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Introduction

The Centers for Medicare and Medicaid Services (CMS) posts quality ratings of Medicare Advantage plans to provide
Medicare beneficiaries with additional information about the various Medicare Advantage plans offered in their area.
The health reform law of 2010 required the ratings to be used to award quality-based payments to Medicare
Advantage plans, beginning in 2012.* In November of 2010, the CMS posted the agency’s ratings of the Medicare
Advantage plans that are available to beneficiaries for the 2011 plan year on the Medicare.gov website. The CMS has
proposed a demonstration that would modify the rating system and provide additional quality-based payments to
the Medicare Advantage plans for 2012 to 2014. All Medicare Advantage plans would be included in the
demonstration.

This issue brief summarizes the quality-based payments as described in the health reform law and the proposed
demonstration. The brief documents the location of highly-rated Medicare Advantage plans across the country,
identifies which types of plans receive higher quality ratings, and explains how the proposed demonstration would
modify the quality-based ratings and payments.

The analysis does not attempt to assess the validity of the quality ratings, nor does it quantify the expected increase
in Medicare payments to plans that are expected to result either from PPACA or the proposed demonstration
because such calculations at this time would be speculative; the CMS is expected to publish the quality-based
payments during the spring of 2011. Like our previous analyses, it examines the data posted by the CMS to consider
the implications for consumers and policymakers.? A description of how the CMS calculates the quality ratings for
the Medicare Advantage plans, including recent changes in the calculations, is included in the Appendix.

Background

The CMS rates Medicare Advantage plans on a scale of one to five stars, with five stars representing the highest
quality. The CMS defines the star ratings in the following manner:

5 Stars Excellent performance

4 Stars Above average performance
3 Stars Average performance

2 Stars Below average performance
1 Star Poor performance

All rated plans, including Health Maintenance Organizations (HMOs), Point of Service (POS) plans, local Preferred
Provider Organizations (PPOs), regional PPOs, and Private Fee-for-Service (PFFS) plans, receive both summary scores
and overall scores.

The summary score for Medicare Advantage plans:
e Is used under the health reform law to provide quality-based payments;
e Provides an overall measure of a plan’s quality, based on indicators of the quality of care, access to care,
responsiveness, beneficiary satisfaction, and customer service; and
e Does not include plans’ Part D (prescription drug plan) ratings.

The overall score for Medicare Advantage plans differs from the summary score because it combines a plan’s
summary score with its Part D plan rating. The CMS uses the overall score for the 2011 ratings, and proposes to use
the overall score under the proposed demonstration.



How Did the Health Reform Law of 2010 Design the Quality-Based Payments?

The health reform law made many changes to payments for Medicare Advantage plans to achieve Medicare savings,
primarily by lowering county benchmarks and tying them to the relative costs of traditional Medicare. The new
benchmarks will be phased-in over two, four, or six years, with longer phase-in periods for counties with large
changes in benchmarks (Table 1). Most counties will have benchmark changes phased-in over six years.

Table 1. Changes in benchmarks under the health reform law of 2010

Reduction in Phase-in Number of Share of Medicare
benchmarks period counties (est.) | Advantage enrollees (est.)
Less than $30 2 years 222 16%

$30 to $49 4 years 238 4%

S50 or more 6 years 2787 80%

Source: Kaiser Family Foundation analysis of the CMS fee-for-service expenditures in 2008

(excluding IME Medicare payments), benchmarks for 2011, and November 2010 enrollment.
The health reform law also introduced quality-based payments for plans, providing additional funds to plans
receiving at least 4 stars. Specifically, plans with higher quality ratings will receive higher rebates: a 70 percent
rebate for plans receiving 4.5 or 5 stars; a 60 percent rebate for plans receiving 3.5 or 4 stars; and a 50 percent
rebate for plans receiving 3 stars or fewer.> Plans with 4 or more stars will also receive bonus payments (i.e.,
additional amounts added to the plan’s benchmark), and in certain counties, they will receive double bonuses.* The
bonus payment is applied only to the new benchmarks, rather than the blended benchmark, providing plans only
part of the bonus amount until the new benchmarks are fully phased-in (Appendix Table A1). The combination of
the bonuses and the blended benchmarks will not be allowed to exceed the benchmarks in place prior to health
reform law (“bonus cap”). All bonuses are required to be used towards providing extra benefits or lowering
premiums for enrollees.

How Would the Proposed Demonstration Change the Design of the Quality-Based Payments?

