March 15, 2010
Charlene Frizzera
Acting Administrator
Centers for Medicare & Medicaid Services
Department of Health and Human Services
Room 445–G, Hubert H. Humphrey Building
200 Independence Avenue, SW
Washington, DC 20201
RE: Medicare and Medicaid Programs; Electronic Health Record Incentive Program; RIN
0938–AP78
Dear Acting Administrator Frizzera:
The American Society of Anesthesiologists (ASA), on behalf of its over 44,000 members, shares
and strongly support the goals of the Health Information Technology for Economic and Clinical
Health Act (HITECH) provisions within the “American Recovery and Reinvestment Act of
2009” (ARRA), namely, to increase efficiency, reduce medical errors and improve patient care
through the adoption and meaningful use of electronic health records (EHRs). As recognized
leaders in patient safety and quality, anesthesiologists understand the tremendous benefits EHRs
can bring to the practice of medicine and quality of care provided to the millions of patients
treated each year in surgical care settings.
To date, ASA and its affiliated organizations, as well as many hospitals and individual anesthesia
practices, have invested significant resources to develop and encourage the use of anesthesia
information management systems (AIMS) and clinical data registries in the perioperative setting.
An AIMS is the anesthesia-specific version of an EHR and it is a very different information
technology system than the EHRs utilized by other physician specialties. AIMS allows real-time
information management in the complex surgical environment where numerous monitors and
equipment generate high volumes of rapidly changing data.
Accordingly, ASA is concerned that the proposed EHR rule will have the unintended effect of
derailing, or slowing the further use and adoption of these important technologies by
anesthesiologists, hospitals and other surgical facilities. Specifically we believe that the
proposed rule:
1) Fails to provide incentives or relevant meaningful use requirements to encourage
hospitals, ASCs and office-based surgical practices to invest in AIMS as part of their
comprehensive EHR;
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2) Ignores the clear intent of Congress, which is to exempt certain hospital-based
physicians, including anesthesiologists, who utilize the facility’s equipment and
EHRs, from the requirements to purchase and meaningfully use their own EHR;
3) Disregards Medicare claims data demonstrating current anesthesia practice
patterns and thus fails to provide adequate opportunity for anesthesiologists to meet
the meaningful use requirements and receive incentive payments when, based on the
proposed definition, they are not deemed “hospital-based eligible professionals” or
they purchase their own system.
While, ASA is very supportive of the goals of the ARRA legislation and the general intent of the
proposed rule, we believe the aforementioned deficiencies represent a misunderstanding of the
practice of anesthesiology. Therefore, our comments are intended to inform CMS about
anesthesia practice and the use of AIMS while providing recommendations to correct these
oversights. We hope our comments will ensure that patients, physicians and hospitals all have an
opportunity to benefit from the meaningful use of AIMS.
The Importance of AIMS in a Facility
Simply put, an AIMS is the portion of a hospital’s (or other facility’s) EHR that allows
anesthesia providers to collect and share important clinical data about a patient before, during
and after a surgery or procedure involving the administration of anesthesia. When linked to a
facility’s EHR and quality data registry, an AIMS can yield significant benefits for patients,
physicians and facilities by capturing, transferring and summarizing data on a patient’s complete
surgical experience. AIMS can also be used to retrieve records of prior anesthesia encounters to
identify previous problems, review lab and diagnostic tests in preparation for surgery, record
surgical complications, improve summary documentation for transfer of care, provide alerts and
reminders to the anesthesia provider, document hospital acquired infections or conditions, track
hospital readmissions and more. 1
An AIMS is integrated, or “hard-wired,” with monitors, anesthesia machines, and other
equipment in the preoperative area, operating room, and post-anesthesia care unit. In addition to
recording the anesthesiologist’s clinical notes, as occurs with other EHRs, an AIMS is a data
acquisition system that automatically records high volumes of data in real time. This includes
blood pressures, heart rates, pulse oximetry values, anesthetic levels, multiple ventilator settings,
and many more physiological and anesthetic parameters, all on a minute-by-minute basis.
AIMS are increasingly important in hospitals because recent statistics indicate that over 30
percent of all hospital admissions involve surgical care. 2 In addition, a hospital’s surgical
patients more frequently have multiple comorbidities as new technology and surgical techniques
bring more complex patients into the surgical setting. Surgery on patients with multiple
comorbidities typically requires that additional lab tests, pharmacy orders, consultations, and
radiology studies be coordinated and analyzed prior to their procedure. An integrated AIMS
facilitates review of all clinical data and development of an anesthetic plan that properly
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accommodates the patient’s other medical conditions, such as diabetes or COPD, during a very
high-risk interval in their episode of care.
Hospital ORs are often the largest cost driver of the facility. Some estimates suggest that as
much as 50 to 80 percent of a hospital’s cost is generated from its ORs. While costs continue to
grow in hospital ORs, surgical volume in freestanding ambulatory surgical centers (ASCs) has
increased by nearly 300% in the decade between 1996 and 2006. 3 In 2006, the Centers for
Disease Control and Prevention (CDC) estimates that 53.3 million surgical and non-surgical
procedures were performed during 34.7 million ambulatory surgical visits with 57.2% of those
visits occurring in hospitals and 42.8% occurring in freestanding ASCs. 4 Of those 34.7 million
visits, anesthesia was administered over 72% of the time. 5
It is clear that surgery and outpatient procedures are a major portal through which patients enter
the health care system. With anesthesia providers administering anesthesia services for a vast
majority of these patients, we believe it is critical to have AIMS available at each anesthetizing
location to ensure proper patient care coordination. However, the proposed rule ignores the
reality of anesthesia practice and does not facilitate the implementation of these important
systems in all areas where anesthesia is administered.
