
 

 

VIA Electronic Submission to https://www.regulations.gov  
 
June 3, 2019 
 
Ms. Seema Verma, MPH 
Administrator 
Centers for Medicare & Medicaid Services  
Department of Health and Human Services 
Attention: CMS-9115-P 
P.O. Box 8016 
Baltimore, MD 21244-8016 
 
Re: [CMS-9115-P] Medicare and Medicaid Programs; Patient Protection and Affordable 

Care Act; Interoperability and Patient Access for Medicare Advantage Organization and 
Medicaid Managed Care Plans, State Medicaid Agencies, CHIP Agencies and CHIP 
Managed Care Entities, Issuers of Qualified Health Plans in the Federally-facilitated 
Exchanges and Health Care Providers 

 
Dear Ms. Verma, 
 
On behalf of the 53,000 members of the American Society of Anesthesiologists® (ASA), I am 
pleased to offer comments on the proposed Centers for Medicare & Medicaid Services (CMS) 
rule regarding interoperability and patient access. ASA finds common ground with CMS on 
many of its proposals and we welcome the opportunity to contribute toward a vision where 
patients have easier access to their records, electronic health records communicate more 
seamlessly with one another and technology fills the gaps in communication between hospitals, 
payers, physicians, clinicians and patients. 
 
We offer comments on these sections of the proposed rule: 

• Use of Fast Healthcare Interoperability Resources (FHIR) for Application Programming 
Interfaces (APIs) 

• Request for Information on Information Sharing Between Payers and Providers Through 
APIs 

• Information Blocking Background and Public Reporting 

• Provider Digital Contact Information 

• Advancing Interoperability in Innovative Models 
 
Consistent and seamless intercommunication and interoperability of electronic medical devices, 
electronic health records (EHRs) and other patient documentation can lead to important 
advances in patient safety and patient care. We support increased transparency and 
appropriate sharing of patient records among payers, facilities, physicians and, most important, 
patients. ASA believes that the thoughtful development of standards, interoperability protocols 
and procedures, as described in this rule, should strike a proper balance between all 
stakeholders to maximize patient safety, efficiency and patient outcomes.  
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Physician Anesthesiologists and Interoperability 
Physician anesthesiologist workflows, limited control of hospital and facility EHRs and 
documentation procedures have made our specialty unique with regard to federal 
interoperability policy and local EHR and health IT implementation prerogatives. 
Anesthesiologists provide care to patients in a variety of facilities and care settings that include 
hospitals, ambulatory surgery centers (ASCs) and office-based locations. We interact with a 
variety of technology, facility administrations and patient populations that carry their own facility-
specific workflow challenges. In addition, some policies described in this rule may be readily 
applicable to an anesthesiologist in one setting (perhaps a pre-op clinic) but not necessarily in 
another setting the next day (operating room).  
 
Federal policy regarding EHRs, especially under the Quality Payment Program (QPP), has often 
taken into account the nuanced practices of anesthesiologists. Under the QPP, exceptions for 
anesthesiologists to participate in the Promoting Interoperability component of the Merit-based 
Incentive Payment System (MIPS) rightly takes into consideration anesthesiologist workflows, 
clinical actions and access to data. QPP policy based upon “patient-facing status” are nuanced 
and targeted enough to meet many anesthesiologists’ needs. Although we continue to advocate 
for the hospital-based exception criteria to include an ASC place of service code, we believe 
that the existing QPP exceptions have been appropriate and should continue well in the future. 
 
We are hopeful these nuances will also be considered by CMS given that anesthesiologists 
often face challenges to complete participation in EHR and interoperability initiatives in their 
individual facilities. CMS can use this rule to encourage anesthesiologists, hospitals and 
patients to work together on transparency and quality improvement initiatives. Our comments 
are framed based on these common factors affecting anesthesiologists: 
 

• Enterprise EHR systems that include the anesthesia record and other features of an 
anesthesiologists’ workflow are often the last module implemented in local facilities. 
Such a strategy for implementation has delayed EHR deployment in anesthesia 
departments and will continue to place anesthesiologists several months, if not years, 
behind other departments in using new technology or anesthesia-specific EHR features. 
 

• Many anesthesiologists and their departments continue to use paper charting for their 
anesthesia records. Anesthesia records are complicated, include multiple clinical data 
points and free text fields that are not always easily translatable to EHRs. Although 
anesthesiologists often use electronic anesthesia records, there remain a significant 
number of practices still transitioning to EHRs for their anesthesia records. 
 