The proposed demonstration would make several changes to the bonus payments authorized under the health
reform law (Table 2). First, all ratings would be based on the contracts’ overall scores, rather than the summary
scores. Second, bonus payments would be provided to contracts that are rated as average performers (3 or 3.5
stars), in addition to those that receive 4 or more stars. Third, contracts that receive 4 or more stars would receive
higher bonus payments than those authorized under the health reform law. Fourth, contracts that receive 5 stars
would receive higher bonus payments than the 4 and 4.5 star contracts and would not be subject to the bonus cap;
the cap would still apply to all other contracts. Lastly, bonuses for contracts that receive 5 stars would be applied to
the blended benchmark, rather than just the new benchmark, providing the 5 star plans the full bonus amount
before the changes are fully phased-in. Bonuses for all other contracts would be applied to only the new benchmark.

Table 2. Differences between bonuses under the health reform law versus the proposed demonstration, 2012

] ] Under health reform of 2010 Under proposed demonstration

Quality rating : -
Bonus Applied to: Bonus Applied to:

5 star plans 1.5% new benchmark only 5% blended benchmark
4 and 4.5 star plans 1.5% new benchmark only 4% new benchmark only
3.5 star plans None N/A 3.5% new benchmark only
3 star plans None N/A 3% new benchmark only
2 and 2.5 star plans None N/A none N/A
1 star plans None N/A none N/A
Unrated: Plans that are too new 1.5% new benchmark only 3% new benchmark only
Unrated: Plans with too few enrollees 1.5% new benchmark only 3% new benchmark only

Source: The CMS explanation of the changes made by the proposed demonstration. Note: N/A means not applicable.

Together, these changes: (1) increase the number of Medicare Advantage plans that receive bonus payments, mainly
by adding plans that receive average ratings; (2) increase the bonus payments to plans that receive the highest
quality ratings; and (3) provide higher bonus payments to the 5 star plans than to the 4.5 and 4 star plans. The
proposed demonstration will reportedly cost $1.3 billion from 2012 to 2014, and would be evaluated relative to a
CMS model showing how quality scores would have increased under the health reform law.”



Analysis Overview

This analysis uses the five-star rating system and additional information from the CMS Plan Directory and the
November 2010 enrollment files to examine the plans’ overall ratings, including where the highly rated plans are
located, which types of plans receive higher quality ratings, and how the ratings will differ under the proposed
demonstration versus the health reform law. The analysis includes all HMOs, POS plans, local PPOs, regional PPOs,
and PFFS plans. Cost plans, Medicare Medical Savings Accounts (MSAs), Health Care Prepayment Plans (HCPPs),
demonstrations, Program of All-Inclusive Care for the Elderly (PACE) plans, and Religious Fraternal Benefit (RFB) plans
are excluded because they did not receive overall ratings. All reported differences are significant at the 95 percent
confidence level.

The results from this analysis are not directly comparable to our previous analyses because this analysis focuses on
the overall ratings for contracts, rather than the contracts’ summary ratings, which results in two important
differences: the ratings include information about the prescription drug plan, if one is offered; and cost plans are
excluded (because they did not receive overall ratings). The brief includes a discussion of the difference between
summary scores and overall scores.

What Share of Medicare Advantage Enrollees is In Highly-Rated Plans?

o Nearly one-quarter (24%) of all Medicare Advantage enrollees are covered by contracts that received an
overall rating of 4 or more stars (Exhibit 1). However, 60 percent of Medicare Advantage enrollees are
covered by contracts that received 3 or 3.5 stars, which the CMS defines as average performance, and seven
percent of enrollees are in contracts that received fewer than 3 stars. The average overall rating in 2011 is
3.47 stars, weighted by 2010 plan enrollment.