Anesthesia Practice
As the figures in the previous section reveal, anesthesiologists practice in a number of settings,
not just the hospital’s inpatient OR. While anesthesiologists’ work can generally be divided into
three main categories, “traditional” anesthesia, critical care and pain medicine, where that work
is performed varies greatly. For example, an anesthesia practice that provides anesthesia
services to an average community hospital may have 10 anesthesiologists who employ several
other nurse anesthetists (NAs) or anesthesiologist assistants (AAs, similar to physician assistants
for anesthesia). The anesthesia “group” is typically an independent corporation that contracts
with the hospital to provide a variety of anesthesia services. In turn, the hospital may own and
control a number of locations that require anesthesia services. Therefore, on a given day the
members of that group may provide anesthesia services in the hospital’s inpatient OR, outpatient
surgery center, labor and delivery unit (or an outpatient birthing center), the ICU and perhaps an
outpatient pain clinic. In addition, the anesthesia group may also contract separately to provide
non-hospital anesthesia services for a freestanding orthopedic ASC, a physician-owned
endoscopy ASC and an office-based plastic surgery practice. Throughout the week, month or
year, the individual anesthesiologists may rotate practice locations in order to provide optimal
coverage at each site. Hence, an anesthesiologist who typically works in the OR may work one
day a week in the pain clinic or one month exclusively at one of the ASCs, depending on the
provider’s specialty or the group’s schedule. In this context, we believe it is clear that the
proposed rule oversimplifies the classification of anesthesiologists as hospital-based or not with
respect to eligibility or exclusion.
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Indeed, anesthesiologists provide many services outside the traditional inpatient hospital setting
(POS code 21). However, with the exception of those who own their own pain clinics,
anesthesiologists do not typically maintain a clinical office outside the hospital or ASC; they
only contract to provide services at these locations. Anesthesiologists typically do not purchase
their own equipment, drugs or supplies. Instead, they rely on the facility to provide those items
because obviously it would be difficult to move anesthesia carts and all the necessary drugs,
fluids and supplies from one anesthetizing location to another. This is why the claims
anesthesiologists submit for payment include only professional services and why hospitals and
ASCs are able to charge a facility fee for the anesthesia services.
Impact of the Proposed EHR Rule on Anesthesiologists
The example provided above is typical of the way many small and large anesthesia groups
practice. As the trends shown by the CDC report clearly indicate, more and more anesthesia
services are being provided in outpatient departments, ASCs and office-based settings.
Regardless of where they practice, however, anesthesiologists must typically rely on the facilities
to provide the anesthesia equipment and, for the purposes of this proposed rule, the EHRs or
AIMS they use.
Section 1848(o)(1)(C)(ii) of the law defines the term “hospital-based eligible professional” as
“an eligible professional, such as a pathologist, anesthesiologist, or emergency physician, who
furnishes substantially all of such services in a hospital setting (whether inpatient or outpatient)
and through the use of the facilities and equipment, including qualified electronic health records,
of the hospital.” Further, the proposed rule defines “substantially all” as furnishing at least 90
percent of services in a hospital setting, either inpatient or outpatient and proposes to utilize the
place of service codes 21 (inpatient hospital), 22 (outpatient hospital) and 23, (emergency room
hospital) listed on each claim from the previous year to make the determination as to whether an
individual is deemed an “eligible professional” or “hospital-based eligible professional.”
By relying solely on place of service codes, the definition of “hospital-based eligible
professional” ignores the clear intent of Congress when it added the phrase, “through the use of
the facilities and equipment of the hospital, including the hospital's qualified EHRs.” The failure
of CMS to account for this phrase in its definition, uniquely harms anesthesiologists, who
Congress specifically mention in the statute, and who must practice utilizing the equipment
provided by each facility in which they work.
As mentioned previously, anesthesiologists do not typically purchase their own anesthesia
equipment. The AIMS are generally purchased by the hospital or facility, integrated with the
facility’s anesthesia machines, equipment and monitors, and then linked to the hospital’s EHR.
We believe this is the typical scenario that Congress and CMS envisioned: hospitals would each
purchase a comprehensive EHR, and anesthesiologists would simply use the hospitals’ systems.
However, despite having access to the Medicare claims data as well as ASA’s comments to the
HIT Policy Committee from June 26, 2009, to review, CMS does not account for the following
facts in its proposal:
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1. Many anesthesiologists will not meet the 90% threshold to be deemed a “hospital-based
eligible professional” based on current anesthesia practice supported by the distribution
of Medicare claims data by place of service code (See Table 1 below), which show that
only slightly more than half of their services are provided in a hospital setting; and
2. AIMS are a different type of EHR and thus requirements for meaningful use that are
applicable to other EHRs may not be applicable to AIMS.
Using the proposed definition of “hospital-based eligible professional,” the average
anesthesiologist will not meet the definition. Out of the nearly 12.8 million CPT® codes
submitted to Medicare under the specialty designation “anesthesiology” in 2008, only 57.5
percent of the codes were submitted in the hospital setting, defined in the proposed rule as
containing a place of service code of 21, 22, or 23. The additional 42.4 percent of the codes
were submitted with an ASC, office or other place of service code.
Table 1.
Anesthesiology Medicare CPT Codes Submitted 2008
Place of Service Code
Number of CPT
Percent of Codes
Codes Submitted
Submitted
21 – Inpatient Hospital
3,776,620
29.6%
22 – Outpatient Hospital
3,546,483
27.8%
23 – Emergency Room Hospital
16,669
.1%
Total “Hospital-Based”
7,339,772
57.5%
24 – Ambulatory Surgery Center
1,954,336
15.3%
11 – Office
3,430,705
26.9%
Other
27,972
.2%
Total Non-Hospital Based
5413013
42.4%
12,752,785
100%
All Codes

