April 8, 2013
Marilyn B. Tavenner
Acting Administrator and Chief Operating Officer
Centers for Medicare & Medicaid Services
Department of Health and Human Services
Hubert H. Humphrey Building
200 Independence Ave., S.W.
Washington, DC 20201
Re: CMS-3276-NC Medicare Program; Request for Information on the Use of Clinical Quality Measures
(CQMs) Reported under the Physician Quality Reporting System (PQRS), the Electronic Health Record
(EHR) Incentive Program, and Other Reporting Programs.
Dear Ms. Tavenner:
On behalf of the over 50,000 members of the American Society of Anesthesiologists (ASA), I appreciate
the opportunity to comment on the Request for Information on the Use of Clinical Quality Measures
(CQMs) Reported under the Physician Quality Reporting System (PQRS), the Electronic Health Record
(EHR) Incentive Program, and Other Reporting Programs that was published in the Federal Register on
February 7, 2013. As the Institute of Medicine (IOM) recognized leaders in patient safety, we look
forward to continuing to work with CMS to improve the quality of care for all patients.
Response to Request for Information
1. How are the current reporting requirements for the PQRS and the reporting requirements in 2014
for the EHR Incentive Program similar to the reporting requirements already established for the
ABMS boards or to other non-federal quality reporting programs? How are they different? In what
ways are these reporting requirements duplicative and can these reporting programs be integrated
to reduce reporting burden on eligible professionals?
PQRS currently has three measures applicable to the typical anesthesiologist. These measures may be
reported by claims or registry. None of the clinical quality measures in the EHR incentive program are
applicable to most anesthesiologists.
The American Board of Anesthesiology (ABA) is one of 24 member boards of the American Boards of
Medical Specialties, and we encourage CMS to work with ASA and ABA as you continue to modify the
PQRS and EHR Incentive Programs. PQRS should align with rather than constrain current quality efforts
at ASA and ABA. For example, Maintenance of Certification in Anesthesiology (MOCA) Part IV
modules, which focus on high impact learning, are related to performance improvement but are not
necessarily linked to a PQRS measures.
The reporting requirements between MOCA and PQRS/EHR Incentive Program differ enough that it may
not be possible to integrate them into one process. However, we hope that the PQRS could become more
tightly aligned with MOCA such that integrated reporting is more feasible.

The ASA views the PQRS as too restrictive in scope. Currently the PQRS simply measures physician
performance but does not involve active quality improvement. MOCA’s comprehensive quality
improvement approach includes active performance improvement through identifying and closing
practice gaps. The ASA has developed tools to fulfill the Practice Performance Assessment and
Improvement (PPAI) component of MOCA. These modules are case evaluation–based performance
improvement activities designed around identified practice gaps. Each PPAI module is designed to close
the specified gap by linking education with performance improvement via implementation of an outcome
improvement process. Quality of care is enhanced, not just measured. Likewise, the ASA believes federal
quality reporting programs should promote and reward such activities that go beyond measurement to
foster active quality improvement.
2. Are there examples of other non-federal programs under which eligible professionals report
quality measures data?
Multi-center registries of anesthesia care are now available to all anesthesiologists in the United States,
enabling participants to compare their own outcomes to national and peer group benchmarks. The ASA,
believing firmly that our members’ participation in such a registry will lead to improvements in safety and
quality, has invested heavily in registry development.
In October 2008, the ASA House of Delegates created the Anesthesia Quality Institute (AQI). The AQI is
a separately incorporated organization, with its own Board of Directors, that receives most of its funding
from the ASA. The vision of the AQI is “to become the primary source of information for quality
improvement in the clinical practice of anesthesiology.” The mission of the AQI is to develop and
maintain an ongoing registry of case data that helps anesthesiologists assess and improve patient care.
This is achieved by organizing the registry such that anesthesiology practice groups may easily submit
their case information. Individual anesthesiologists, practice groups, researchers, and professional
societies currently use the resulting data for quality improvement activities.
The AQI supports three active registries of clinical data with an additional one in development:
The National Anesthesia Clinical Outcomes Registry (NACOR) has gathered data on millions of cases,
hundreds of facilities, and thousands of providers. This number is growing every day as new practices
submit data and existing practices contribute additional cases. Registry participants range from practices
that record on paper documents to the most HIT-intensive academic centers in the country. NACOR is
collecting the following types of data: billing/administrative, quality/perioperative events, Anesthesia
Information Management Systems (AIMS) data and broader Electronic Health Records (EHRs), of which
AIMS data is typically a component.
The Anesthesia Incident Reporting System (AIRS) is a national collection of serious adverse events and
near misses, collected confidentially. Any anesthesia provider can contribute to AIRS, by accessing the
website at www.aqiairs.org. The AQI is an approved Patient Safety Organization (PSO). De-identified
cases from AIRS provide teaching material for case reports featured in the ASA Newsletter, which is
freely distributed to all ASA members and is available online to the general public.
The Maintenance of Certification in Anesthesiology (MOCA) Practice Performance Assessment and
Improvement (PPAI) registry is a joint effort of ASA, ABA and the AQI. Participants in MOCA are
required to assess the quality of their practice – including clinical data from real patients. ASA modules
provide an easy-to-use format for doing this. The AQI registry collects and protects the clinical data
entered by MOCA participants. For anesthesiologists in practices that participate in NACOR, the AQI
plans to go a step further. We are piloting a voluntary program that helps providers more easily identify

