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Disclaimer — Review of CMS Annual Rulemaking 
 
The following summary and analysis of the Centers for Medicare & Medicaid Services 
(CMS) annual rulemaking is provided for general informational purposes only. It reflects 
our review of the rule as published as of the date of this communication and does not 
constitute legal, compliance, or regulatory advice. 
Proposed rules are not final and are subject to change. Where this material addresses a 
proposed rule, the provisions discussed represent CMS’s proposals only. A proposed rule 
does not constitute final agency action, carries no binding effect, and may be modified, 
withdrawn, or adopted in materially different form following the public comment period. 
Payment rates, thresholds, effective dates, program requirements, and other terms may 
change before a final rule is issued. Nothing in this material should be relied upon as a 
statement of the requirements that will ultimately take effect. 
The rule is subject to individual review, interpretation, and implementation. 
Application of the rule depends on each organization’s specific facts, operational structure, 
patient or beneficiary population, and existing compliance posture. This material does not 
account for those individual circumstances. Each reader and organization is responsible for 
its own independent review of the rule, for forming its own interpretation of how the rule 
applies, and for determining the appropriate manner and timing of implementation within 
its operations. 
No legal advice; no attorney-client relationship. This material is not a definitive legal 
interpretation of any CMS rule and should not be construed as legal advice or as a substitute 
for review of the official rule text published in the Federal Register. Reading or relying on 
this material does not create an attorney-client relationship. 
Consult qualified counsel. Given the complexity of CMS rulemaking and the potential 
for change, readers and organizations — including providers, payers, administrators, and 
other healthcare stakeholders — should consult qualified legal, compliance, or regulatory 
counsel for guidance tailored to their specific circumstances before taking or refraining 
from any action based on the rule. 
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Medicare Advantage (Part C) Star Ratings Changes — CMS 
Contract Year 2027 Final Rule 
Summary of the Star Ratings provisions in Section V of the CY2027 Medicare Part C and 
D Final Rule (CMS-4208-F3 and CMS-4212-F), published at 91 Fed. Reg. No. 65 (April 
6, 2026), effective January 1, 2027. Scope is limited to Medicare Advantage/Part C, with 
Part D noted only where a change spans both programs. (Medicare Part C and D Final 
Rule for Contract Year 2027 § 1) 

Overview 
CMS is simplifying and refocusing the Part C and D Star Ratings measure set on clinical 
care, outcomes, and patient experience — areas where performance is not “topped out” and 
where meaningful variation exists across contracts. (Medicare Part C and D Final Rule for 
Contract Year 2027 § 1) The agency proposed to remove 12 measures (Table 3 of the rule) 
but, after comment, retained one (Diabetes Care-Eye Exam), finalizing removal of the 
remaining 11 measures. (Medicare Part C and D Final Rule for Contract Year 2027 § 1) 
CMS also declined to implement the Health Equity Index (HEI) reward and instead 
continues the historical reward factor. (Medicare Part C and D Final Rule for Contract Year 
2027 § 1) Removed measures are not eliminated from oversight — each moves to the 
publicly reported “display page” and remains subject to CMS monitoring and compliance. 
(Medicare Part C and D Final Rule for Contract Year 2027 § 1) 
CMS is finalizing all Star Ratings proposals from the proposed rule except the Diabetes 
Care-Eye Exam removal. (Medicare Part C and D Final Rule for Contract Year 2027 § 1) 
Rationale throughout: measures with consistently high performance and little variation 
across contracts no longer meaningfully differentiate plan quality or inform beneficiary 
choice, and are better suited to compliance monitoring than to quality ratings tied to 
financial incentives. (Medicare Part C and D Final Rule for Contract Year 2027 § 1) 

The 11 Measures Finalized for Removal 
CMS grouped the proposed removals as seven operational/administrative measures, three 
process-of-care measures, and two patient-experience measures. (Medicare Part C and D 
Final Rule for Contract Year 2027 § 1) The table below reflects the finalized outcome. 
“Star Ratings year” is the rating release year; because ratings are produced in the fall of the 
prior year, a 2029 rating draws on the 2027 measurement year. (Medicare Part C and D 
Final Rule for Contract Year 2027 § 1) 