Based on these summary data, ASA is very concerned that a substantial number of
anesthesiologists will fail to meet the definition of “hospital-based eligible professional” given
its high 90 percent threshold. If this is the case, many anesthesiologists will then be deemed
“eligible professionals” and thus subject to payment penalties beginning in 2015 if they fail
to purchase and meaningfully use a certified EHR.
Once deemed eligible professionals, there are many reasons anesthesiologists would find it
virtually impossible to acquire an AIMS and meet the meaningful use requirements. For one, as
we have stated, hospitals and ASCs and the private, surgical offices in which anesthesiologists
provide services generally purchase the anesthesia equipment and AIMS. Therefore, in order to
meet the meaningful use requirements, the anesthesiology group would have to convince each
facility or office in which they provide services to install an AIMS. Alternatively the
anesthesiologists could purchase their own AIMS for each separate facility but at an approximate
cost of $25-30,000 per OR, which would be a daunting request for a single anesthesia group that
serves multiple facilities.
Currently, some individual anesthesia groups are making the decision to purchase their own
AIMS in their primary facility. However, individuals in those groups are still unlikely to qualify
for incentive payments or avoid penalties by 2015 because:
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1. Anesthesiologists will not be able to meet all 25 HIT functionality measures through the
use of AIMS because the measures do not all align with the unique practice of anesthesia
or the capabilities of AIMS;
2. There are no proposed clinical quality measures to report that are anesthesia specific;
3. Anesthesiologists are unlikely to have an AIMS available in all facilities or hospital
departments in which they provide services. Since anesthesiologists provide many of
their services outside an operating room, they will are unlikely to meet the 80 percent
threshold for reporting on many of the HIT functionality measures unless CMS
determines that anesthesiologists could meet the meaningful use requirements, through a
hospital’s EHR, which may not have the necessary applications to document all of
anesthesiologists’ services.
It is worth noting that the number of anesthesiologists that would not qualify as “hospital-based
eligible professionals” would be exacerbated if H.R. 4213 and its provision removing outpatient
place of service codes from the definition of hospital-based eligible professional is enacted into
law. This assumes that CMS maintains its current definition and the 90 percent threshold. Based
on 2008 data, only 29.7 percent of anesthesia codes were submitted in the inpatient or emergency
room setting. With the vast majority of anesthesia services provided in the outpatient, ASC or
office-based setting, we are concerned that if this bill is enacted, virtually no anesthesiologist
would fit the definition of hospital-based professional. We understand that CMS has no control
over the legislative process, but given the potential ramifications and the potential of the bill’s
passage, we feel compelled to bring the issue to the Agency’s attention. We request that if the
bill is enacted, CMS reexamine the impact such a change will have on the hospital-based
physicians specifically referenced in the statute.
Recommendations:
1. Require that as part of a comprehensive, certified EHR, all hospital inpatient ORs,
outpatient ORs and ASCs contain an interoperable AIMS.
To ensure that all hospital-based professionals have an opportunity to meaningfully use an EHR;
CMS should require, as a Stage 1 functionality measure, that all hospitals and ASCs contain an
interoperable AIMS for each of their ORs. While some may argue that certain outpatient
departments, such as physician offices, are outside the control of a hospital, it is difficult to make
that argument about hospital’s outpatient surgery department or a hospital-supported ASC. ASA
would welcome the opportunity to work with CMS to develop the standards for what constitutes
a certified AIMS, but for hospitals’ Stage 1 meaningful use requirements, CMS should require
that the AIMS be interoperable with the hospital’s EHR.
2. Modify the definition of “hospital-based eligible professional” to properly include
professionals such as anesthesiologists who furnish substantially all of their services
through the use of the facilities and equipment, including qualified electronic health
records, of the hospital or other facility, as Congress intended.
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Unless redefined to accommodate the unique practice of anesthesiology, ASA believes that the
majority of anesthesiologists will not meet the current definition of hospital-based eligible
professional and thus be subjected to the requirements of meaningful use of EHRs. While we
understand that the definition may be beneficial for a number of specialties, based on the
concerns expressed previously, it will have a unique and harmful impact on anesthesiology and
the proliferation of AIMS in the perioperative setting. This was clearly not the intent of
Congress when it specifically excluded anesthesiologists in the ARRA statute.
There are a number of potential ways to modify the definition of hospital-based eligible
professional for anesthesiologists. The following are two suggestions:
•

