-
ability is low, and the score is not sta-
tistically significantly higher than the
national average CAHPS measure
score.

(iv) A contract is assigned 4 stars if it
does not meet the 5-star criteria and
meets at least one of these three cri-
teria:

(A) Its average CAHPS measure score
is at or above the 60th percentile and
the measure does not have low reli-
ability; or

(B) Its average CAHPS measure score
is at or above the 80th percentile and
the measure has low reliability; or

(C) Its average CAHPS measure score
is statistically significantly higher
than the national average CAHPS
measure score and above the 30th per-
centile.

(v) A contract is assigned 5 stars if
both of the following criteria in para-
graphs (a)(3)(v)(A) and (B) of this sec-
tion are met plus at least one of the
criteria in paragraphs (a)(3)(v)(C) or (D)
of this section is met:
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(A) Its average CAHPS measure score
is at or above the 80th percentile; and

(B) Its average CAHPS measure score
is statistically significantly higher
than the national average CAHPS
measure score;

(C) The reliability is not low; or

(D) Its average CAHPS measure score
is more than one standard error above
the 80th percentile.

(4) 5-Star Scale. Measure scores are
converted to a b-star scale ranging
from 1 (worst rating) to 5 (best rating),
with whole star increments for the cut
points.

(b) Domain Star Ratings. (1)(i) CMS
groups measures by domains solely for
purposes of public reporting the data
on Medicare Plan Finder. They are not
used in the calculation of the summary
or overall ratings. Domains are used to
group measures by dimensions of care
that together represent a unique and
important aspect of quality and per-
formance.

(ii) The 5 domains for the MA Star
Ratings are: Staying Healthy:
Screenings, Tests and Vaccines; Man-
aging Chronic (Long Term) Conditions;
Member Experience with Health Plan;
Member Complaints and Changes in the
Health Plan’s Performance; and Health
Plan Customer Service. The 4 domains
for the Part D Star Ratings are: Drug
Plan Customer Service; Member Com-
plaints and Changes in the Drug Plan’s
Performance; Member Experience with
the Drug Plan; and Drug Safety and
Accuracy of Drug Pricing.

(2) CMS calculates the domain rat-
ings as the unweighted mean of the
Star Ratings of the included measures.

(i) A contract must have scores for at
least 50 percent of the measures re-
quired to be reported for that contract
type for that domain to have a domain
rating calculated.

(ii) The domain ratings are on a 1- to
b-star scale ranging from 1 (worst rat-
ing) to 5 (best rating) in whole star in-
crements using traditional rounding
rules.

(¢) Part C summary ratings. (1) CMS
will calculate the Part C summary rat-
ings using the weighted mean of the
measure-level Star Ratings for Part C,
weighted in accordance with paragraph
(e) of this section and with the applica-
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ble adjustments provided in paragraph
(f) of this section.

(2)(i1) A contract must have scores for
at least 50 percent of the measures re-
quired to be reported for the contract
type to have the summary rating cal-
culated.

(ii) The Part C improvement measure
is not included in the count of the min-
imum number of rated measures.

(3) The summary ratings are on a 1-
to b-star scale ranging from 1 (worst
rating) to 5 (best rating) in half-star in-
crements using traditional rounding
rules.

(d) Owerall MA-PD rating. (1) The
overall rating for a MA-PD contract
will be calculated using a weighted
mean of the Part C and Part D meas-
ure-level Star Ratings, weighted in ac-
cordance with paragraph (e) of this sec-
tion and with the applicable adjust-
ments provided in paragraph (f) of this
section.

(2)(1) An MA-PD must have both Part
C and Part D summary ratings and
scores for at least 50 percent of the
measures required to be reported for
the contract type to have the overall
rating calculated.

(ii) The Part C and D improvement
measures are not included in the count
of measures needed for the overall rat-
ing.

(iii) Any measures that share the
same data and are included in both the
Part C and Part D summary ratings
will be included only once in the cal-
culation for the overall rating.

(iv) The overall rating is on a 1- to 5-
star scale ranging from 1 (worst rating)
to 5 (best rating) in half-increments
using traditional rounding rules.

(v) Low enrollment contracts (as de-
fined in §422.252) and new MA plans (as
defined in §422.252) do not receive an
overall and/or summary rating. They
are treated as qualifying plans for the
purposes of QBPs as described in
§422.258(d)(7) and as announced through
the process described for changes in
and adoption of payment and risk ad-
justment policies in section 1853(b) of
the Act.

