
 

 
 

June 16, 2021 

 

Chiquita Brooks-LaSure 

Administrator 

Centers for Medicare and Medicaid Services (CMS) 

7500 Security Boulevard 

Baltimore, MD 21244 

 

Submitted electronically via: http://www.regulations.gov 

 

RE: CMS-1752-P; Advancing to Digital Quality Measurement and the Use of Fast 

Healthcare Interoperability Resources (FHIR) in Hospital Quality Programs—

Request for Information 

 

Dear Administrator Brooks-LaSure: 

 

On behalf of the 53,000 members of the American Society of Anesthesiologists® (ASA), I am pleased to 

offer feedback and comments on CMS’s Request for Information on “Advancing to Digital Quality 

Measurement and the Use of Fast Healthcare Interoperability Resources (FHIR) in Hospital Quality 

Programs” within the proposed 2022 Inpatient Prospective Payment System (IPPS) rule. This RFI is a first 

step in CMS encouraging and supporting the movement toward seamless data exchange and hospital 

digital quality measurement. Moving to full digital quality measurement will influence not only hospital quality 

reporting but may positively impact clinicians reporting within the entire health system as well.  

 

We are optimistic about the promise of digital quality measures, especially since digitization may foster 

additional opportunities to assess the contributions anesthesiologists make to patient outcomes and 

experience of care in hospital-based settings. Ideally, if hospital measures were digitized and immediately 

available to the anesthesiologist, the anesthesiologist might be able to assess their portion of the care 

delivered to a patient and make appropriate clinical adjustments for future patients. By leveraging advances 

in technology to access and electronically submit interoperable data, we believe automation of the measure 

data collection process through FHIR-based quality reporting could decrease provider burden and 

improve patient outcomes. However, as CMS develops policies and encourages FHIR-based quality 

reporting, the agency should continue to assess whether the burden has been reduced or if it will 

manifest in other unintended ways.  

 

Successful merging of patient and electronic health record (EHR) data has tremendous potential to improve 

the analysis and utility of quality data. Although we agree in principle with the digitization of hospital-based 

measures, we encourage greater transparency in data that individual physicians can use to improve 

individual patient care. Anesthesiologists have limited access to and control over the aggregated data 

stored in hospital and facility EHRs. Likewise, information generated by anesthesiologists oftentimes is 

siloed from other specialists. Sharing of anesthesiologist-generated information during the perioperative 

period would enhance health care delivery and help surgeons, primary care physicians, and others to better 

manage patients after surgeries and procedures. Ideally, a collaborative and transparent process, including 
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access to real-time quality measure scores and predictive analytics, would provide actionable feedback for 

anesthesiologists and our colleagues to drive local quality improvement efforts, improve clinical decision-

making, and enhance patient outcomes and experiences. 

 

CMS can address a gap in quality measurement by facilitating greater connection between hospital-based 

data and measures and the specialty measures that contribute to better outcomes, lower costs, and 

increased interoperability. Quality measures used by anesthesiologists in the Merit-based Incentive 

Payment System (MIPS) are captured electronically via or by a combination of an electronic health record 

(EHR), an Anesthesia Information Management System (AIMS), or a quality app; or manually in paper 

records. The multiple locations where anesthesiologists pull data from to calculate these measures often 

results in feasibility issues and measurement gaps. We recognize, for instance, that process measures 

have well-recognized limitations and will likely play a much more minor role in the future compared to 

outcome measures. Currently, ASA struggles to develop risk-adjusted outcome measures because we lack 

the necessary outcomes data that hospitals, payers, and other large systems can readily acquire from 

patients. Our specialty is working to address this obstacle and we believe it to be likely that many other 

specialty organizations are also faced with this same challenge.  

 

In general, our comments touch upon several themes: 

 We find the timeline for implementation of digital quality measures to be overly aggressive and do 

not believe that a five-year time horizon is reasonable. We prefer a phased approach that will 

incorporate the perspectives and resources available to facilities and physicians with limited 

resources over time.  

 Digital measures at the hospital level and access to actionable data by physicians can greatly 

improve patient outcomes and experience. 

 Transitioning to FHIR-based quality reporting may reduce physician burdens, but CMS should 

continue to monitor how that burden may shift to other stakeholders. For anesthesiologists, working 

with EHRs that they do not own or have appropriate access to may limit their contributions to digital 

measures. Anesthesiologists working on paper records may be at a significant disadvantage in 

demonstrating how their clinical actions can improve a hospital’s performance on digital quality 

measures.  

 Near real-time sharing of data and measures would benefit patients, physicians, and other 

stakeholders who would use the data to more readily understand gaps in care and take appropriate 

quality improvement actions. 

