
886 

42 CFR Ch. IV (10–1–17 Edition) § 510.315 

error, the participant hospital may re-
quest a reconsideration review in a 
form and manner as specified by CMS. 

(2) The reconsideration review re-
quest must provide a detailed expla-
nation of the basis for the dispute and 
include supporting documentation for 
the participant hospital’s assertion 
that CMS or its representatives did not 
accurately calculate the NPRA, the 
reconciliation payment, or the repay-
ment amount in accordance with 
§ 510.305. 

(3) If CMS does not receive a request 
for reconsideration from the partici-
pant hospital within 10 calendar days 
of the issue date of CMS’s response to 
the participant hospital’s notice of cal-
culation error, then CMS’s response to 
the calculation error is deemed final 
and CMS proceeds with reconciliation 
payment or repayment processes, as 
applicable, as described in § 510.305. 

(4) A CMS reconsideration official no-
tifies the participant hospital in writ-
ing within 15 calendar days of receiving 
the participant hospital’s review re-
quest of the following: 

(i) The date, time, and location of the 
review. 

(ii) The issues in dispute. 
(iii) The review procedures. 
(iv) The procedures (including format 

and deadlines) for submission of evi-
dence. 

(5) The CMS reconsideration official 
takes all reasonable efforts to schedule 
the review to occur no later than 30 
days after the date of receipt of the no-
tification. 

(6) The provisions at § 425.804(b), (c), 
and (e) of this chapter are applicable to 
reviews conducted in accordance with 
the reconsideration review process for 
CJR. 

(7) The CMS reconsideration official 
issues a written determination within 
30 days of the review. The determina-
tion is final and binding. 

(c) Exception to the process. If the par-
ticipant hospital contests a matter 
that does not involve an issue con-
tained in, or a calculation that contrib-
utes to, a CJR reconciliation report, a 
notice of calculation error is not re-
quired. In these instances, if CMS does 
not receive a request for reconsider-
ation from the participant hospital 
within 10 calendar days of the notice of 

the initial determination, the initial 
determination is deemed final and CMS 
proceeds with action indicated in the 
initial determination. This does not 
apply to the limitations on review in 
paragraph (e) of this section. 

(d) Notice of a participant hospital’s 
termination from the CJR model. If a par-
ticipant hospital receives notification 
that it has been terminated from the 
CJR model, it must provide a written 
notice to CMS requesting review of the 
termination within 10 calendar days of 
the notice. CMS has 30 days to respond 
to the participant hospital’s request 
for review. If the participant hospital 
fails to notify CMS, the termination is 
deemed final. 

(e) Limitations on review. In accord-
ance with section 1115A(d)(2) of the 
Act, there is no administrative or judi-
cial review under sections 1869 or 1878 
of the Act or otherwise for the fol-
lowing: 

(1) The selection of models for testing 
or expansion under section 1115A of the 
Act. 

(2) The selection of organizations, 
sites, or participants to test those 
models selected. 

(3) The elements, parameters, scope, 
and duration of such models for testing 
or dissemination. 

(4) Determinations regarding budget 
neutrality under section 1115A(b)(3) of 
Act. 

(5) The termination or modification 
of the design and implementation of a 
model under section 1115A(b)(3)(B) of 
Act. 

(6) Decisions about expansion of the 
duration and scope of a model under 
section 1115A(c) of the Act, including 
the determination that a model is not 
expected to meet criteria described in 
section 1115A(c)(1) or (2) of the Act. 

[80 FR 73540, Nov. 24, 2015, as amended at 82 
FR 615, Jan. 3, 2017] 

§ 510.315 Composite quality scores for 
determining reconciliation payment 
eligibility and quality incentive 
payments. 

(a) General. A participant hospital’s 
eligibility for a reconciliation payment 
under § 510.305(g), and the determina-
tion of quality incentive payments 
under paragraph (f) of this section, for 
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a performance year depend on the hos-
pital’s composite quality score (includ-
ing any quality performance points and 
quality improvement points earned) for 
that performance year. 