(vi) The QBP ratings for contracts
that do not have sufficient data to cal-
culate and assign ratings and do not
meet the definition of low enrollment
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or new MA plans at §422.252 are as-
signed as follows:

(A) For a new contract under an ex-
isting parent organization that has
other MA contract(s) with numeric
Star Ratings in November when the
preliminary QBP ratings are calculated
for the contract year that begins 14
months later, the QBP rating assigned
is the enrollment-weighted average
highest rating of the parent organiza-
tion’s other MA contract(s) that are
active as of the April when the final
QBP ratings are released under
§422.162(b)(4). The Star Ratings used in
this calculation are the rounded stars
(to the whole or half star) that are pub-
licly displayed on www.medicare.gov.
The enrollment figures used in the en-
rollment-weighted calculations are the
November enrollment in the year the
Star Ratings are released.

(B) For a new contract under a par-
ent organization that does not have
other MA contract(s) with numeric
Star Ratings in November when the
preliminary QBP ratings are calculated
for the contract year that begins 14
months later, the MA Star Ratings for
the previous 3 years are used and the
QBP rating is the enrollment-weighted
average of the MA contract(s)’s highest
ratings from the most recent year
rated for that parent organization.

(I) The Star Ratings had to be pub-
licly reported on www.medicare.gov.

(2) The Star Ratings used in this cal-
culation are rounded to the whole or
half star.

(C) The enrollment figures used in
the enrollment-weighted calculations
are the November enrollment in the
year the Star Ratings are released.

(D) The QBP ratings are updated for
any changes in a contract’s parent or-
ganization that are reflected in CMS
records prior to the release of the final
QBP ratings in April of each year.

(E) Once the QBP ratings are final-
ized in April of each year for the fol-
lowing contract year, no additional
parent organization changes are used
for purposes of assigning QBP ratings.

(e) Measure weights—(1) General rules.
Subject to paragraphs (e)(2) and (3) of
this section, CMS will assign weights
to measures based on their categoriza-
tion as follows.
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(i) Improvement measures receive
the highest weight of 5.

(ii) Outcome and Intermediate out-
come measures receive a weight of 3.

(iii) Through the 2025 Star Ratings,
patient experience and complaint
measures receive a weight of 4. Start-
ing with the 2026 Star Ratings and sub-
sequent Star Ratings years, patient ex-
perience and complaint measures re-
ceive a weight of 2.

(iv) Through the 2025 Star Ratings,
access measures receive a weight of 4.
Starting with the 2026 Star Ratings and
subsequent Star Ratings years, access
measures receive a weight of 2.

(v) Process measures receive a weight
of 1.

(2) Rules for new and substantively up-
dated measures. New measures to the
Star Ratings program will receive a
weight of 1 for their first year in the
Star Ratings program. Substantively
updated measures will receive a weight
of 1 in their first year returning to the
Star Ratings after being on the display
page. In subsequent years, a new or
substantively updated measure will be
assigned the weight associated with its
category.

(3) Special rule for Puerto Rico. Con-
tracts that have service areas that are
wholly located in Puerto Rico will re-
ceive a weight of zero for the Part D
adherence measures for the summary
and overall rating calculations and will
have a weight of 3 for the adherence
measures for the improvement measure
calculations.

(f) Completing the Part C summary and
overall rating calculations. CMS will ad-
just the summary and overall rating
calculations to take into account the
reward factor (if applicable) and the
categorical adjustment index (CAI) as
provided in this paragraph (f).

(1) Reward factor. Through the 2026
Star Ratings, this rating-specific re-
ward factor is added to both the sum-
mary and overall ratings of contracts
that qualify for this reward factor
based on both high and stable relative
performance for the rating level.

(i) The contract’s performance will
be assessed using its weighted mean
and its ranking relative to all rated
contracts in the rating level (overall
for MA-PDs; Part C summary for MA-
PDs and MA-only; and Part D summary
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for MA-PDs and PDPs) for the same
Star Ratings year. The contract’s sta-
bility of performance will be assessed
using the weighted variance and its
ranking relative to all rated contracts
in the rating type (overall for MA-PDs;
Part C summary for MA-PDs and MA-
only; and Part D summary for MA-PDs
and PDPs). The weighted mean and
weighted variance are compared sepa-
rately for MA-PD and standalone Part
D contracts (PDPs). The measure
weights are specified in paragraph (e)
of this section. Since highly-rated con-
tracts may have the improvement
measure(s) excluded in the determina-
tion of their final highest rating, each
contract’s weighted variance and
weighted mean are calculated both
with and without the improvement
measures. For an MA-PD’s Part C and
D summary ratings, its ranking is rel-
ative to all other contracts’ weighted
variance and weighted mean for the
rating type (Part C summary, Part D
summary) with the improvement meas-
ure. For the 2022 Star Ratings only,
since all contracts may have the im-
provement measure(s) excluded in the
determination of their highest rating
and summary rating(s), each contract’s
weighted variance and weighted mean
are calculated both with and without
the improvement measures.

(ii) Relative performance of the
weighted variance (or weighted vari-
ance ranking) will be categorized as
being high (at or above 70th per-
centile), medium (between the 30th and
69th percentile) or low (below the 30th
percentile). Relative performance of
the weighted mean (or weighted mean
ranking) will be categorized as being
high (at or above the 85th percentile),
relatively high (between the 65th and
84th percentiles), or other (below the
65th percentile).