CMS could add a separate definition of hospital-based eligible professionals specifically
for anesthesiology that would expand the place of service codes that would qualify. An
example would be:
“Anesthesia professionals (as determined by Medicare specialty designation),
who provide substantially all of their covered services in an inpatient, outpatient,
ambulatory surgery center or emergency department (POS codes 21, 22, 23, and
24 respectively) will be considered hospital-based eligible professionals.”

•

CMS could deem all Medicare professionals with an anesthesia-related specialty
designation, such as “anesthesiology” to be hospital-based.

3. Inform professionals about their hospital-based or eligible status prior to each incentive
payment year.
In the proposed rule, CMS estimates that based on preliminary claims data from the first 9
months of 2009, about 27 percent of Medicare EPs would be considered hospital-based under the
proposed definition and thus not eligible to receive any incentive payments. However, CMS
does not indicate how many EPs in each specialty would meet the definition. ASA believes it is
important for EPs to know their status prior to the year in which incentives are determined so
they can plan accordingly and take advantage of the incentive payments if they are deemed an
eligible professional. ASA therefore recommends that prior to each incentive year, CMS
notify each EP of their status before the upcoming incentive year. In order to do this, CMS
may need to modify the number of months it uses to make the determination.
ASA also recommends that CMS post a summary, by specialty designation, of the number
of professionals who are deemed hospital-based versus EPs. For example:
Specialty
Anesthesiology
Pathology
Cardiac Surgery
Emergency Medicine

Hospital-based
5,028
2,450
XXXX
XXXX

7

EP
25,000
XXXX
XXXX
XXXX

A simple spreadsheet, posted on the agency’s website, would provide the public an opportunity
to see how the rule was impacting various specialties and whether changes need to be made to
accommodate more professionals.
4. Modify the meaningful use requirements to afford anesthesiologists deemed “eligible
professionals” and purchasers of AIMS the opportunity to receive incentive payments if
they meaningfully use AIMS in their primary practice location.
While we believe that the preferred way to address anesthesia’s concerns with this rule is to find
a logical way to deem them “hospital-based eligible professionals,” there will inevitably be those
who fall outside of that definition and those who make the decision to purchase their own AIMS
at their primary practice location. Because of their unique practice, those anesthesiologists who
fall outside of the definition should be able to avoid penalties or receive the incentives for
purchasing and meaningfully using their own system. Therefore, regardless of whether CMS
chooses to modify its proposed definition of hospital-based eligible professional, it should
modify the meaningful use requirements to accommodate anesthesiologists’ use of AIMS and the
fact that they practice in multiple locations. This will accomplish three things. First, it will give
anesthesiologists who fall outside of the definition of “hospital-based” an opportunity to
meaningfully use EHRs and avoid penalties for failure to meaningfully use come 2015. Second,
it will allow anesthesiologists who have purchased, or are in the process of purchasing an AIMS,
to receive incentive payments for their investment and use of the technology. Third, it will give
hospitals standards they can use to assist them in selecting an AIMS that will allow them to meet
their meaningful use requirements.
As evidenced by the CMS claims data referenced earlier, we are concerned that because
anesthesiologists practice in multiple sites of service, there may be no single facility (based on
POS code) in which they provide 50% or more of their services. Therefore, we request that
CMS modify the meaningful use requirements for anesthesiologists to allow them to meet the
requirements only in their primary practice location. Alternatively, CMS should require that if a
professional is not deemed a hospital-based eligible professional, the meaningful use
requirements would only apply in sites where the professional attests, or CMS can confirm, that
there is an interoperable AIMS in place. The same standard should apply to those who purchase
or contribute a significant amount toward the purchase their own system. A proposed standard
of contributing a “significant amount” would be those individuals or groups who contribute 15
percent or more toward the purchase of an AIMS.
5. Include the following clinical quality measures from the Physician Quality Reporting
Initiative (PQRI) as part of an anesthesia measures group to allow anesthesiologists an
opportunity to report on such measures and meet the meaningful use requirements:
• Timely Administration of Prophylactic Parenteral Antibiotics – Measure 30
• Prevention of Catheter-Related Bloodstream Infections (CRBSI) Central Venous
Catheter Insertion Protocol – Measure 76
• Perioperative Temperature Management – Measure 193