# Measure (Part) First Star Ratings year removed CMS rationale 
1 Plan Makes Timely 

Decisions about Appeals 
(C) 

2029 Performance rose from 90% to 
96% (2015–2025); little variation, 
small denominators; better 
monitored via compliance and IRE 
data. (Medicare Part C and D Final 
Rule for Contract Year 2027 § 1) 
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# Measure (Part) First Star Ratings year removed CMS rationale 
2 Reviewing Appeals 

Decisions (C) 
2029 Performance rose from 88% to 

95% (2015–2025); topped out with 
limited differentiation across 
contracts. (Medicare Part C and D 
Final Rule for Contract Year 2027 
§ 1) 

3 Special Needs Plan (SNP) 
Care Management (C) 

2029 Administrative process measure 
tracking only whether the Health 
Risk Assessment was completed, 
not whether needed care followed; 
HRA requirement continues under 
42 CFR 422.101(f). (Medicare Part 
C and D Final Rule for Contract 
Year 2027 § 1) 

4 Call Center–Foreign 
Language Interpreter and 
TTY Availability (C and 
D) 

2028 2025 performance ~94% (Part C); 
topped out with small 
denominators; language/TTY 
access still monitored via 
compliance. (Medicare Part C and 
D Final Rule for Contract Year 
2027 § 1) 

5 Complaints about the 
Health/Drug Plan (C and 
D) 

2029 Exceptionally high performance 
(0.23% MA-PD; 0.04% PDP in 
2025, lower is better); complaint 
volume down; CTM oversight 
continues. (Medicare Part C and D 
Final Rule for Contract Year 2027 
§ 1) 

6 Medicare Plan Finder 
(MPF) Price Accuracy (D) 

2029 2025 scores ~98 (MA-PD)/97 
(PDP); little variability; pricing 
accuracy monitored separately via 
HPMS validations. (Medicare Part 
C and D Final Rule for Contract 
Year 2027 § 1) 

7 Statin Therapy for Patients 
with Cardiovascular 
Disease (C) 

2028 Little variation; overlaps 
Medication Adherence for 
Cholesterol; NCQA’s substantive 
2026 specification change already 
required moving it to the display 
page under § 422.164(d)(2). 
(Medicare Part C and D Final Rule 
for Contract Year 2027 § 1) 

8 Members Choosing to 
Leave the Plan (C and D) 

2029 Disenrollment driven by many 
non-quality factors (cost, network, 
moves); hard to interpret as a 
quality signal. (Medicare Part C 
and D Final Rule for Contract Year 
2027 § 1) 
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# Measure (Part) First Star Ratings year removed CMS rationale 
9 Customer Service (C) 2029 Less variation than other patient-

experience measures; still collected 
via CAHPS and reported on 
display page. (Medicare Part C and 
D Final Rule for Contract Year 
2027 § 1) 

1
0 

Rating of Health Care 
Quality (C) 

2029 Same rationale as Customer 
Service; the Rating of Health Plan 
measure remains in Star Ratings 
and captures related experience. 
(Medicare Part C and D Final Rule 
for Contract Year 2027 § 1) 

1
1 

(Second Part D line of the 
Call Center measure) 

2028 Table 3 lists the Call Center 
measure separately for Part C and 
Part D; both finalized for removal 
at the 2028 Star Ratings. 
(Medicare Part C and D Final Rule 
for Contract Year 2027 § 1) 

Note on the count. The rule’s Table 3 lists 12 measure-lines (the Call Center measure 
appears twice — once for Part C, once for Part D). After retaining Diabetes Care-Eye 
Exam, CMS repeatedly describes the finalized action as “removing 11 measures as 
finalized in section V”. (Medicare Part C and D Final Rule for Contract Year 2027 § 1) By 
distinct measure name the finalized removals are: Plan Makes Timely Decisions about 
Appeals, Reviewing Appeals Decisions, SNP Care Management, Call Center–Foreign 
Language Interpreter and TTY (Part C and D), Complaints, MPF Price Accuracy, Statin 
Therapy, Members Choosing to Leave the Plan, Customer Service, and Rating of Health 
Care Quality. (Medicare Part C and D Final Rule for Contract Year 2027 § 1) 