(iii) The combination of the relative
variance and relative mean is used to
determine the value of the reward fac-
tor to be added to the contract’s sum-
mary and overall ratings as follows:

(A) A contract with low variance and
a high mean will have a reward factor
equal to 0.4.

(B) A contract with medium variance
and a high mean will have a reward
factor equal to 0.3.
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(C) A contract with low variance and
a relatively high mean will have a re-
ward factor equal to 0.2.

(D) A contract with medium variance
and a relatively high mean will have a
reward factor equal to 0.1.

(E) A contract with all other com-
binations of variance and relative
mean will have a reward factor equal
to 0.0.

(iv) The reward factor is determined
and applied before application of the
CAI adjustment under paragraph (f)(2)
of this section; the reward factor is
based on unadjusted scores.

(2) Categorical Adjustment Inder. CMS
applies the categorical adjustment
index (CAI) as provided in this para-
graph (f)(2) to adjust for the average
within-contract disparity in perform-
ance associated with the percentages of
beneficiaries who receive a low income
subsidy or are dual eligible (LIS/DE) or
have disability status. The factor is
calculated as the mean difference in
the adjusted and unadjusted ratings
(overall, Part C, Part D for MA-PDs,
Part D for PDPs) of the contracts that
lie within each final adjustment cat-
egory for each rating type.

(i) The CAI is added to or subtracted
from the contract’s overall and sum-
mary ratings and is applied after the
reward factor adjustment described in
paragraph (f)(1) of this section (if appli-
cable).

(A) The adjustment factor is
monotonic (that is, as the proportion
of LIS/DE and disabled increases in a
contract, the adjustment factor in-
creases in at least one of the dimen-
sions) and varies by a contract’s cat-
egorization into a final adjustment cat-
egory that is determined by a con-
tract’s proportion of LIS/DE and dis-
abled beneficiaries.

(B) To determine a contract’s final
adjustment category, contract enroll-
ment is determined using enrollment
data for the month of December for the
measurement period of the Star Rat-
ings year.

(I) For the first 2 years following a
consolidation, for the surviving con-
tract of a contract consolidation in-
volving two or more contracts for
health or drug services of the same
plan type under the same parent orga-
nization, the enrollment data for the
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month of December for the measure-
ment period of the Star Ratings year
are combined across the surviving and
consumed contracts in the consolida-
tion.

(2) The count of beneficiaries for a
contract is restricted to beneficiaries
that are alive for part or all of the
month of December of the applicable
measurement year.

(3) A beneficiary is categorized as
LIS/DE if the beneficiary was des-
ignated as full or partially dually eligi-
ble or receiving a LIS at any time dur-
ing the applicable measurement period.

(4) Disability status is determined
using the variable original reason for
entitlement (OREC) for Medicare using
the information from the Social Secu-
rity Administration and Railroad Re-
tirement Board record systems.

(C) MA-PD contracts may be ad-
justed up to three times with the CAI;
one for the overall Star Rating and one
for each of the summary ratings (Part
C and Part D).

(D) An MA-only contract may be ad-
justed only once for the CAI for the
Part C summary rating.

(E) The CAI values are rounded and
displayed with 6 decimal places.

(ii) In determining the CAI values, a
measure will be excluded from adjust-
ment if the measure meets any of the
following:

(A) The measure is already case-mix
adjusted for socioeconomic status.

(B) The focus of the measurement is
not a beneficiary-level issue but rather
a plan or provider-level issue.

(C) The measure is scheduled to be
retired or revised.

(D) The measure is applicable only to
SNPs.

(iii) The Star Ratings measures that
remain after the exclusion -criteria,
paragraph (f)(2)(ii) of this section, have
been applied will be adjusted for the
determination of the CAI. CMS will an-
nounce the measures identified for ad-
justment in the calculations of the CAI
under this paragraph (f)(2) through the
process described for changes in and
adoption of payment and risk adjust-
ment policies in section 1853(b) of the
Act.

(iv) The adjusted measures scores for
the selected measures are determined
using the results from regression mod-
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els of beneficiary-level measure scores
that adjust for the average within-con-
tract difference in measure scores for
MA or PDP contracts.

(A) A logistic regression model with
contract fixed effects and beneficiary
level indicators of LIS/DE and dis-
ability status is used for the adjust-
ment.

(B) The adjusted measure scores are
converted to a measure-level Star Rat-
ing using the measure thresholds for
the Star Ratings year that corresponds
to the measurement period of the data
employed for the CAI determination.

(v) The rating-specific CAI values
will be determined using the mean dif-
ferences between the adjusted and
unadjusted Star Ratings (overall, Part
C summary, Part D summary for MA-
PDs and Part D summary for PDPs) in
each final adjustment category.