8

If CMS is not able to include those measures in the final rule, ASA recommends that
anesthesiology be included as one of the specialties that CMS exempts from selecting and
reporting on a specialty measures group thereby allowing anesthesiologists to attest, to CMS or
the State, as to the inapplicability of any of the specialty groups and not report information on
clinical quality measures from a specialty group for 2011 or 2012.
6. Modify the HIT functionality measures to allow both hospitals and anesthesiology
eligible professionals an opportunity to meet the meaningful use requirements through
the use of AIMS.
The following chart was taken from the proposed rule. It includes the objectives for EPs, the
objectives for hospitals and the measures for meeting the objectives. The fourth column
discusses the relevance of the objectives to anesthesiologists’ use of (AIMS). Underneath the
discussions for each measure are recommendations regarding the inclusion or modification of the
measure to accommodate the use of AIMS. ASA is not recommending that all HIT functionality
measures be applied to anesthesiologists deemed “eligible professionals” in Stage 1. Instead,
ASA recommends that if anesthesiologists find themselves to be EPs after the rule is finalized
that they be afforded the opportunity to select from the group a few measures that are most
applicable to their specialty. We have commented on each individual measure to provide CMS
with an understanding of how each measure does or does not apply to anesthesiologists’ unique
use of AIMS.
Table 2.
Objectives for EPs
Use of CPOE

Objectives for Hospitals
Use of CPOE for orders
(any type) directly
entered by authorizing
provider (for example,
MD, DO, RN, PA, NP)

Measures
For EPs, CPOE
is used for at
least 80% of all
orders
For eligible
hospitals,
CPOE is used for
10% of all orders

Relevance to AIMS and Recommendation
In the operating room, anesthesiologists generally do
not write orders. Instead, they carry out their own
orders, such as administering drugs or fluids in real
time. They then document this activity in the
anesthesia record or an AIMS or, depending on
whether the drug was administered through the
anesthesia machine, AIMS records it automatically.
A well integrated AIMS could, however, integrate
with pharmacy computer system to manage inventory
and stocking of supplies. While anesthesiologists do
write pre- and post-op orders AIMS do not offer that
capability, instead those orders are generally entered
through the hospital’s EHR.
Recommendation:
1) A standard requirement for AIMS should
be interoperability with hospital EHR.
2) The use of AIMS to document the drugs
and IV fluids administered and the
placement of invasive lines within the
operating room should qualify as meeting
the CPOE requirements for both hospitals
and eligible professionals.
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Implement drugdrug, drug-allergy,
drug formulary
checks

Maintain an up-todate problem list of
current and active
diagnoses based on
ICD-9-CM or
SNOMED CT ®

Implement drug-drug,
drug-allergy, drug
formulary
checks

Maintain an up-to-date
problem list of current
and active diagnoses
based on ICD-9-CM or
SNOMED CT ®

Generate and
transmit
permissible
prescriptions
electronically (eRx)

Maintain active
medication list

Maintain active
medication list

The EP/eligible
hospital has
enabled this
functionality

At least 80% of
all unique
patients seen by
the EP or
admitted to the
eligible hospital
have at least one
entry or an
indication of
none
recorded as
structured data
At least 75% of
all permissible
prescriptions
written by the EP
are transmitted
electronically
using certified
EHR
technology

At least 80% of
all unique
patients seen by
the EP or
admitted to the
eligible hospital
have at least one
entry (or an
indication of
“none” if the
patient is not
currently
prescribed any
medication)
recorded as
structured data
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Major benefits of AIMS are enabling efficiencies so
the anesthesia providers can focus more on the patient
rather than on charting While such alerts are
important, and AIMS should be linked with a
hospital’s EHR, pharmacy system and/or drug
dispensing machine in the OR, it is critical that they
not interfere with work flow.
Recommendation:
AIMS could meet this objective but checks and
functions should be appropriate to anesthesia
practice.
Most AIMS contain a comprehensive history and
physical function that, when linked to the hospital’s
EHR will allow problem lists to pass in and out of the
system. For anesthesia, problems such as a difficult
airway or malignant hypothermia can and should be
captured in an AIMS.
Recommendation:
This requirement should be met by allowing the
entering of anesthesia problems into AIMS and
receiving of other problems and diagnoses through
connection with the hospital’s HER.
Anesthesiologists generally do not write prescriptions
pre- or post-surgery. That responsibility generally
falls on the operating surgeon. When anesthesiologists
do write prescriptions, they are generally for
controlled substances to control pain or reduce
anxiety.
Recommendation:
Given that the number of permissible prescriptions
would be small or nonexistent; this measure should
not apply to anesthesiologists’ use of AIMS.
An AIMS can collect and maintain an active
medication list, including those given during the
perioperative period.
Recommendation:
Retain this relevant measure for both hospitals and
EPs and allow hospitals and EP to meet this
requirement through the use of AIMS.

Maintain active
medication allergy
list

Record
demographics
o preferred language
o insurance type
o gender
o race
o ethnicity
o date of birth

Record and chart
changes in vital
signs:
o height
o weight
o blood pressure
o Calculate and
display: BMI
o Plot and display
growth charts for
children 2-20 years,
including BMI.

Record smoking
status for patients 13
years old or older

Maintain active
medication allergy list

Record demographics
o preferred language
o insurance type
o gender
o race
o ethnicity
o date of birth
o date and cause of
death in the event of
mortality
Record and chart
changes in vital signs:
o height
o weight
o blood pressure
o Calculate and
display: BMI
o Plot and display
growth charts for
children 2-20 years,
including BMI.