The measure retained (not removed) 
Diabetes Care-Eye Exam (Part C). CMS proposed removal but reversed course after 
comment, finding the measure captures a clinically distinct, non-duplicative preventive 
aspect of diabetes care (retinal screening) not fully addressed by other measures, and that 
performance has not topped out. It remains in the Star Ratings. (Medicare Part C and D 
Final Rule for Contract Year 2027 § 1) 

Other Star Ratings Changes 
Measure added — Depression Screening and Follow-Up (Part C). Moving from the 
display page into the Star Ratings beginning with the 2029 Star Ratings (2027 measurement 
year). It measures the average percentage of eligible MA members screened for clinical 
depression with a standardized instrument who, if positive, received follow-up care within 
30 days. It is a HEDIS-sourced process measure with a weight of 1, in the “Managing 
Chronic (Long Term) Conditions” domain, reported for MA-PD and MA-only contracts. 
(Medicare Part C and D Final Rule for Contract Year 2027 § 1) 
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Health Equity Index (HEI) reward not implemented; historical reward factor 
retained. Consistent with Executive Order 14192, CMS is not implementing the 
previously finalized HEI reward (also called the Excellent Health Outcomes for All / 
EHO4all reward) and instead continues the historical reward factor, which rewards 
consistent high performance across measures. Regulatorily, CMS removes §§ 
422.166(f)(3) and 423.186(f)(3) and modifies §§ 422.166(f)(1) and 423.186(f)(1) to delete 
“Through the 2026 Star Ratings.” CMS treats this as a methodology change (not a measure-
specification change) and rejected arguments that it is impermissibly retroactive, noting 
already-calculated ratings are unaffected. (Medicare Part C and D Final Rule for Contract 
Year 2027 § 1) 
Plan preview data codified (§§ 422.166(h)(2), 423.186(h)(2)). CMS codifies its current 
practice of providing de-identified, contract-level sample data for one measure of each type 
during the second plan preview, so sponsors can replicate the measure-level cut-point 
calculations and validate CMS’s results. Finalized as proposed, without modification. 
(Medicare Part C and D Final Rule for Contract Year 2027 § 1) 
Measure-removal process clarified (§§ 422.164(e)(2), (e)(3), 423.184(e)(2), (e)(3)). 
CMS codifies that removals for reasons in paragraph (e)(1) will be announced either 
through the section 1853(b) payment/risk-adjustment process or through rulemaking 
(whichever gives sponsors the most expedient notice), and that removals for any other 
reason proceed through rulemaking. Because this reflects current practice, it applies 
immediately on the rule’s effective date and to the 2027 Star Ratings. (Medicare Part C 
and D Final Rule for Contract Year 2027 § 1) 
Contract-consolidation technical clarification (§§ 422.162(b)(3), 423.182(b)(3)). CMS 
clarifies how the enrollment-weighted measure score is calculated when a consumed or 
surviving contract lacks sufficient data for a measure (or a CAHPS measure has reliability 
below 0.6) — such scores are treated as missing and excluded from the weighted average. 
Applied immediately on the effective date and to the 2027 Star Ratings. (Medicare Part C 
and D Final Rule for Contract Year 2027 § 1) 
Effective dates / timing. The rule is effective January 1, 2027. The measure removals take 
effect on a staggered basis — the Call Center and Statin Therapy measures beginning with 
the 2028 Star Ratings, and the remaining removed measures beginning with the 2029 Star 
Ratings. The Depression Screening measure is added beginning with the 2029 Star Ratings. 
The HEI/reward-factor change applies beginning with the 2027 Star Ratings, and the 
process-clarification and consolidation provisions apply immediately upon the effective 
date and to the 2027 Star Ratings. (Medicare Part C and D Final Rule for Contract Year 
2027 § 1) 
Estimated rating impact. Simulating the finalized package (removing 11 measures, not 
implementing the HEI reward, keeping the historical reward factor), CMS projects 63% of 
contracts would see no change to their overall rating, 13% would rise by a half star, and 
24% would fall by a half star; 4% would gain a quality bonus payment (QBP) and 3% 
would lose one. (Medicare Part C and D Final Rule for Contract Year 2027 § 1) 
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What the Rule Says About Appeals to Denied Claims 
Two Part C appeals measures are being removed — Plan Makes Timely Decisions about 
Appeals and Reviewing Appeals Decisions — beginning with the 2029 Star Ratings. 
(Medicare Part C and D Final Rule for Contract Year 2027 § 1) These are the measures 
tied to how plans handle denied claims and their independent review. CMS’s stated basis 
is that performance is consistently high with limited variation (Timely Decisions rose 
90%→96% and Reviewing Appeals Decisions 88%→95% from 2015 to 2025; for 2026 
Star Ratings the averages were 98% and 97%), so they no longer function effectively as 
quality measures and are better suited to compliance oversight. (Medicare Part C and D 
Final Rule for Contract Year 2027 § 1) 
CMS addressed extensive opposition. Commenters argued the appeals measures are the 
primary accountability mechanism for inappropriate denials, care delays, and utilization-
management problems, and warned removal could lead plans to deny more services with 
less scrutiny — a concern heightened for vulnerable populations. (Medicare Part C and D 
Final Rule for Contract Year 2027 § 1) The rule sets out several key commitments in 
response: 