(A) For the annual development of
the CAI, the distribution of the per-
centages for LIS/DE and disabled using
the enrollment data that parallels the
previous Star Ratings year’s data
would be examined to determine the
number of equal-sized initial groups for
each attribute (LIS/DE and disabled).

(B) The initial categories are created
using all groups formed by the initial
LIS/DE and disabled groups.

(C) The mean difference between the
adjusted and unadjusted summary or
overall ratings per initial category
would be calculated and examined. The
initial categories would then be col-
lapsed to form the final adjustment
categories. The collapsing of the initial
categories to form the final adjustment
categories would be done to enforce
monotonicity in at least one dimension
(LIS/DE or disabled).

(D) The mean difference within each
final adjustment category by rating-
type (overall, Part C, Part D for MA-
PD, and Part D for PDPs) would be the
CAI values for the next Star Ratings
year.

(vi) CMS develops the model for the
modified contract-level LIS/DE per-
centage for Puerto Rico using the fol-
lowing sources of information:

(A) The most recent data available at
the time of the development of the
model of both 1-year American Com-
munity Survey (ACS) estimates for the
percentage of people living below the
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Federal Poverty Level (FPL) and the
ACS b-year estimates for the percent-
age of people living below 150 percent
of the FPL. The data to develop the
model will be limited to the 10 states,
drawn from the 50 states plus the Dis-
trict of Columbia with the highest pro-
portion of people living below the FPL,
as identified by the 1l-year ACS esti-
mates.

(B) The Medicare enrollment data
from the same measurement period as
the Star Ratings’ year. The Medicare
enrollment data would be aggregated
from MA contracts that had at least 90
percent of their enrolled beneficiaries
with mailing addresses in the 10 high-
est poverty states.

(vii) A linear regression model is de-
veloped to estimate the percentage of
LIS/DE for a contacts that solely serve
the population of beneficiaries in Puer-
to Rico.

(A) The maximum value for the
modified LIS/DE indicator value per
contract would be capped at 100 per-
cent.

(B) All estimated modified LIS/DE
values for Puerto Rico would be round-
ed to 6 decimal places when expressed
as a percentage.

(C) The model’s coefficient and inter-
cept are updated annually and pub-
lished in the Technical Notes.

(3) Health equity index. Starting with
the 2027 Star Ratings year and subse-
quent Star Ratings years, CMS applies
a health equity index rating-specific
factor to both the summary and overall
ratings of contracts that qualify based
on an assessment of contract perform-
ance on quality measures among en-
rollees with certain social risk factors
(SRF's).

(i) The health equity index (HEI) is
calculated separately for the overall
rating for MA-PDs and cost contracts
including the applicable Part C and D
measures; Part C summary rating for
MA-only, MA-PD, and cost contracts
including the applicable Part C meas-
ures; Part D summary rating for MA-
PDs and cost contracts including the
applicable Part D measures; and Part D
summary rating for PDPs including
the applicable Part D measures.

(A) The SRF's included in the HEI are
receipt of the low income subsidy or
being dually eligible for Medicare and
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Medicaid (LIS/DE), or having a dis-
ability. Enrollees will be identified as
LIS/DE or as having a disability as
specified in paragraph (f)(2)(i)(B) of this
section. If a person meets the LIS/DE
criteria for only one of the two meas-
urement years included in the HEI, the
data for that person for just that year
are used. Measures that are case-mix
adjusted in the Star Ratings are ad-
justed using all standard case-mix ad-
justors for the measure except for
those adjusters that are the SRFs of
interest in the index, are strongly cor-
related with the SRFs of interest, or
are conceptually similar to the SRF's of
interest.

(B) The HEI is calculated by com-
bining measure-level scores for the
subset of enrollees with SRFs of inter-
est included in the HEI across the two
most recent measurement years using
a modeling approach that includes year
as an adjustor to account for potential
differences in performance across years
and to adjust the data to reflect per-
formance in the second of the 2 years of
data used. Measure-level scores are
used for contracts that have data for
only the most recent year of the 2
years, but measure-level scores are not
used for contracts that have data for
only the first of the 2 years.

(ii) In determining the HEI scores, a
measure will be excluded from the cal-
culation of the index if the measure
meets any of the following:

(A) The focus of the measurement is
not the enrollee but rather the plan or
provider.

(B) The measure is retired, moved to
display, or has a substantive specifica-
tion change in either year of data used
to construct the HEI.

(C) The measure is applicable only to
SNPs.

(D) At least 25 percent of contracts
are unable to meet the criteria speci-
fied in paragraph (f)(3)(iv) of this sec-
tion. For Part D measures, this cri-
terion is assessed separately for MA-
PDs and cost contracts, and for PDPs.