Record smoking status
for patients 13 years old
or older

At least 80% of
all unique
patients seen, by
the EP or
admitted to the
eligible hospital
have at least one
entry or (an
indication of
“none” if the
patient has no
medication
allergies)
recorded as
structured data
At least 80% of
all unique
patients seen by
the EP or
admitted to the
eligible hospital
have
demographics
recorded as
structured data
For at least 80%
of all unique
patients age 2
and over seen
by the EP or
admitted to
eligible hospital,
record blood
pressure and
BMI;
additionally plot
growth chart for
children age 2-20

At least 80% of
all unique
patients 13 years
old or older
seen by the EP or
admitted to the
eligible hospital
have “smoking
status” recorded
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An AIMS can collect and maintain an active
medication allergy list.
Recommendation:
Retain this relevant measure for both hospitals and
EPs and allow hospitals and EP to meet this
requirement through the use of AIMS.

An AIMS can record such demographics.
Recommendation:
Retain this relevant measure for both hospitals and
EPs and allow hospitals and EP to meet this
requirement through the use of AIMS.

The recording and charting of vital signs during
anesthesia is one of the most critical functions of
AIMS. In fact, studies show that AIMS provides a
much more precise picture of a patient’s status than
traditional charting. Although the plotting and
displaying of growth charts for children could
technically be done, it is not relevant or practical to
require an AIMS to provide this function that could be
done though the hospital’s EHR as part of the
discharge documents if necessary.
Recommendation:
Retain this relevant measure for hospitals and EPs
and allow hospitals and EPs to meet this
requirement, with the exception of plotting and
displaying growth charts for children, through the
use of AIMS.
AIMS are already equipped to capture such data.
Recommendation:
Retain this relevant measure for both hospitals and
EPs and allow hospitals and EP to meet this
requirement through the use of AIMS.

Incorporate clinical
lab test results into
EHR as structured
data

Incorporate clinical lab
test results into EHR as
structured data

Generate lists of
patients by specific
conditions to use for
quality
improvement,
reduction of
disparities, and
outreach

Generate lists of patients
by specific conditions to
use for quality
improvement, reduction
of disparities, and
outreach

At least 50% of
all clinical lab
tests ordered
whose
results are in a
positive/negative
or numerical
format are
incorporated in
certified EHR
technology as
structured data
Generate at least
one report listing
patients of the
EP or eligible
hospital with a
specific
condition

AIMS are already equipped to capture such data
provided that it is properly linked to a hospital’s EHR.
Recommendation:
Retain this relevant measure for both hospitals and
EPs and allow hospitals and EP to meet this
requirement through the use of AIMS.

One of the best features of AIMS is that it creates a
database for the anesthesiology practice to let
individuals or the group know whether they are
meeting certain quality or efficiency standards, which
can improve performance. When combined with a
quality database such as the Anesthesia Quality
Institute’s (AQI) National Anesthesia Clinical
Outcomes Registry (NACOR) or the Multicenter
Perioperative Outcomes Group (MPOG) the specialty
can conduct more research and quickly develop best
practices. Such information can also be used for
privileging and accreditation.
Recommendation:
Retain this relevant measure for both hospitals and
EPs and allow hospitals and EP to meet this
requirement through the use of AIMS.

Report ambulatory
quality measures to
CMS or the States

Send reminders to
patients per patient
preference for
preventive/ follow
up care

Report hospital quality
measures to CMS or the
States

For 2011,
provide
aggregate
numerator and
denominator
through
attestation as
discussed in
section
II(A)(3) of this
proposed rule
For 2012,
electronically
submit the
measures as
discussed in
section II(A)(3)
of this proposed
rule
Reminder sent to
at least 50% of
all unique
patients seen
by the EP that
are age 50 or
over
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Most AIMS are already equipped to report such
measures. CMS simply needs to include relevant
clinical quality measures for anesthesiologists to
report.
Recommendation:
Retain this relevant measure for hospitals and EPs
and allow hospitals to meet this requirement
through the use of AIMS.

While this can technically be done with some systems
through SMTP (simple mail transfer protocol)
messaging tied to an event such as automatically
sending a page, text or email to patient, this function
is not really applicable to anesthesia and should not be
considered a Stage 1 functionality measure.

Implement 5 clinical
decision support
rules
relevant to specialty
or high clinical
priority, including
diagnostic test
ordering, along with
the ability to track
compliance with
those rules

Check insurance
eligibility
electronically
from public and
private payers

Submit claims
electronically to
public and private
payers.

Provide patients
with an electronic
copy of their health
information
(including
diagnostic
test results, problem
list, medication lists,
allergies, discharge
summary,
procedures), upon
request

Implement 5 clinical
decision support rules
related to a high priority
hospital condition,
including diagnostic test
ordering, along with the
ability to track
compliance with those
rules

Check insurance
eligibility electronically
from public and private
payers

Submit claims
electronically to public
and private payers.

Provide patients with an
electronic copy of their
health information
(including diagnostic
test results, problem list,
medication lists,
allergies, discharge
summary, procedures),
upon request

Implement 5
clinical decision
support rules
relevant to the
clinical quality
metrics the
EP/Eligible
Hospital is
responsible for
as described
further in section
II (A)(3).