(b) Composite quality score. CMS cal-
culates a composite quality score for 
each participant hospital for each per-
formance year, which equals the sum of 
the following: 

(1) The hospital’s quality perform-
ance points for the hospital-level risk- 
standardized complication rate fol-
lowing elective primary total hip 
arthroplasty and/or total knee 
arthroplasty measure (NQF #1550) de-
scribed in § 510.400(a)(1). This measure 
is weighted at 50 percent of the com-
posite quality score. 

(2) The hospital’s quality perform-
ance points for the Hospital Consumer 
Assessment of Healthcare Providers 
and Systems Survey measure (NQF 
#0166) described in § 510.400(a)(2). This 
measure is weighted at 40 percent of 
the composite quality score. 

(3) Any additional quality improve-
ment points the hospital may earn as a 
result of demonstrating improvement 
on either or both of the quality meas-
ures in paragraphs (b)(1) and (2) of this 
section, as described in paragraph (d) of 
this section. 

(4) If applicable, 2 additional points 
for successful THA/TKA voluntary data 
submission of patient-reported out-
comes and limited risk variable data, 
as described in § 510.400(b). Successful 
submission is weighted at 10 percent of 
the composite quality score. 

(c) Quality performance points. CMS 
computes quality performance points 
for each quality measure based on the 
participant hospital’s performance rel-
ative to the distribution of perform-
ance of all subsection (d) hospitals that 
are eligible for payment under IPPS 
and meet the minimum patient case or 
survey count for that measure. 

(1) For the hospital-level risk-stand-
ardized complication rate following 
elective primary total hip arthroplasty 
and/or total knee arthroplasty measure 
(NQF #1550) described in § 510.400(a)(1), 
CMS assigns the participant hospital 
measure value to a performance per-
centile and then quality performance 
points are assigned based on the fol-
lowing performance percentile scale: 

(i) 10.00 points for ≥90th. 
(ii) 9.25 points for ≥80th and <90th. 
(iii) 8.50 points for ≥70th and <80th; 
(iv) 7.75 points for ≥60th and <70th. 
(v) 7.00 points for ≥50th and <60th. 
(vi) 6.25 points for ≥40th and <50th. 
(vii) 5.50 points for ≥30th and <40th. 
(viii) 0.0 points for <30th. 
(2) For the Hospital Consumer As-

sessment of Healthcare Providers and 
Systems Survey measure (NQF #0166) 
described in § 510.400(a)(2), CMS assigns 
the participant hospital measure value 
to a performance percentile and qual-
ity performance points are assigned 
based on the following performance 
percentile scale: 

(i) 8.00 points for ≥90th. 
(ii) 7.40 points for ≥80th and <90th. 
(iii) 6.80 points for ≥70th and <80th. 
(iv) 6.20 points for ≥60th and <70th. 
(v) 5.60 points for ≥50th and <60th. 
(vi) 5.00 points for ≥40th and <50th. 
(vii) 4.40 points for ≥30th and <40th. 
(viii) 0.0 points for <30th. 
(d) Quality improvement points. For 

performance year 1, if a participant 
hospital’s quality performance per-
centile on an individual measure de-
scribed in § 510.400(a) increases from the 
corresponding time period in the pre-
vious year by at least 2 deciles on the 
performance percentile scale, then the 
hospitals is eligible to receive quality 
improvement points equal to 10 percent 
of the total available point for that in-
dividual measure up to a maximum 
composite quality score of 20 points. 
For performance years 2 through 5, if a 
participant hospital’s quality perform-
ance percentile on an individual meas-
ure described in § 510.400(a) increases 
from the previous performance year by 
at least 2 deciles on the performance 
percentile scale, then the hospitals is 
eligible to receive quality improve-
ment points equal to 10 percent of the 
total available point for that indi-
vidual measure up to a maximum com-
posite quality score of 20 points. 