(iii) The Star Ratings measures that
remain after the exclusion criteria in
paragraph (f)(3)(ii) of this section have
been applied will be included in the cal-
culation of the HEI. CMS will an-
nounce the measures being evaluated
for inclusion in the calculation of the
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HEI under this paragraph (f)(3) through
the process described for changes in
and adoption of payment and risk ad-
justment policies in section 1853(b) of
the Act.

(iv) For a measure to be included in
the calculation of a contract’s HEI
score, the measure must meet both of
the following criteria:

(A) The measure must have a reli-
ability of at least 0.7 for the contract
when calculated for the combined sub-
set of enrollees with the SRF(s) speci-
fied in paragraph (f)(3)(i)(A) of this sec-
tion across 2 years of data.

(B) The measure-specific denomi-
nator criteria must be met for the con-
tract using only the combined subset of
enrollees in the contract with the
SRF(s) specified in paragraph
(H)(3)(1)(A) of this section across 2 years
of data.

(v) To calculate the rating-specific
HEI score, the distribution of contract
performance on each eligible measure
for the subset of enrollees that have
one or more of the specified SRFs will
be assessed and separated into thirds,
with the top third of contracts receiv-
ing 1 point, the middle third of con-
tracts receiving 0 points, and the bot-
tom third of contracts receiving -1
point. The rating-specific HEI will then
be calculated as the weighted sum of
points across all measures included in
the index using the Star Ratings meas-
ure weight for each measure divided by
the weighted sum of the number of eli-
gible measures for the given contract.
The measure weight for each measure
is the weight used for the measure in
the current Star Ratings year as speci-
fied in paragraph (e) of this section.

(vi) To have the HEI calculated, con-
tracts must have at least 500 enrollees
in the most recent measurement year
used in the HEI and have at least half
of the measures included in the HEI
meet the criteria specified under para-
graph (£)(3)(iv) of this section.

(vii) In order to qualify for the full
HEI reward, contracts must have per-
centages of enrollees with the specified
SRFs combined greater than or equal
to the contract-level median in the
most recent year of data used to cal-
culate the HEI and a rating-specific
minimum index score of greater than
zero. In order to qualify for one-half of
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the HEI reward, contracts must have
percentages of enrollees with SRFs
greater than or equal to one-half of the
contract-level median up to, but not
including, the contract-level median
percentage of enrollees with SRFs in
the most recent year of data used to
calculate the HEI and a rating-specific
minimum index score of greater than
zero. One-half of the contract-level me-
dian and the contract-level median en-
rollment percentages are assessed sepa-
rately for contracts that offer Part C
and stand-alone Part D contracts.

(A) For contracts with service areas
wholly located in Puerto Rico, the per-
centage of enrollees that are LIS/DE or
disabled is calculated by adding the
number of DE/disabled enrollees to the
estimated LIS percentage calculated
by taking the percentage LIS/DE as
calculated at §§422.166(f)(2)(vi) and (vii)
and 423.186(f)(2)(vi) and (vii) and sub-
tracting the percentage of DE enroll-
ees.

(B) Contracts with service areas
wholly located in Puerto Rico are ex-
cluded from the calculation of one-half
of the contract-level median and the
contract-level median.

(viii) For contracts that have per-
centages of enrollees with SRFs great-
er than or equal to the contract-level
median enrollment percentage, the HEI
reward added to the contract’s sum-
mary and overall ratings will vary
from 0 to 0.4 on a linear scale, with a
contract receiving 0 if the contract re-
ceives a score of 0 or less on the HEI
and 0.4 if the contract receives a score
of 1 on the HEI. For contracts that
have percentages of enrollees with
SRF's greater than or equal to one-half
the median percentage of enrollees
with SRFs up to, but not including, the
contract-level median percentage of
enrollees with SRFs, the HEI reward
added to the contract’s summary and
overall ratings will vary from 0 to 0.2
on a linear scale, with a contract re-
ceiving 0 if the contract receives a
score of 0 or less on the HEI and 0.2 if
the contract receives a score of 1 on
the HEI. The HEI reward is rounded
and displayed with 6 decimal places.
Contracts that cannot have an HEI
score calculated (that is, contracts
that are not scored on at least half of
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the measures included in the index)
will not receive an HEI reward.

(A) In the case of contract consolida-
tions involving two or more contracts
for health or drug services of the same
plan type under the same parent orga-
nization, CMS calculates the HEI re-
ward for the surviving contract ac-
counting for both the surviving and
consumed contract(s). For the first
year following a consolidation, the HEI
reward for the surviving contract is
calculated as the enrollment-weighted
mean of the HEI reward of the con-
sumed and surviving contracts using
total contract enrollment from July of
the most recent measurement year
used in calculating the HEI reward. A
reward value of zero is used in calcu-
lating the enrollment-weighted mean
for contracts that do not meet the min-
imum percentage of enrollees with the
SRF thresholds or the minimum per-
formance threshold specified at para-
graph (f)(3)(vii) of this section.