• Plan obligations are unchanged. Removal “does not diminish plans” obligations 
under existing regulations at 42 CFR part 422, subpart M to comply with appeals 
requirements, including timely, accurate, and complete processing of appeals.” 
Appeal rights remain a core component of MA requirements, and plans remain fully 
accountable regardless of whether the measures are in the Star Ratings. (Medicare 
Part C and D Final Rule for Contract Year 2027 § 1) 

• Continued measurement and public reporting. CMS will keep calculating and 
publicly reporting the appeals measures on the display page. Because the scores are 
computed from the Independent Review Entity (IRE) data system, there is no plan 
burden in continuing to calculate them. (Medicare Part C and D Final Rule for 
Contract Year 2027 § 1) 

• Ongoing oversight and enforcement. CMS will monitor appeals adjudication 
through audits, monitoring activities, and compliance actions. Where it finds 
noncompliance, it will take action under 42 CFR 422.504(m)(3), post warning 
letters and corrective action plan requests (CAPs), and may deny applications for 
new contracts or service-area expansions under 42 CFR 422.502(b)(1). (Medicare 
Part C and D Final Rule for Contract Year 2027 § 1) 

• Anti-gaming posture. CMS acknowledged commenter concerns that high scores 
may be inflated by tactics such as overturning denials early to avoid independent 
review or misclassifying appeals. It “strongly objects” to such practices, noted it 
had implemented scaled reductions to ensure requisite appeals reach the IRE, and 
stated that moving the measures to the display page is intended to reduce gaming 
incentives while preserving transparency; CMS will continue to address 
inappropriate denials outside the Star Ratings and QBP programs. (Medicare Part 
C and D Final Rule for Contract Year 2027 § 1) 
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Relatedly, the removed Complaints about the Health/Drug Plan measure connects to 
denied-claim grievances. CMS emphasized that Complaints Tracking Module (CTM) 
requirements supplement — and do not override — the appeals and grievance requirements 
in 42 CFR part 422 subpart M, and that plans must continue to provide timely grievance 
procedures under 42 CFR 422.564. CMS will continue to monitor complaint trends and 
resolution timeliness for compliance. (Medicare Part C and D Final Rule for Contract Year 
2027 § 1) 

 
This summary is limited to the Star Ratings and appeals provisions of the Part C/Medicare 
Advantage portion of the final rule. It does not cover the rule’s separate Part D benefit-
redesign, Manufacturer Discount Program, marketing, enrollment, SNP, or supplemental-
benefit provisions. 
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