• Anesthesiologists have a limited number of outcome quality measures available because 
access to patient records and hospital data is not always available. Most 
anesthesiologists only have access to patient data up until the patient is discharged from 
the postanesthesia care unit and in many cases do not have access to records 
maintained in the intensive care units or other post-procedure locations. We expect that 
anesthesiology quality measures, participation in clinical data registries and quality 
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improvement initiatives would be more robust with appropriate access to hospital-level 
data and patient records.    
 

• Providing accurate information to patients on an anesthesiologist’s in-network status is 
important to the ASA. Most physician anesthesiologists are a part of their patients’ health 
plans. Physician anesthesiologists recognize being a provider in their patients’ health 
plans is better for patients, easing both expenses and paperwork burdens. It is also 
better for providers easing billing and administrative responsibilities. While there are 
circumstances where physician anesthesiologists may not be in a patient’s network, data 
indicates that the vast majority of claims for anesthesia services – more than 90% – are 
in their patients’ health plans or “in-network,” thereby limiting patient exposure to 
“surprise medical bills.”  

 
USE OF FAST HEALTHCARE INTEROPERABILITY RESOURCES (FHIR) FOR 
APPLICATION PROGRAMMING INTERFACES (APIs) 
ASA agrees with the CMS principle that “every American should be able to see, obtain, and use 
all electronically available information that is relevant to their health, care, and choices – of 
plans, providers, and specific treatment options.” CMS further indicates that patients should 
receive information related to their plan provider network and coverage policies. Although this is 
an important vision, we ask that CMS carefully implement this principle and its endorsement of 
APIs in a methodical and collaborative manner with relevant stakeholders.  
 
As noted above, the vast majority of anesthesia claims are in their patients’ health plans or “in-
network” and we would expect that CMS would require APIs and other electronic information 
provided to patients to include the most recent and accurate information. We are concerned 
about reports of insurance companies narrowing networks as a strategy to limit their costs and 
to shift those costs to patients. When the government requires insurers to have adequate 
networks, and regulators hold them responsible for maintaining an adequate network, there will 
be fewer circumstances in which patients are surprised to learn they had or could be treated by 
an out-of-network provider, especially in situations where the care was unexpected.  
 
CMS should assess any additional burdens physicians may encounter when APIs share 
network information with patients. Anesthesia practices often hold contracts with multiple payers 
and must adhere to the requirements and costs associated with each network. Ensuring that the 
patient receives accurate information is important and CMS should provide guidance on its 
expectations for both the physician group and the payer. Anesthesia practices would benefit 
from regulatory education from CMS that includes an assessment of whether such actions in 
coordination with APIs are feasible to carry out locally. CMS should hold the health plans and 
payers responsible for providing, submitting and updating providers’ network status.  
 
CONTENT AND VOCABULARY STANDARDS 
ASA supports the use of the US Core Data for Interoperability (USCDI) standards as a method 
to establish a minimum set of data classes that are required to be interoperable nationwide. 
ASA has been interested in the initial development and expansion of USCDI. We realize that the 
inclusion of new data classes “will ultimately depend on the industry as a whole – including the 
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public and private sectors – coalescing around the necessary technical specifications to make it 
possible to exchange the data class nationwide.”1 As USCDI expands, the role of 
anesthesiologists needs to be better understood by CMS and ONC staff as well as appropriate 
task force members. We support ONC implementing its proposed Standards Version 
Advancement Process – a process that should consider and include elements of anesthesia 
care into future data class proposals.  
 
As mentioned before, anesthesiology is often the last hospital department to receive initial EHR 
implementation and annual updates or maintenance thereafter. This is particularly concerning 
for our members because several ONC-proposed USCDI data classes directly relate to the care 
an anesthesiologist provides to a patient. According to its 2018 expansion outline, ONC planned 
to include cognitive status, encounter, functional status and vital signs specifications into USCDI 
classes in the next year or so. Data from each of these elements, whether collected or assessed 
by an anesthesiologist, would be useful to share among physicians and other members of the 
patient’s care team. ASA encourages and looks forward to ONC incorporating 
anesthesiology-specific elements within the USCDI framework.  
 
ASA appreciates CMS’s commitment to ensuring that any of the complicated advances made to 
interoperability between systems align with Health Insurance Portability and Accountability Act 
of 1996 (HIPAA) regulations. CMS has indicated that HIPAA standards should be used when 
making data available through an API in cases where “there is no legally mandated standard 
applicable to a specific data type or data element in a particular exchange context.” In order to 
strengthen the ability for entities to promote and benefit from interoperability actions, we support 
the harmonization of existing HIPAA standards in a deliberative and inclusive way. We likewise 
support updates to data privacy and security to ensure that patient rights are protected but not 
used as an excuse by entities to sidestep sharing of patient data. Such action would improve 
regulatory clarity for HIPAA covered entities and their business associates that wish to 
exchange health information. 
 