(B) For the second year following a
consolidation when calculating the HEI
score for the surviving contract, the
patient-level data used in calculating
the HEI score will be combined from
the consumed and surviving contracts
and used in calculating the HEI score.

(ix) The HEI reward is calculated sep-
arately for, and then added to, the
overall rating, Part C rating for MA-
PDs and MA-only contracts (and cost
contracts), Part D rating for MA-PDs
(and cost contracts), and Part D rating
for PDPs after the addition of the CAI
as specified in paragraph (f)(2) of this
section and application of the improve-
ment measures as specified in para-
graph (g) of this section and before the
final overall and Part C and D sum-
mary ratings are calculated by round-
ing to the nearest half star.

(g) Applying the improvement measure
scores. (1) CMS runs the calculations
twice for the highest level rating for
each contract-type (overall rating for
MA-PD contracts and Part C summary
rating for MA-only contracts), with the
reward factor adjustment if applicable
and the CAI adjustment, once includ-
ing the improvement measure(s) and
once without including the improve-
ment measure(s). In deciding whether
to include the improvement measures
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in a contract’s final highest rating,
CMS applies the following rules:

(i) If the highest rating for each con-
tract-type is 4 stars or more without
the use of the improvement measure(s)
and with all applicable adjustments
(CAI and the reward factor), a compari-
son of the highest rating with and
without the improvement measure(s) is
done. The higher rating is used for the
rating.

(ii) If the highest rating is less than
4 stars without the use of the improve-
ment measure(s) and with all applica-
ble adjustments (CAI and the reward
factor), the rating will be calculated
with the improvement measure(s).

(2) The Part C summary rating for
MA-PDs will include the Part C im-
provement measure and the Part D
summary rating for MA-PDs will in-
clude the Part D improvement meas-
ure.

(3) For 2022 Star Ratings only, CMS
runs the calculations twice for the
highest rating for each contract-type
(overall rating for MA-PD contracts
and Part C summary rating for MA-
only contracts) and Part C summary
rating for MA-PDs with all applicable
adjustments (CAI and the reward fac-
tor), once including the improvement
measure(s) and once without including
the improvement measure(s). In decid-
ing whether to include the improve-
ment measures in a contract’s highest
and summary rating(s), CMS applies
the following rules:

(i) For MA-PDs and MA-only con-
tracts, a comparison of the highest rat-
ing with and without the improvement
measure is done. The higher rating is
used for the highest rating.

(ii) For MA-PDs, a comparison of the
Part C summary rating with and with-
out the improvement measure is done.
The higher rating is used for the sum-
mary rating.

(h) Posting and display of ratings. For
all ratings at the measure, domain,
summary and overall level, posting and
display of the ratings is based on there
being sufficient data to calculate and
assign ratings. If a contract does not
have sufficient data to calculate a rat-
ing, the posting and display would be
the flag ‘“‘Not enough data available.”
If the measurement period is prior to
one year past the contract’s effective
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date, the posting and display would be
the flag ‘““Plan too new to be meas-
ured’’.

(1) Medicare Plan Finder Performance
icons. Icons are displayed on Medicare
Plan Finder to note performance as
provided in this paragraph (h)(1):

(i) High-performing icon. The high per-
forming icon is assigned to an MA-only
contract for achieving a 5-star Part C
summary rating and an MA-PD con-
tract for a 5-star overall rating.

(ii) Low-performing icon. (A) A con-
tract receives a low performing icon as
a result of its performance on the Part
C or Part D summary ratings. The low
performing icon is calculated by evalu-
ating the Part C and Part D summary
ratings for the current year and the
past 2 years. If the contract had any
combination of Part C or Part D sum-
mary ratings of 2.5 or lower in all 3
years of data, it is marked with a low
performing icon. A contract must have
a rating in either Part C or Part D for
all 3 years to be considered for this
icon.

(B) CMS may disable the Medicare
Plan Finder online enrollment function
(in Medicare Plan Finder) for Medicare
health and prescription drug plans with
the low performing icon; beneficiaries
will be directed to contact the plan di-
rectly to enroll in the low-performing
plan.

(2) Plan preview of the Star Ratings.
CMS will have plan preview periods be-
fore each Star Ratings release during
which MA organizations can preview
their Star Ratings data in HPMS prior
to display on the Medicare Plan Find-
er.
(i) Extreme and wuncontrollable cir-
cumstances. In the event of extreme and
uncontrollable circumstances that may
negatively impact operational and
clinical systems and contracts’ abili-
ties to conduct surveys needed for ac-
curate performance measurement, CMS
calculates the Star Ratings as specified
in paragraphs (i)(2) through (10) of this
section for each contract that is an af-
fected contract during the performance
period for the applicable measures. We
use the start date of the incident pe-
riod to determine which year of Star
Ratings could be affected, regardless of
whether the incident period lasts until
another calendar year.
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(1) Identification of affected contracts.
A contract that meets all of the fol-
lowing criteria is an affected contract:

(i) The contract’s service area is
within an ‘‘emergency area’ during an
“emergency period’’ as defined in sec-
tion 1135(g) of the Act.