(e) Exception for hospitals without a 
measure value. In the case of a partici-
pant hospital without a measure value 
that would allow CMS to assign quality 
performance points for that quality 
measure, CMS assigns the 50th per-
centile quality performance points to 
the hospital for the individual meas-
ure. 
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(1) A participant hospital will not 
have a measure value for the— 

(i) Hospital-level risk-standardized 
complication rate following elective 
primary total hip arthroplasty and/or 
total knee arthroplasty measure (NQF 
#1550) described in § 510.400(a)(1) if the 
hospital does not meet the minimum 25 
case count; or 

(ii) Hospital Consumer Assessment of 
Healthcare Providers and Systems Sur-
vey measure (NQF #0166) described in 
§ 510.400(a)(2) if the hospital does not 
meet the minimum of 100 completed 
survey and does not have 4 consecutive 
quarters of HCAHPS data. 

(ii) For either of the measures de-
scribed in paragraphs (e)(1) or (2) of 
this section, if CMS identifies an error 
in the data used to calculate the meas-
ure and suppresses the measure value. 

(f) Quality incentive payments. CMS 
provides incentive payments to partici-
pant hospitals that demonstrate good 
or excellent quality performance on 
the composite quality scores described 
in paragraph (b) of this section. These 
incentive payments are implemented 
in the form of the following reductions 
to the effective discount factors or ap-
plicable discount factors described in 
§ 510.300(c): 

(1) A 1.0 percentage point reduction 
to the effective discount factor or ap-
plicable discount factor for participant 
hospitals with good quality perform-
ance, defined as composite quality 
scores that are greater than or equal to 
6.9 and less than or equal to 15.0. 

(2) A 1.5 percentage point reduction 
to the effective discount factor or ap-
plicable discount factor for participant 
hospitals with excellent quality per-
formance, defined as composite quality 
scores that are greater than 15.0. 

[80 FR 73540, Nov. 24, 2015, as amended at 82 
FR 615, Jan. 3, 2017] 

§ 510.320 Treatment of incentive pro-
grams or add-on payments under 
existing Medicare payment systems. 

The CJR model does not replace any 
existing Medicare incentive programs 
or add-on payments. The target price 
and NPRA for a participant hospital 
are independent of, and do not affect, 
any incentive programs or add-on pay-
ments under existing Medicare pay-
ment systems. 

§ 510.325 Allocation of payments for 
services that straddle the episode. 

(a) General. Services included in the 
episode that straddle the episode are 
prorated so that only the portion at-
tributable to care furnished during the 
episode are included in the calculation 
of actual episode payments. 

(b) Proration of services. Payments for 
services that straddle the episode are 
prorated using the following method-
ology: 

(1) Non-IPPS inpatient services and 
other inpatient services. Non-IPPS inpa-
tient services, and services furnished 
by other inpatient providers that ex-
tend beyond the end of the episode are 
prorated according to the percentage of 
the actual length of stay (in days) that 
falls within the episode. 

(2) Home health agency services. Home 
health services paid under the prospec-
tive payment system in part 484, sub-
part E of this chapter are prorated ac-
cording to the percentage of days, 
starting with the first billable service 
date (‘‘start of care date’’) and through 
and including the last billable service 
date, that occur during the episode. 
This methodology is applied in the 
same way if the home health services 
begin (the start of care date) prior to 
the start of the episode. 

(3) IPPS services. IPPS claim amounts 
that extend beyond the end of the epi-
sode are prorated according to the geo-
metric mean length of stay, using the 
following methodology: 

(i) The first day of the IPPS stay is 
counted as 2 days. 

(ii) If the actual length of stay that 
occurred during the episode is equal to 
or greater than the MS–DRG geometric 
mean, the normal MS–DRG payment is 
fully allocated to the episode. 

(iii) If the actual length of stay that 
occurred during the episode is less than 
the geometric mean, the normal MS– 
DRG payment amount is allocated to 
the episode based on the number of in-
patient days that fall within the epi-
sode. 

(iv) If the full amount is not allo-
cated to the episode, any remainder 
amount is allocated to the post-episode 
spending calculation (defined in § 510.2). 
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