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§416.325

ASCQR Program, a measure is consid-
ered to be topped-out under paragraph
(c)(2)(i) of this section when it meets
both of the following criteria:

(i) Statistically indistinguishable
performance at the 756th and 90th per-
centiles (defined as when the difference
between the 75th and 90th percentiles
for an ASC’s measure is within two
times the standard error of the full
data set); and

(ii) A truncated coefficient of vari-
ation less than or equal to 0.10.

(4) Application of measure removal fac-
tors. The benefits of removing a meas-
ure from the ASCQR Program will be
assessed on a case-by-case basis. A
measure will not be removed solely on
the basis of meeting any specific factor
or criterion.

[80 FR 70604, Nov. 13, 2015, as amended at 83
FR 59178, Nov. 21, 2018; 88 FR 82179, Nov. 22,
2023]

§416.325 Measure maintenance under
the ASCQR Program.

(a) Measure maintenance under the
ASCQR Program. CMS follows different
procedures to update the measure spec-
ifications under the ASCQR Program
based on whether the change is sub-
stantive or nonsubstantive. CMS will
determine what constitutes a sub-
stantive versus a nonsubstantive
change to a measure’s specifications on
a case-by-case basis.

(b) Substantive changes. CMS will con-
tinue to use rulemaking to adopt sub-
stantive updates to measures in the
ASCQR Program.

(c) Non-substantive changes. If CMS
determines that a change to a measure
previously adopted in the ASCQR Pro-
gram is non-substantive, CMS will use
a sub-regulatory process to revise the
ASCQR Program Specifications Man-
ual so that it clearly identifies the
changes to that measure and provide
links to where additional information
on the changes can be found. When a
measure undergoes sub-regulatory
maintenance, CMS will provide notifi-
cation of the measure specification up-
date on the CMS website and in the
ASCQR Program Specifications Man-
ual, and will provide sufficient lead
time for ASCs to implement the revi-
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sions where changes to the data collec-
tion systems would be necessary.

[80 FR 70604, Nov. 13, 2015, as amended at 88
FR 82180, Nov. 22, 2023]

§416.330 Reconsiderations under the
ASCQR Program.

(a) Reconsiderations of ASCQR Program
decisions. An ASC may request recon-
sideration of a decision by CMS that it
has not met the requirements of the
ASCQR Program for a particular pay-
ment determination year. An ASC
must submit a reconsideration request
to CMS by no later than the first busi-
ness day on or after March 17 of the af-
fected payment year.

(b) Requirements for reconsideration re-
quests. A reconsideration request must
contain the following information:

(1) The ASC CCN and related NPI(s);

(2) The name of the ASC;

(3) The CMS-identified reason for not
meeting the requirements of the
ASCQR Program for the affected pay-
ment determination year as provided
in any CMS notification to the ASC;

(4) The ASC’s basis for requesting re-
consideration. The ASC must identify
its specific reason(s) for believing it
met the ASCQR Program requirements
for the affected payment determina-
tion year and should not be subject to
the reduced ASC annual payment up-
date;

(6) The ASC-designated personnel
contact information, including name,
email address, telephone number, and
mailing address (must include physical
mailing address, not just a post office
box); and

(6) A copy of all materials that the
ASC submitted to comply with the re-
quirements of the affected ASCQR Pro-
gram payment determination year.
With regard to information on claims,
ASCs are not required to submit copies
of all submitted claims, but instead
may focus on the specific claims at
issue. For these claims, ASCs should
submit relevant information, which
could include copies of the actual
claims at issue.

(c) Reconsideration process. Upon re-
ceipt of a request for reconsideration,
CMS will do the following:

(1) Provide an email acknowledge-
ment, using the contact information
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provided in the reconsideration re-
quest, notifying the ASC that the re-
quest has been received; and

(2) Provide a formal response to the
ASC contact using the information
provided in the reconsideration request
notifying the ASC of the outcome of
the reconsideration process.

(d) Final ASCQR Program payment de-
termination. For an ASC that submits a
timely reconsideration request, the re-
consideration determination is the
final ASCQR Program payment deter-
mination. For an ASC that does not
submit a timely reconsideration re-
quest, the CMS determination is the
final payment determination. There is
no appeal of any final ASCQR Program
payment determination.
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