(ii) The contract’s service area is
within a county, parish, U.S. territory
or tribal area designated in a major
disaster declaration under the Stafford
Act and the Secretary exercised au-
thority under section 1135 of the Act
based on the same triggering event(s).

(iii) As specified in paragraphs (i)(2)
through (10) of this section, a certain
minimum percentage (25 percent or 60
percent) of the enrollees under the con-
tract must reside in a Federal Emer-
gency Management Agency (FEMA)-
designated Individual Assistance area
at the time of the extreme and uncon-
trollable circumstance.

(2) CAHPS adjustments. (i) A contract,
even if an affected contract, must ad-
minister the CAHPS survey unless ex-
empt under paragraph (i)(2)(ii) of this
section.

(ii) An affected contract with at least
25 percent of enrollees in FEMA-des-
ignated Individual Assistance areas at
the time of the extreme and uncontrol-
lable circumstance is exempt from ad-
ministering the CAHPS survey if the
contract completes both of the fol-
lowing:

(A) Demonstrates to CMS that the
required sample for the survey cannot
be contacted because a substantial
number of the contract’s enrollees are
displaced due to the FEMA-designated
disaster identified in paragraph
(i1)(1)(ii) of this section in the prior
calendar year.

(B) Requests and receives a CMS ap-
proved exemption.

(iii) An affected contract with an ex-
emption described in paragraph
(i)(2)(ii) of this section receives the
contract’s CAHPS measure stars and
corresponding measure scores from the
prior year.

(iv) For an affected contract with at
least 25 percent of enrollees in FEMA-
designated Individual Assistance areas
at the time of the extreme and uncon-
trollable circumstance, the contract
receives the higher of the previous
year’s Star Rating or the current
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year’s Star Rating (and corresponding
measure score) for each CAHPS meas-
ure.

(v) When a contract is an affected
contract with at least 25 percent of en-
rollees in FEMA-designated Individual
Assistance areas at the time of the ex-
treme and uncontrollable circumstance
with regard to separate extreme and
uncontrollable circumstances that
begin in successive years, it is a mul-
tiple year-affected contract. A multiple
year-affected contract receives the
higher of the current year’s Star Rat-
ing or what the previous year’s Star
Rating would have been in the absence
of any adjustments that took into ac-
count the effects of the previous year’s
disaster for each measure (using the
corresponding measure score for the
Star Ratings year selected).

(3) HOS adjustments. (i) An affected
contract must administer the HOS sur-
vey unless exempt under paragraph
(1)(3)(ii) of this section.

(ii) An affected contract with at least
25 percent of enrollees in FEMA-des-
ignated Individual Assistance areas at
the time of the extreme and uncontrol-
lable circumstance is exempt from ad-
ministering the HOS survey if the con-
tract completes the following:

(A) Demonstrates to CMS that the
required sample for the survey cannot
be contacted because a substantial
number of the contract’s enrollees are
displaced due to the FEMA-designated
disaster identified in paragraph
(i)(1)({ii) of this section during the
measurement period.

(B) Requests and receives a CMS ap-
proved exemption.

(iii) Affected contracts with an ex-
emption described in paragraph
(1)(3)(ii) of this section receive the
prior year’s HOS and Healthcare Effec-
tiveness Data and Information Set
(HEDIS)-HOS measure stars and cor-
responding measure scores.

(iv) For an affected contract with at
least 25 percent of enrollees in FEMA-
designated Individual Assistance areas
at the time of the extreme and uncon-
trollable circumstance, the affected
contract receives the higher of the pre-
vious year’s Star Rating or the current
year’s Star Rating (and corresponding
measure score) for each HOS and
HEDIS-HOS measure. The adjustment
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is for 3 years after the extreme and un-
controllable circumstance.

(v) When a contract is an affected
contract with at least 25 percent of en-
rollees in FEMA-designated Individual
Assistance areas at the time of the ex-
treme and uncontrollable circumstance
with regard to separate extreme and
uncontrollable circumstances that
begin in successive years, it is a mul-
tiple year-affected contract. A multiple
year-affected contract receives the
higher of the current year’s Star Rat-
ing or what the previous year’s Star
Rating would have been in the absence
of any adjustments that took into ac-
count the effects of the previous year’s
disaster for each measure (using the
corresponding measure score for the
Star Ratings year selected).

(4) HEDIS adjustments. (i) An affected
contract must report HEDIS data un-
less exempted under paragraph (i)(4)(ii)
of this section.

(ii) An affected contract with at least
25 percent of enrollees in FEMA-des-
ignated Individual Assistance areas at
the time of the extreme and uncontrol-
lable circumstance is exempt from re-
porting HEDIS data if the contract
completes the following:

(A) Demonstrates an inability to ob-
tain both administrative and medical
record data that are required for re-
porting HEDIS measures due to a
FEMA-designated disaster in the prior
calendar year.