Insurance
eligibility
Checked
electronically for
at
least 80% of all
unique patients
seen by the EP or
admitted to the
eligible hospital
At least 80% of
all claims filed
electronically by
the EP or the
eligible hospital

At least 80% of
all patients who
request an
electronic copy
of their health
information are
provided it
within 48 hours

Recommendation:
Do not require this measure as part of Stage 1
criteria for anesthesia.
The clinical decision support rules can be tied into the
history and physical component of AIMS. For
example an affirmative answer to the question, “Do
you have asthma?” could lead an anesthesiologist to
follow a decision tree with a series of follow-up
questions. Many AIMS also contain a script function
that will give providers reminders about antibiotic,
redosing after 4 hours, rechecking glucose in diabetic
patients or alerts about normothermia based on patient
temperature.
Recommendation:
Retain this relevant measure for hospitals and EPs
and allow hospitals to meet this requirement
through the use of AIMS.
Anesthesiologists treat all patients the same,
regardless of insurance coverage and professional fee
billing is typically managed through use of billing
software. This function should be part of the
hospital’s comprehensive EHR or billing software but
it should not be a requirement for use of AIMS.
Recommendation:
Do not require this measure as part of Stage 1
criteria for anesthesia.
AIMS currently gathers all documentation elements to
process claims electronically but the AIMS
themselves do not submit claims. Instead, AIMS are
generally linked electronically to a separate billing
system, which may or may not be assigned to a
hospital based on the billing arrangement. While
future AIMS may be able to provide this function, it is
generally not available with current systems.
Recommendation:
Do not require this measure as part of Stage 1
criteria for anesthesia.
AIMS can add a summary or the details of the
patient’s anesthesia experience to their hospital
record. AIMS can also generate a perioperative
summary report that could be used for this purpose.
However, AIMS itself would not be the device used to
provide patients with a complete electronic copy of
their health information, that would be done by the
hospital’s EHR.
Recommendation:
Do not require this measure as part of Stage 1
criteria for anesthesia; instead require that a
summary of the patient’s anesthesia experience be
included in the hospital’s EHR.

13

Provide patients with an
electronic copy of their
discharge instructions
and procedures at time
of discharge, upon
request

Provide patients
with timely
electronic access to
their health
information
(including lab
results, problem list,
medication lists,
allergies) within 96
hours of the
information being
available to the EP
Provide clinical
summaries for
patients for each
office visit

At least 80% of
all patients who
are discharged
from an
eligible hospital
and who request
an electronic
copy of
their discharge
instructions and
procedures are
provided it
At least 10% of
all unique
patients seen by
the EP are
provided timely
electronic access
to their health
information

Clinical
summaries are
provided for at
least 80% of all
office visits

(See previous) AIMS can populate the necessary
fields in the hospital’s discharge summary but the
summary generally is generated by the hospital.
Recommendation:
Do not require this measure as part of Stage 1
criteria for anesthesia; instead require that AIMS
populate the necessary field in the hospitalgenerated discharge summary and instructions
given to the patient.

While AIMS could technically generate an email or
document to give to patients, it would only be for the
anesthesia portion of their care. AIMS could instead
provide the details or summary of the anesthesia
experience in the hospital’s EHR.
Recommendation:
Do not require this measure as part of Stage 1
criteria for anesthesia; instead require that a
summary of the patient’s anesthesia experience be
included in the hospital’s EHR.
Every encounter with patient can be documented and
a summary can be generated. The summary can also
be included in the hospital’s EHR and can be given to
patients as part of their discharge summary.
Recommendation:
Retain this relevant measure for EPs but allow
hospitals and anesthesia departments the flexibility
to decide whether the summary should be
produced by AIMS or included as part of the
hospital’s discharge summary.

Capability to
exchange key
clinical
information (for
example, problem
list, medication list,
allergies, diagnostic
test results), among
providers of care
and patient
authorized entities
electronically

Capability to exchange
key clinical information
(for example, discharge
summary, procedures,
problem list, medication
list, allergies, diagnostic
test results), among
providers of care and
patient authorized
entities electronically

Performed at
least one test of
certified EHR
technology's
capacity to
electronically
exchange key
clinical
information
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The test for AIMS should be whether it can
communicate with the hospital’s EHR.
Recommendation:
Retain this relevant measure for hospitals and EPs
and allow both to meet this requirement through
demonstrated interoperability between AIMS and
the hospital’s EHR.

Perform medication
reconciliation at
relevant
encounters and each
transition of care

Perform medication
reconciliation at relevant
encounters and each
transition of care

Provide summary
care record for each
transition of care
and referral

Provide summary care
record for each transition
of care and referral

Capability to submit
electronic data to
immunization
registries and actual
submission where
required and
accepted

Perform
medication
reconciliation for
at least 80% of
relevant
encounters and
transitions of
care

Provide
summary of care
record for at
least 80% of
transitions of
care and referrals

Capability to submit
electronic data to
immunization registries
and actual submission
where required and
accepted

Performed at
least one test of
certified EHR
technology's
capacity to
submit electronic
data to
immunization
registries

Capability to provide
electronic submission of
reportable lab results (as
required by state or local
law) to public health
agencies and actual
submission where it can
be received

Performed at
least one test of
the EHR
system's capacity
to provide
electronic
submission of
reportable lab
results to public
health agencies
(unless none of
the public health
agencies to
which eligible
hospital submits
such information
have the capacity
to receive the
information
electronically)
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This requirement can be met with AIMS but the
transitions of care are generally limited to transfers
from the OR to the PACU or ICU.
Recommendation:
Retain this relevant measure for hospitals and EPs
and allow hospitals and EPs to meet this
requirement through the use of AIMS, with the
recognition that transfers of care generally only
occur between the OR and the PACU or ICU.
This is a critical part of AIMS as it allows a common
format to document transfers of care, such as
anesthesia handoffs.
Recommendation:
Retain this relevant measure for hospitals and EPs
and allow hospitals and EPs to meet this
requirement through the use of AIMS.
While this requirement is not applicable for
immunizations, AIMS can be used to report data to
national quality registries such as NACOR or MPOG.