EXHIBIT 1

One in four Medicare Advantage enrollees are covered by
contracts rated 4 stars or better, 2011

o Nearly one-quarter (24%) of contracts were
not rated by the CMS in 2011. These
contracts covered nine percent of Medicare

Distribution of Medicare Advantage Distribution of Medicare Advantage

Advantage enrollees in 2010. Contracts are contracts by quallty ratings: enrollees by quality ratings:
unrated if they do not have sufficient data for 6% }M;;;gre 15%
ratings because they have too few enrollees % 9% o
or are too new (i.e., offered by an 19% m4.5 i
organization that did not have a Medicare 27% R
Advantage contract in the previous three B3 Stars
years). All unrated contracts will receive :i:t::irs
bonus payments in 2012 under both the M nrated
health reform law and the proposed
demonstration. —

Total Number of Contracts = 523 Total Enrollment = 11.4 million

e In 2011, the CMS will flag “low performing” NOTE. Theanlsis th bt ofcotacts by ity ating st eihied b envllmnt, nclades HVA o P, rionl PO, an S plans

'SOURCE: Kaiser Family Foundation analysis of the 2011 Medicare Health Plan Quality and Performance Ratings.

contracts by displaying a warning icon next to
the plans’ information on Medicare.gov for the first time; five percent of contracts (28 out of 523 contracts),
which cover approximately 7 percent of enrollees, will receive this warning symbol in 2011. Low performing
contracts are defined as those that receive less than 3 stars for three or more consecutive years.

0 Only one contract, Unison Advantage in Tennessee (owned by UnitedHealth Group), received an
overall rating of 2 stars; 47 contracts (with 7 percent of Medicare Advantage enrollees) received 2.5
stars.



Which Contracts Received High Ratings?

For 2011, just three contracts (out of a total of 523 contracts nationwide) received an overall rating of 5 stars:
Capital Health Plan in northern Florida (owned by Blue Cross Blue Shield of Florida), Security Health Plan of

Wisconsin (owned by the Marshfield Clinic),
and Kaiser Permanente’s Senior Advantage,
which operates in Colorado and parts of

Arizona. Each of these contracts is operated

by not-for-profit organizations, and is an HMO.

Seventy-four contracts received 4 or 4.5 stars
in 2011; plans covered under these contracts
are mainly located on the west coast and in the
Northeast, with others located in Wisconsin,
Minnesota, Tennessee, Florida, and North
Carolina (Exhibit 2).

In the central part of the country, many
counties do not have Medicare Advantage
contracts rated by the CMS because either plan
enrollment was too low or the plans were too
new.

EXHIBIT 2

Location of Medicare Advantage plans
with 4 or more stars and 5 or more stars, 2011

At least 1 enrollee in At least 1 enrollee in
4 or 4.5 star plan 5 star plan

No enrollees in
plans with 4+ stars

No rated contracts
in county

SOURCE: Kaiser Family Foundation analysis of the 2011 Medicare Health Plan Quality and Performance Ratings.

How Have the Star Ratings Changed Over Time?

Average summary ratings for Medicare Advantage have increased since 2009, from 3.06 stars in 2009 to 3.49
stars in 2011; however, the years are not directly comparable because some of the ratings measures and
scoring methods have changed over the years (Exhibit 3, summary ratings shown in Appendix Table A2).

Average Part D ratings for Medicare
Advantage plans have decreased, from 3.59
stars in 2009 to 3.38 stars in 2011.

The 2011 plan year is the first year that uses
the overall score, which combines the
summary rating and the Part D plan rating.
The effect of including Part D ratings varies
across contracts.

O Ratings for 62 contracts (which account for
7 percent of enrollees) increased after Part
D plan ratings were included. For
example, the Kaiser Permanente Senior
Advantage HMO received a 4.5 star
summary rating, but a 5 star rating on its
overall score. MediGold’s HMO in Ohio

EXHIBIT 3

The average summary rating has increased over time while
the average Part D rating has decreased, 2009-2011

Star Rating (out of 5)

5 - B Summary Score M Part D Score Overall Score
for MA Plans for MA Plans for MA Plans
4.5
4 4
3.59
35 | 3.49 3.38 3.47

3

2.5 4

2

1.5 -

1 4
2009 2010 2011

NOTE: years are i the p<0.05 level. 0s, local PPOs, regional PPOs, and PFFS plans.
SOURCE: Kaiser Family Foundation analysis of the 2011 Medicare Health Plan Quality and Performance Ratings.

received a summary rating of only 3.5 stars, but 4 stars on its overall score. The shift to an overall score
that includes Part D plan ratings will boost quality payments to these contracts under the demonstration.

0 For 45 contracts (which account for 13 percent of enrollees), the Part D ratings decreased the overall
rating. KelseyCare Advantage, a POS plan in Houston, Texas, received a summary rating of 5 stars, but an
overall rating of 4.5 stars because the contract received only 4 stars for its Part D plan. Universal Health
Care’s PFFS contract in Nevada received a summary rating of 3 stars, but an overall rating of only 2.5 stars

because its Part D rating was 2.5 stars.