the cases they need to review for their MOCA-PPAI project. In the long run this system will autopopulate much of the required data.
The ASA's resources and AQI’s performance improvement tools can be combined with ABA’s
Maintenance of Certification efforts to permit reporting MOCA data in ways the ABA cannot support
alone. In addition, the ASA, AQI, and ABA are beginning to collaborate on a project to develop
interactive learning and quality improvement modules each with a focus on a single quality measure. We
hope this project will broaden the participation of anesthesiologists in the PQRS while improving the
quality of patient care.
The National Pain Registry will help anesthesiologists keep track of long-term pain management
outcomes. Working with experts from the American Society for Regional Anesthesia and Pain
Management (ASRA) we have laid out a template for data and definitions. We will help participants build
these measures into existing EHRs such that the data can be periodically transferred to the AQI.
AQI is listed as a Patient Safety Organization (PSO) by the Department of Health & Human Services
(HHS), is a certified reporting registry for PQRS, and is a member of the National Quality Forum (NQF)
and Multicenter Perioperative Outcomes Group (MPOG).
Other professional anesthesia societies also maintain clinical data registries, such as the Society for
Ambulatory Anesthesia Clinical Outcome Registry.
For more information please visit the AQI website at http://www.aqihq.org/.
3. What would be the benefits and shortcomings involved with allowing third party entities to report
quality data to CMS on behalf of physicians and other eligible professionals?
Benefits of allowing third parties to report quality data to CMS are the convenience and ease of
participation for physicians who choose to participate. For some, the decision to report to the third-party
entity may be due in large part to a desire to participate in PQRS and perhaps other federal programs.
However, significant shortcomings must be considered, and individual physicians or groups should be
given the choice as to whether and to what extent to participate in federal reporting programs.
The public reporting of federal benchmarking programs can have a major impact on a physician’s practice
as well as on the public perceptions of hospitals. Federal benchmarking programs often rely on
administrative (billing) data, which, while relatively easy to gather and report, are of lower quality than
the clinical data used for robust quality measures; furthermore, administrative data is subject to
manipulation and has been shown to demonstrate reduced reported adverse event rates.[i] Administrative
data often fail to distinguish between pre-existing conditions and complications that occur following
hospital admission. [ii] Measures based on administrative data also may fail to identify significant clinical
outcomes. In a comparison with clinical data from the National Surgical Quality Improvement Program,
AHRQ’s Patient Safety Indicators missed approximately 45-80% of the selected complications.[iii] Thus
shortcomings exist in reporting quality data from third parties to CMS, to the extent that administrative
data reported to third parties are not supplemented with robust clinical data, and to the extent to which
CMS programs rely solely or even principally on administrative data.
[i] Farmer SA, et al. JAMA 2013: 309:349-50 [ii] Glance LG, et al. Anesth Analg 2011; 112:958-66 [iii]
Romano PS. Health Serv Res. 2009; 44:182-204
4. What entities have the capacity to report quality data similar to those reported under the PQRS,
Value-based Payment Modifier, and/or EHR Incentive programs? If these entities were to report