(B) Requests and receives a CMS ap-
proved exemption.

(iii) Affected contracts with an ex-
emption described in paragraph
(i)(4)(ii) of this section receive the
prior year’s HEDIS measure stars and
corresponding measure scores.

(iv) Contracts that do not have an ex-
emption defined in paragraph (i)(4)(ii)
of this section may contact National
Committee for Quality Assurance
(NCQA) to request modifications to the
samples for measures that require med-
ical record review.

(v) For an affected contract with at
least 25 percent of enrollees in FEMA-
designated Individual Assistance areas
at the time of the extreme and uncon-
trollable circumstance, the affected
contract receives the higher of the pre-
vious year’s Star Rating or the current
year’s Star Rating (and corresponding
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measure score) for each HEDIS meas-
ure.

(vi) When a contract is an affected
contract with at least 25 percent of en-
rollees in FEMA-designated Individual
Assistance areas at the time of the ex-
treme and uncontrollable circumstance
with regard to separate extreme and
uncontrollable circumstances that
begin in successive years, it is a mul-
tiple year-affected contract. A multiple
year-affected contract receives the
higher of the current year’s Star Rat-
ing or what the previous year’s Star
Rating would have been in the absence
of any adjustments that took into ac-
count the effects of the previous year’s
disaster for each measure (using the
corresponding measure score for the
Star Ratings year selected).

(5) New measure adjustments. For af-
fected contracts with at least 25 per-
cent of enrollees in a FEMA-designated
Individual Assistance area at the time
of the extreme and uncontrollable cir-
cumstance, CMS holds the affected
contract harmless by using the higher
of the contract’s summary or overall
rating or both with and without includ-
ing all of the applicable new measures.

(6) Other Star Ratings measure adjust-
ments. (i) For all other measures except
those measures identified in this para-
graph (i)(6)(ii) of this section, affected
contracts with at least 25 percent of
enrollees in a FEMA-designated Indi-
vidual Assistance area at the time of
the extreme and uncontrollable cir-
cumstance receive the higher of the
previous or current year’s measure
Star Rating (and corresponding meas-
ure score).

(ii) CMS does not adjust the scores or
Star Ratings for the following meas-
ures, unless the exemption in para-
graph (i)(6)(iii) of this section applies.

(A) Part C Call Center—Foreign Lan-
guage Interpreter and TTY Avail-
ability.

(B) Part D Call Center—Foreign Lan-
guage Interpreter and TTY Avail-
ability.

(iii) CMS adjusts the measures listed
in paragraph (i)(6)(ii) of this section
using the adjustments listed in para-
graph (i)(6)(i) of this section for con-
tracts affected by extreme and uncon-
trollable circumstances where there
are continuing communications issues
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related to loss of electricity and dam-
age to infrastructure during the call
center study.

(iv) When a contract is an affected
contract with at least 25 percent of en-
rollees in FEMA-designated Individual
Assistance areas at the time of the ex-
treme and uncontrollable circumstance
with regard to separate extreme and
uncontrollable circumstances that
begin in successive years, it is a mul-
tiple year-affected contract. A multiple
year-affected contract receives the
higher of the current year’s Star Rat-
ing or what the previous year’s Star
Rating would have been in the absence
of any adjustments that took into ac-
count the effects of the previous year’s
disaster for each measure (using the
corresponding measure score for the
Star Ratings year selected).

() Ezclusion from improvement meas-
ures. Any measure that reverts back to
the data underlying the previous year’s
Star Rating due to the adjustments
made in paragraph (i) of this section is
excluded from both the count of meas-
ures and the applicable improvement
measures for the current and next
year’s Star Ratings for the affected
contract. Contracts affected by ex-
treme and uncontrollable cir-
cumstances do not have the option of
reverting to the prior year’s improve-
ment rating.

(8) Missing data. For an affected con-
tract that has missing data in the cur-
rent or previous year, the final meas-
ure rating comes from the current year
unless any of the exemptions described
in paragraphs (i)(2)({i), (1)(3)(ii), and
(i)(4)(ii) of this section apply.Missing
data includes data where there is a
data integrity issue as defined at
§422.164(g)(1).

(9) Cut points for non-CAHPS measures.
(i) Through the 2025 Star Ratings, CMS
excludes the numeric values for af-
fected contracts with 60 percent or
more of their enrollees in the FEMA-
designated Individual Assistance area
at the time of the extreme and uncon-
trollable circumstance from the clus-
tering algorithms described in para-
graph (a)(2) of this section.

(i1) The cut points calculated as de-
scribed in paragraph (i)(9)(i) of this sec-
tion are used to assess all affected con-
tracts’ measure Star Ratings.
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