Which Organizations Received Higher Ratings?

® Average overall quality ratings vary widely across the organizations with the most Medicare Advantage
enrollees, ranging from 4.53 stars averaged across Kaiser Permanente’s rated plans and 3.97 stars averaged

across Highmark’s rated plans to an average of
3.06 stars for Humana’'s rated plans and an
average of 3.05 stars for Wellpoint’s rated
plans (Exhibit 4). All ratings were weighted by

EXHIBIT 4

Among rated plans, quality ratings vary widely across
organizations offering Medicare Advantage plans, 2011

the contracts' enrollment in November Of Overall Star Rating (out of 5) Medic?re Advantage Org.anizations with the
5 - Highest Enrollment in Rated Plans
2010. s | 5%
e Overall quality ratings often vary across plan 4
type within the same organization. For 35 | 3200 - 3170 huerage
example, among Aetna’s rated Medicare 3 | g 206 305 aw
Advantage contracts, the average overall 25 |
rating for HMOs is 3.17 stars, but 3.49 stars for )
its local PPOs.
1.5 +
® The average summary rating’ by plan type’ 1- Kaiser  Highmark HealthSpring Coventry HealthNet  Aetna  Universal UnitedHealth Humana  Wellpoint
weighted by 2010 enrollment, increased or rermanerte _ _ fmerian crewe
NOTE: No statistical made between Asterisks (*) d are from the mean at the p<0.05 level.
. . Includes HM 'Os, and PFFS plans.
remalned apprOXImately the same betWeen SOURCE: Ka alysis of the 2011 Medicare Health Plan Quality and Performance Ratings.

2010 and 2011 for organizations with the highest enrollment in rated Medicare Advantage plans (Appendix
Table A3). In contrast, the change in average rating for the Part D plans between 2010 and 2011 was less
consistent by plan type (Appendix Table A4).

Which Plan Characteristics are Associated with Higher Ratings?

e Not-for-profit organizations have higher average overall ratings than for profit organizations (4.08 stars
versus 3.22 stars), weighted by the 2010 enroliment (Exhibit 5).

e More experienced plans (with contracts EXHIBITS
beginning before 2004) have higher ratings Among ra?ed plans, not-for_—profit Medicare Advantage
than newer plans (3.68 stars versus 3.14 p!z:sstr::‘e(:tlf:er average ratings than for-profit plans, 2011
stars), weighted by the 2010 enrollment. 5 - )

e HMOs have higher average ratings (3.59 stars) 451 -
than the average overall rating for local PPOs 4
(3.46 stars), PFFS plans (3.07 stars), and 35 - 320" retings
regional PPOs (2.76 stars) — all weighted by 3 | 47
2010 enrollment. Of note, only 50 percent of 25 |
enrollees in PFFS plans were in rated plans.
These findings are consistent with our 2010 2]
findings, which were based on the summary 151
scores. v For Profit Not-for-Profit/Non-Profit

e Contracts in urban areas are covered by Ol it b o P rom e

contracts that have higher average overall
ratings (3.49 stars) than contracts in rural areas (2.97 stars).

¢ In counties with relatively high Medicare Advantage penetration (more than 40 percent enrolled in plans),
contracts had higher average overall ratings in 2011 (3.61 stars) than the average overall rating for counties
with between 10 and 20 percent of beneficiaries in Medicare Advantage (3.21 stars) and counties with less
than 10 percent of beneficiaries in Medicare Advantage (3.00 stars), similar to 2010.

5



e Average quality ratings tend to be higher in EXHIBIT 6
counties with higher median household Counties with a higher median household income
income. In counties with median household have higher average quality ratings, 2011
incomes of more than $60,000, the average Overall Star Rating (out of 5)
overall quality rating is 3.69 stars, while in ® ]
counties with median household incomes of 451
less than $40,000, the average overall rating is 1 . 353 3.69* average
3.08 stars (Exhibit 6). R e - roting =
e Average quality ratings are higher in areas 2.: l I I
with more Medicare Advantage plans than in ) |
areas with fewer plans. In areas with more L5 |
than 35 plans, the average overall quality
rating is 3.54 stars in 2011. In comparison the v Under $40,000 I $40,000 - $50,000 I $50,000 - $60,000 I $60,000 or More
average quality rating is 3.18 stars in areas Median Household Income
with 15 or fewer plans. SOURCE: s ke Eoundton i of e 31 Mediare st Pon oty snd Performancatatmgs o anATEES plare.