CMS should clarify the circumstances when payers may receive or expect to receive 
information from physicians based upon HIPAA requirements. ASA believes that 
physicians should be allowed to use their best judgement in responding to a request from a 
payer under HIPAA rules and regulations. We ask for clarifications and protections guaranteeing 
that payers may not, as a condition of provider participation in a plan, request a physician to 
grant the payer unlimited electronic access to the practice’s EHR to fulfill requests for USCDI 
data.  
 
REQUEST FOR INFORMATION ON INFORMATION SHARING BETWEEN PAYERS AND 
PROVIDERS THROUGH APIs 
Anesthesiologists represent the common pathway for nearly all surgical and procedural care 
patients and contribute to improved quality and more cost-effective care. We support CMS’s 
vision of payers and providers seeking to coordinate care and in the sharing of information to 

                                                      
1 Office of the National Coordinator for Health Information Technology. Draft U.S. Core Data for 
Interoperability (USCDI) and Proposed Expansion Process. 5 January 2018. P. 5. 
https://www.healthit.gov/sites/default/files/draft-uscdi.pdf. Accessed 17 May 2019.  

https://www.healthit.gov/sites/default/files/draft-uscdi.pdf
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streamline care and limit duplicative procedures or unnecessary tests. Although CMS provides 
the example of an urgent care or emergency department following up with primary care 
physicians to coordinate care, care coordination initiatives can easily be extended to 
include anesthesiologists.  
 
Anesthesiologists embrace the opportunity to reduce patient and health-system costs while 
ensuring patient safety and improving patient outcomes. Some of the most successful care 
coordination models anesthesiologists have participated in locally are known as the 
Perioperative Surgical Home (PSH) (https://www.asahq.org/psh). Through the PSH, 
anesthesiologists have partnered with their surgical colleagues, clinicians and hospital 
administrators to use electronic health records and other tools to enhance care coordination. 
These anesthesiologists have engaged care managers and navigators in preoperative clinics to 
plan and implement comprehensive post-discharge plans of care. Our members have also used 
preoperative clinic and care processes to reduce postoperative visits to the operating room and 
have ensured that patients have access to and understand their post-discharge instructions. 
ASA is proud of the savings PSH participants have earned for their local facilities and the care 
they have delivered for patients. We welcome the opportunity to meet with and collaborate with 
CMS and the Centers for Medicare & Medicaid Innovation (CMMI) to encourage further use of 
the PSH model in facilities and among interdisciplinary teams. 
 
CMS should partner with the ASA and other stakeholders on pilots to test initiatives that 
have stalled because of interoperability or communication challenges.  In 2013, ASA 
completed and published, in coordination with the American Board of Internal Medicine 
Foundation, five Choosing Wisely initiatives aimed at improving patient care. Two of these 
actions identified tests that should not be ordered for specific patients. In 2016-2017, the ASA 
developed a quality measure related to baseline laboratory studies for consideration by CMS in 
the 2018 MIPS Quality component. CMS did not approve the measure. A significant barrier to 
implementation by anesthesiologists – and most likely one of the reasons why the measure was 
not approved – was the challenge of knowing when and if a lab was ordered and how that 
information was shared between providers (e.g. between the patient’s primary care physician, 
cardiologist and anesthesiologist). In short, although anesthesiologists knew we could contribute 
to better care and reduced costs, the solution to implementing this best practice was elusive. 
 
CMS should also consider the role hospitals and payers play in assisting with the sharing of 
data and information with clinicians. As CMS eliminates claims-based quality measures and 
encourages the use of Qualified Clinical Data Registries (QCDRs) and electronic Clinical Quality 
Measures (eCQMs), clinicians that could benefit from data from their hospital’s EHRs are 
disadvantaged because it is oftentimes difficult or impossible for them to access the hospital’s 
data. Anesthesiologist care coordination initiatives and clinical data registry reporting could be 
enhanced with assistance from hospitals. Outcome measures and measures of shared 
accountability between specialists could be created through collaboration between hospitals, 
physicians, patients and payers. Such activities would improve ongoing participation in MIPS, 
the further development of Alternative Payment Models (APMs) and local quality improvement 
activities.  
 

https://www.asahq.org/psh
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We believe that future initiatives by CMMI to pilot new FHIR standards and advance the 
adoption for new data classes in USCDI should incorporate anesthesia practices and the 
expertise of anesthesiologists. ASA welcomes the opportunity to demonstrate the value our 
members contribute in delivering patient care and working with our colleagues to facilitate the 
sharing of actionable data. 
 