Recommendation:
Do not require hospitals or anesthesiologists to
meet immunization requirement through AIMS,
but a requirement that an AIMS be able to
transmit to national quality registries would be
acceptable.

AIMS will simply be populated with the data the
hospital or lab already has. Therefore, it should be up
to the hospital or lab to submit this information to the
appropriate health agencies.
Recommendation:
This requirement should not be applied to AIMS;
it should be met through the hospital’s EHR.

Capability to
provide electronic
syndromic
surveillance data to
public health
agencies and actual
transmission
according to
applicable law and
practice

Capability to provide
electronic syndromic
surveillance data to
public health agencies
and actual transmission
according to applicable
law and practice

Protect electronic
health information
created or
maintained by the
certified EHR
technology through
the implementation
of appropriate
technical
capabilities

Protect electronic health
information created or
maintained by the
certified EHR
technology through the
implementation of
appropriate technical
capabilities

Performed at
least one test of
certified EHR
technology's
capacity to
provide
electronic
syndromic
surveillance data
to public health
agencies (unless
none of the
public health
agencies to
which an EP or
eligible hospital
submits such
information have
the capacity to
receive the
information
electronically)
Conduct or
review a
security risk
analysis
per 45 CFR
164.308
(a)(1) and
implement
security updates
as
necessary

(See previous)
Recommendation:
This requirement should not be applied to AIMS;
it should be met through the hospital’s EHR.

AIMS meet this requirement.
Recommendation:
Retain this relevant measure for hospitals and EPs
and allow hospitals to meet this requirement
through the use of AIMS.

7. Anesthesiologists should be represented on the HIT policy Committee
While CMS may receive numerous requests to add additional representatives to the HIT Policy
Committee, given the unique way in which anesthesiologists are impacted by the proposed rule
and given the number of patients who undergo surgery and procedures involving anesthesia,
ASA believes it is critical to have representatives of the specialty on the HIT Policy Committee.
Conclusion
ASA and its affiliated organizations strongly support and encourage the use of AIMS. In fact the
directors of the Anesthesia Patient Safety Foundation (APSF) have explicitly stated, “The APSF
endorses and advocates the use of automated record keeping in the perioperative period and the
subsequent retrieval and analysis of the data to improve patient safety.” 6 As such, ASA is
committed to ensuring that the benefits of these critical systems are realized in operating rooms
6

Muravchick, Stanley MD, PhD, et. al., Anesthesia information Management System Implementation: A Practical
Guide, Anes Analg Vol. 107, No. 5, November 2008, Copyright 2008 International Anesthesia Research Society,
http://www.anesthesia-analgesia.org/content/107/5/1598.full.pdf+html?sid=058bbf6b-c1d1-406c-a5c8111ce90ba9d8
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across the country. As our comments indicate, however, the proposed rule does not adequately
account for current anesthesia practice and anesthesiologists’ unique use of AIMS. We are
concerned that if not properly implemented, the proposed rule will derail our ongoing quality
improvement efforts.
During the 2008 Annual Meeting, the ASA’s House of Delegates approved a resolution calling
for the creation of an Anesthesia Quality Institute (AQI). The purpose of this new organization
is to develop a clinical outcomes registry database that will receive information from
anesthesiologists across the country. This information will be used to track selected clinical
outcomes as defined by the AQI, subspecialty societies and other organizations, and provide
local, regional, and national benchmarks. As this database is developed and implemented, the
AQI intends to work with AIMS vendors to ensure that they can automatically transmit
information about selected outcomes. The ultimate goal of the AQI and ASA is to improve the
quality of care for every patient undergoing anesthesia and surgery. Although, in its initial
stages, the AQI database will be designed to permit manual entry of data, automated reporting of
outcomes will provide more complete information and permit more rapid identification of
important trends. Interoperability with AIMS is key to the success of the AQI and its efforts to
improve quality of care for patients; removing barriers to acquisition and setting policies and
standards that encourage the use of AIMS are important first steps to ensuring this higher quality
of care.
We sincerely hope that CMS will thoughtfully consider our comments and work with ASA to
ensure that the benefits of this initiative reach all providers and areas of patient care. Thank you
for the opportunity to comment. Please contact Chip Amoe, J.D., M.P.A, Assistant Director,
Federal Affairs at c.amoe@asawash.org or 202-289-2222 if you have any questions or need
additional information regarding this issue.
Sincerely,

Alexander A. Hannenberg, M.D.
President
American Society of Anesthesiologists

17