In a multivariate, ordered logit model, the contract’s tax status and experience were most strongly and significantly
associated with the number of stars received by the contracts, controlling for other factors.

Policy Implications

For the first time, the Medicare Advantage quality ratings will be used to identify and reward highly-rated plans in
2012. As we found in our analysis of the 2010 ratings, approximately one-quarter of Medicare Advantage enrollees
nationwide are covered by contracts that received four or more stars in 2011, with not-for-profit and more
experienced contracts receiving higher ratings than others. The proposed demonstration will increase the share of
contracts receiving bonuses by including plans rated as average performers; it will also increase bonus payments for
the most highly-rated plans. Rewarding and incentivizing plans in this manner may put plans on a trajectory towards
higher ratings, but it also introduces rewards for average quality performance. As the quality bonus payments from
the law and demonstration are phased in, it will be useful to assess the extent to which the new financial incentives
result in higher quality ratings among Medicare Advantage plans, and improved outcomes for enrollees.

! Hereinafter, the health reform law refers to the Patient Protection and Affordable Care Act of 2010 (P.L. 111-148; PPACA) as amended by the
Health Care and Education Reconciliation Act of 2010 (P.L. 111-152).

% See Jacobson G, Damico A, Neuman T, and Huang J. “What’s in the Stars? Quality Ratings of Medicare Advantage Plans, 2010” December
2009; see also Jacobson G, Damico A, Neuman T, and Huang J. “Quality Ratings of Medicare Advantage Plans: Key Changes in the Health
Reform Law and 2010 Enrollment Data,” September 2010.

3 Rebates are the share of the difference between the plan bid and the benchmark that is retained by the plan, if the plan bid is lower than the
benchmark.

* See Kaiser Family Foundation, “Explaining Health Reform: Key Changes in the Medicare Advantage Program,” May 2010.

> Centers for Medicare and Medicaid Services, “Proposed Changes to the Medicare Advantage and the Medicare Prescription Drug Benefit
Programs for Contract Year 2012 and Demonstration on Quality Bonus Payments,” November 7, 2010; see also Julie Appleby, “Effort to Reward
Medicare Advantage Plans Draws Criticism,” Kaiser Health News, January 10, 2011.



Appendix: How the CMS Rated Medicare Advantage Plans for Plan Year 2011

Medicare Advantage Plan Ratings. The quality scores for Medicare Advantage plans are based on 36 standard
performance measures that are derived from four sources: (1) the Healthcare Effectiveness Data and Information Set
(HEDIS®), (2) the Consumer Assessment of Healthcare Providers and Systems (CAHPS®), (3) the Health Outcomes Survey
(HOS), and (4) the CMS administrative data, including information about member satisfaction, plans’ appeals processes,
audit results, and customer service. The ratings for the 2011 plan year use plan and beneficiary information collected in
2009 (HEDIS’ and HOS) and 2010 (CAHPS® and administrative data).

The CMS groups the quality measures into five domains: (1) staying healthy: screenings, tests, and vaccines; (2) managing
chronic (long-term) conditions; (3) ratings of health plan responsiveness and care; (4) health plan members’ complaints and
appeals; and (5) health plan telephone customer service. The CMS dropped one measure from the 2011 ratings that was
used in the 2010 ratings --- the share of members who chose to leave the health plan --- and split two measures into six;
Cholesterol screening was split into cardiovascular care — cholesterol screening and diabetes care — cholesterol screening,
and providing care to members with diabetes was split into diabetes care — eye exam, diabetes care — kidney disease
monitoring, diabetes care — blood sugar controlled, and diabetes care — cholesterol controlled. As a result, the total
number of measures for the plan ratings increased from 32 in 2010 to 36 in 2011.

The CMS assigns stars for each measure and then averages all the measures to calculate the summary score. The quality
measures are adjusted for patient characteristics, when possible. The summary score also takes into account whether
contracts have demonstrated both high and stable quality ratings across all measures, relative to other contracts. The
summary scores and quality ratings are assigned for each Medicare Advantage contract, rather than for each plan covered
under a contract, since much of the data is only available to the CMS at the contract level. This means that every Medicare
Advantage plan covered under the same contract received the same quality rating (and most contracts cover multiple
plans).