INFORMATION BLOCKING BACKGROUND AND PUBLIC REPORTING  
CMS indicated that the public would benefit from knowing whether their physicians and 
clinicians cooperate and collaborate with other health care providers in sharing information 
electronically. The agency has proposed to publish whether the MIPS eligible clinician has 
attested either “yes” or “no” to three distinct questions on interoperability and information 
blocking found at 42 CFR 414.1375(b)(3)(ii)(A) through (C). This regulation pertains to MIPS 
eligible clinicians who participate in the MIPS Promoting Interoperability component – not to all 
MIPS eligible clinicians. CMS has proposed that those attestations be published on the 
Physician Compare website as early as 2020 based upon the 2019 performance period. Eligible 
clinicians who did not have consistent responses of “yes” or “no” would not have their data 
displayed. 
 
ASA requests regulatory guidance on how data from MIPS eligible clinicians who are 
exempt from the MIPS Promoting Interoperability component would be displayed. CMS 
should not publish any attestations from the 2019 reporting year until exempt eligible 
clinicians have clear guidance.  As previously noted, even though many anesthesiologists are 
exempt from this MIPS component, they may use EHRs and participate cooperatively in 
information sharing initiatives. If CMS believes that it would benefit patients to know which MIPS 
eligible clinicians are sharing and collaborating, then CMS must provide a fair assessment of 
each physician on the Physician Compare website. Should CMS finalize this rule, the agency, at 
a minimum, should indicate on the Physician Compare website that the physician who received 
an exemption was “not required to attest” to the three elements.  
 
PROVIDER DIGITAL CONTACT INFORMATION  
CMS has likewise proposed changes to requirements for physicians and other providers to 
update their digital contact information in the National Plan and Provider Enumeration System 
(NPPES). The proposed rule again addresses a subsection of all physicians who were 
previously eligible or participating in the now-defunct physician EHR Incentive Program. We 
believe that this initiative is more widespread than the data blocking attestations above and will 
require additional outreach and education to those physicians who did not participate in the 
physician EHR Incentive Program.  
 
ASA sees the benefit of NPPES providing up-to-date information and believes CMS must 
provide sufficient education and notification to physicians to update their information. 
We request that CMS provide estimates on the numbers of physicians per specialty who will 
need to update and/or provide their digital contact information. We are concerned that 
anesthesiologists, who held an exemption under the EHR Incentive Program, will need 
additional time to complete their NPPES updates. CMS should provide annual 60-day review 
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periods, similar to Physician Compare policies, for physicians and their practices to update and 
validate their information prior to posting.  
 
ADVANCING INTEROPERABILITY IN INNOVATIVE MODELS  
ASA looks forward to engaging with CMMI and other stakeholders on exploring new and 
innovative payment and service delivery models. A common theme among anesthesiologists in 
recent years is that the needs of surgical patients and the use of technology by 
anesthesiologists are not always compatible with policymakers on interoperability. This lost 
opportunity has limited our engagement with other stakeholders, including our surgical and 
procedural colleagues, in developing common APMs. Regardless, we believe that 
anesthesiologists and the data we gather and act upon can be shared and used effectively with 
our colleagues in other hospital departments as well as with primary care physicians.  
 
We believe CMMI has a central role in developing new models using FHIR and USCDI data 
classes. As previously noted, some of the most successful care coordination models 
anesthesiologists have participated in locally are known as the Perioperative Surgical Home 
(PSH) (https://www.asahq.org/psh). Through the PSH, anesthesiologists have partnered with 
their surgical colleagues, clinicians and hospital administrators to use electronic health records 
and other tools to enhance care coordination. We believe that future initiatives by CMMI to pilot 
new FHIR standards and advance the adoption for new data classes in USCDI should 
incorporate anesthesia practices and the expertise of anesthesiologists. ASA welcomes the 
opportunity to demonstrate the value our members contribute in delivering patient care and 
working with our colleagues to facilitate the sharing of actionable clinical data. 
 
***** 
 
We thank CMS for the opportunity to comment on these sweeping and meaningful proposals. 
We look forward to continued engagement with the agency to build a system of interoperability 
that meets the needs of patients, physicians, hospitals and payers. Please contact Matthew T. 
Popovich, ASA Director of Quality and Regulatory Affairs at m.popovich@asahq.org or 202/591-
3703 for further discussion. 
 
Thank you, 
 

 
 
Linda Mason, M.D., FASA 
President 
American Society of Anesthesiologists 

https://www.asahq.org/psh
mailto:m.popovich@asahq.org