such data to CMS, what requirements should we include in the reporting system used by such
entities, including requirements to ensure high quality data?
For anesthesiologists, the National Anesthesia Clinical Outcomes Registry described above can report
such data. Because concerns exist (see above) about the validity of data used for some federal
benchmarking, physicians who report data to third-party entities should need to initiate reporting to
federal programs by opting in. If changes occur to federal requirements for third party reporting,
individuals and groups reporting to the third party should be notified and given the option to change the
extent to which their data are reported. PQRS and other federal reporting systems should emphasize
clinical data and proper risk adjustment for any outcome measures.
5. How should our quality reporting programs change/evolve to reduce reporting burden on eligible
professionals, while still receiving robust data on clinical quality?
CMS could greatly improve the administrative burden on physicians by allowing specialty societies and
their existing quality reporting mechanisms, such as ASA and AQI, to serve as the liaison between their
clinical practice and all regulatory requirements. This would encourage collection and reporting of much
more granular and specialty-appropriate measures (improving care more directly) while simultaneously
reducing CMS's burden in developing and promulgating measures. If robust clinical data are desired,
CMS should consider offsetting some of the costs associated with the expensive process of abstracting
clinical data of reasonable quality.
6. What types of entities should be eligible to submit quality measures data on behalf of eligible
professionals for PQRS and the EHR Incentive Program? Examples might include medical board
registries, specialty society registries, regional quality collaboratives or other entities. What
qualification requirements should be applicable to such entities? What functionalities should
entities qualified to submit PQRS quality measures data possess? For example, for CQMs that can
be electronically submitted and reported under PQRS and the EHR Incentive Program, should an
entity’s qualification to submit such measures be based on whether they have technology certified
to ONC’s certification criteria for CQM calculation and/or electronic submission?
Several specialty specific registries exist and have demonstrated strong records in quality measures data
management. These existing registries could and should funnel information to other entities (quality
collaboratives, medical boards, etc.) rather than creating overlapping and duplicative systems. We are
best served by medical boards and quality collaboratives analysis of the data not their aggregation of it.
Specialty society registry participation should count for as many requirements as possible in PQRS,
Meaningful Use, and Pay for Performance, at both the group and individual level. This assumes that the
registry in question meets certain requirements, and is certified in some fashion. We recommend that the
registry meets the following requirements:
•
•
•
•
•
•

National in scope, non-profit/non-commercial
Collect a range of clinical measures at the individual case level
Publicly report what data elements are collected (not the data itself; the field definitions)
Have mechanisms for data validation
Provide regular feedback reports to all participants, which include peer group and national
benchmarking data
Share national level aggregated data with government agencies in a transparent fashion on behalf
of all stakeholders