The CMS altered how the stars are assigned for some of the measures. In the past, contracts were “graded on a curve,”
such that contracts were scored on a relative scale for each measure. For some measures, contracts continue to be graded
on acurve in 2011. For other measures, minimum thresholds are set, and contracts that exceed the threshold for the
measure are assigned at least four stars for that measure; contracts that do not exceed the threshold are assigned no more
than 3.5 stars for the measure. The other star values are assigned based on the distribution of the contracts above and
below the thresholds. The thresholds are assigned based upon either regulatory standards or plan performance in prior
years. However, where the threshold is set affects how many plans receive 4 or 5 stars. For example, the measures
“Improving or Maintaining Physical Health” and “Improving or Maintaining Mental Health,” which are computed as the
percent of enrollees who physical/mental health status was maintained or improved, have similar national averages (67%
and 77%, respectively); however, the physical health measure has a much lower threshold for receiving 4 or more stars
than the mental health measure (60% versus 85%, respectively). Thus, many more plans received 4 or more stars for
“Improving or Maintaining Physical Health” than for “Improving or Maintaining Mental Health.”

Prescription Drug Plan Ratings. The quality ratings for both Medicare Advantage Prescription Drug plans (MA-PDs) and
stand-alone prescription drug plans (PDPs) are derived from three sources: (1) the CAHPS’ survey, (2) the prescription drug
event (PDE) data submitted to the CMS by the drug plans, and (3) administrative data, including information about plans’
customer service, appeals processes, member satisfaction, audit results, and plans’ identification of low income subsidy
(LIS) recipients. The CMS groups the measures into four domains: (1) drug plan customer service; (2) drug plan member
complaints, members who choose to leave, and Medicare audit findings; (3) member experience with drug plan; and (4)
drug pricing and patient safety. Similar to the Medicare Advantage plan summary ratings, the prescription drug plan
ratings are calculated by averaging the number of stars a contract receives for each of the 17 measures, and the score
takes into account whether contracts have demonstrated both high and stable quality ratings across the measures.

Overall Ratings. The overall rating for a MA-PD contract is the average of the 53 measures (36 for Medicare Advantage
plans plus 17 for prescription drug plans). In this manner, the prescription drug plan measures comprise about one-third of
the measures for the overall rating. The exact share will vary by contract because some contracts do not have enough
information to receive stars for all measures. Only HMOs, local PPOs, regional PPOs, and PFFS plans receive overall ratings;
although 1876 cost contracts receive summary scores, they do not receive overall ratings.



Table Al. Bonus payment percentages under the proposed demonstration and the health reform law, 2012-2015

Quality Rating

Bonus payments under

Demonstration,

after blending benchmarks

Bonus payments under
Health Reform Law,
after blending benchmarks

2 year
counties

4 year
counties

6 year
counties

2 year
counties

4 year
counties

6 year
counties

2012 5.00% 5.00% 5.00% 0.75% 0.38% 0.25%
2013 5.00% 5.00% 5.00% 3.00% 1.50% 1.00%
2014 5.00% 5.00% 5.00% 5.00% 3.75% 2.50%
2015 (ACA rules) 5.00% 5.00% 3.33% 5.00% 5.00% 3.33%

4 and 4.5 star plans

2012 2.00% 1.00% 0.67% 0.75% 0.38% 0.25%
2013 4.00% 2.00% 1.33% 3.00% 1.50% 1.00%
2014 5.00% 3.75% 2.50% 5.00% 3.75% 2.50%
2015 (ACA rules) 5.00% 5.00% 3.33% 5.00% 5.00% 3.33%

3.5 star plans

2012 1.75% 0.88% 0.58% None None None
2013 3.50% 1.75% 1.17% None None None
2014 3.50% 2.63% 1.75% None None None
2015 (ACA rules) None None None None None None

2012 1.50% 0.75% 0.50% None None None
2013 3.00% 1.50% 1.00% None None None
2014 3.00% 2.25% 1.50% None None None
2015 (ACA rules) None None None None None None

2012 1.50% 0.75% 0.50% 0.75% 0.38% 0.25%

2013 3.00% 1.50% 1.00% 2.50% 1.25% 0.83%

2014 3.50% 2.63% 1.75% 3.50% 2.63% 1.75%
Low enrollment / small plans

2012 1.50% 0.75% 0.50% 0.75% 0.38% 0.25%

Note: Quality bonus payment percentages are double for plans in qualifying counties.
Source: The CMS explanation of the changes made by the proposed demonstration, November 2010.
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