7. What criteria should we require of entities submitting quality measures data to us on behalf of
eligible professionals? Examples might include transparency of measures available to EPs, specific
frequency of feedback reports, tools to guide improvement efforts for EPs, ability to report
aggregate data, agreement to data audits if requested, etc.
For reporting by registries to CMS, CMS should specify the technical requirements of the data file, the
way in which specialty-developed measures are defined and disseminated, and the frequency and
granularity with which the registry must provide feedback to participants.
8. Should reporting entities be required to publicly post performance data?
Until publicly reported benchmarks can be ensured to have as their basis robust clinical data and
outcomes that are appropriately risk adjusted to avoid penalizing physicians who care for high-risk
patients, public reporting should not be required. New publicly reported measures must be developed with
the highest standards for data quality.
It should also be recognized that entities use performance data for different purposes. For example
medical specialty boards use the data to establish that participants meet their standards. Boards should
report the participants who meet these standards, and what the criteria were; however, individual
participant performance scores should not be reported. These participants either met or did not meet the
aggregate criteria for certification.
9. Should we require an entity to submit a yearly self-nomination statement to participate in PQRS?
Yearly statements may create unnecessary burden. However, if new requirements are put in place or
existing reporting requirements significantly change in a given year, then there should be a straightforward and administratively simple attestation process confirming the entity's ability to meet these new
requirements.
10. What oversight (for example, checks or audits) should be in place to ensure that data is submitted
and calculated properly by entities?
CMS should define standards for data integrity evaluation. Each entity should submit a self-administered
validation plan as part of their initial application, and update it as requirements change. CMS could
consider either performing or contracting for performance of random checks confirming that the data
validation plan is being followed.
11. Should we require that a certain proportion of submitted measures have particular characteristics
such as being NQF-endorsed or outcome-based?
The current PQRS focus on chronic management of medical conditions fails to involve specialties such as
ours sufficiently. Anesthesiology has long been a leader in patient safety and quality improvement, but
many anesthesiologists struggle to find approved PQRS measures that apply to their practices, due to the
focus in PQRS on measures designed for primary care and long-term medical management. The ASA
encourages CMS to approve more measures with characteristics applicable to anesthesia care.
In addition, specialty registries should not be limited to approved PQRS or NQF endorsed measures, but
should be free to develop granular and specialty-specific quality measures through an internal process.
Documentation and validation of this process might be an appropriate component of a CMS-guided
protocol for accrediting Quality Management registries.

For most clinical decisions in medical care, definitive outcome data are lacking to guide choices between
all reasonable options. Thus process measures will still have their place, especially when a given process
is either strongly associated with improved primary or secondary outcomes or is widely accepted as a best
practice based on the best available evidence.
12. Should we require that the quality measures data submitted cover a certain number of the six
national quality strategy domains?
This requirement would unduly constrain certain specialties in developing meaningful measures relevant
to their practice. Many specialties do not align well with all of priorities of the National Quality Strategy.
For instance, anesthesiology aligns well with the patient safety priority but does not fit the paradigm of
the healthy living priority. We urge CMS to permit each specialty to align its measures appropriately
within the National Quality Strategy for maximum impact on quality of care.
13. If we propose revised criteria for satisfactory reporting under PQRS and for meeting the CQM
component of meaningful use under the EHR Incentive Program, how many measures should an
eligible professional be required to report to collect meaningful quality data? If we were to align
reporting criteria with reporting requirements for other non-federal reporting programs, in future
years, should we propose to require reporting on a different number of measures than what is
currently required for the PQRS in 2013 and the EHR Incentive Program under the Stage 2 final
rule or should the non-federal reporting programs align with CMS criteria?
Any proposal for a minimum number of measures to be reported needs to consider the number of
measures available for use in each common practice setting for a given specialty. For instance, PQRS
currently contains three measures approved for reporting based on procedures typically performed by
anesthesiologists. One of them (PQRS #76, Central Venous Catheter Insertion Protocol) cannot be
reported by most outpatient-based anesthesiologists, as this group rarely inserts central venous catheters.
Section 601(b) was included in The Tax Payer Relief Act to address the inflexibility and low-participation
rates in the PQRS and EHR Incentive Programs. ASA believes additional reporting options should be
flexible and encourage participation, while collecting meaningful information. ASA urges CMS to not
replicate the reporting structure of these programs in the rulemaking process.
The ASA appreciates CMS efforts to improve federal quality reporting programs and the process of
reporting data to them. At the same time, the ASA hopes that in doing so, CMS will embrace, not hinder,
the use of robust tools already developed for active quality improvement, such as the ASA’s PPAI
modules.
Again, we appreciate the opportunity to comment on this request for information. If you have any
additional questions, please feel free to contact Grant Couch (g.couch@asawash.org) Federal Affairs
Associate or Maureen Amos (m.amos@asawash.org) Director of Quality and Regulatory Affairs at (202)
289-2222.
Sincerely,

John M. Zerwas, M.D.
President
American Society of Anesthesiologists