 

We look forward to continued collaboration with CMS and other stakeholders on improving the collection of 

clinical data that can lead to improved patient outcomes and reduced costs. 

 

Do you agree that a transition to FHIR-based quality reporting can reduce burden on health IT 

vendors and providers? 

 

The transition to FHIR-based quality reporting has the potential to reduce burden for most facilities and 

groups but may increase the burden significantly for those stakeholders with fewer resources. ASA expects 

that hospitals and academic medical centers who have already implemented major integrated EHR 
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platforms are well-positioned to move to digital quality measurement. We anticipate, however, that our 

members working in community hospitals and private practices will encounter significant obstacles in 

deploying fully integrated EHRs to meet the FHIR standard by 2025. Smaller hospital systems and small- 

to medium-sized physician groups oftentimes do not have EHRs that are interoperable, and many hospital 

systems do not adequately collect digital patient data or self-reported patient health data. Even though 

some EHR vendors have provided upgrades to those hospitals to meet new interoperability requirements, 

the rollout has been slow and much of the process has been delayed due to regulatory extensions granted 

as a result of the COVID-19 public health emergency.  

 

For anesthesiology departments or groups practicing in hospital settings, our members may face challenges 

if the deployed EHR system does not have specific support for sharing information in a standardized format 

from the AIMS. EHR vendors have been slow to develop interoperable AIMS connections because no 

standard has been published by HL7, the parent organization of FHIR. Anesthesiologists working in well-

resourced settings at times experience difficulties accessing patient health information because of this 

particular health IT challenge. Such a disruption has real world implications for patient care. For example, 

the importance of incorporating all known health evaluations into a pre-anesthesia evaluation is frequently 

underestimated by developers and non-anesthesiologists. The lack of reliable electronic data transfers 

between primary care and specialty offices (like cardiology) and the anesthesia EHR inhibits the ability to 

share data. These interoperability issues must be addressed to take full advantage of FHIR standards for 

digital quality measurement. 

 

Implementation of digital quality measures (dQMs) would provide an incentive for health IT vendors to meet 

emerging needs, and potentially lead to a common standard for information transfer for AIMS. The most 

essential and complex part of this process is mapping and validation, which requires significant resources 

from hospitals, private practice groups, and other stakeholders to achieve. If HL7/FHIR standards can be 

extended to meet multiple data exchange needs, this would make such data exchange technically feasible. 

However, the mapping in and of itself would not solve the problem of resourcing the development and 

maintenance of data mappings to the FHIR standard. 

 

In the long term, a transition to FHIR may reduce the quality outcomes reporting burden if the health IT 

vendors can provide an integrated EHR with FHIR that can be installed as a package for health care 

systems and clinicians. The burden for individual health care systems to build unique ways to integrate their 

current individual EHRs with the FHIR would be high, requiring IT resources (i.e., personnel expertise, time, 

cost) to be devoted to this effort by each individual hospital system. The cost should not be 

underestimated—addons to any IT system are generally high-cost and will compete with other quality 

initiatives in physician practices and hospital budgets.  

 

Despite reservations about cost, implementation, and realistic timelines, we believe the implementation of 

the FHIR standard would eventually facilitate data transmission across health care entities and make it 

possible to measure outcomes longitudinally across various care settings (i.e., outpatient, inpatient, post-

acute care, nursing home settings). Most quality measures only measure quality while a patient is cared for 

in a single setting, such as a hospital setting. Improving population health requires that we measure and 

understand patient outcomes across multiple patient settings. Anesthesiologists could participate in and 
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benefit from such data exchanges. For example, if a patient is admitted to a hospital with an acute 

myocardial infarction (AMI), CMS’s goal should not only be to measure 30-day mortality, readmissions, and 

hospital-free days—all of which can be obtained using inpatient data and the MBSF file—but also to 

measure short-term and long-term complications, which requires access to data from other health care 

entities (outpatient, post-acute care, etc.). For anesthesiologists contributing to the care of the AMI patient, 

patient-reported satisfaction data may, for instance, be linked with pain scores and use of anti-nausea 

drugs. The improved data sharing of quality measures, both at the patient and facility levels, would 

significantly enhance our anesthesiologists’ abilities to provide more personalized patient-centered care. 

 

How important is a data standardization approach that also supports inclusion of patient-generated 

health data (PGHD) and other currently non-standardized data? 

 

We believe the primary obstacle for achieving full digital measurement is the lack of data standardization. 

The value of creating a “data highway” that allows data to be freely exchanged across different health care 

entities is limited if the same data concept is captured differently. For example, in the case of perioperative 

outcomes, anesthesiologists capture a wealth of comorbidity data in the preoperative evaluation but there 

is no agreed-upon data standard across EHR vendors and between hospitals/hospital systems regarding 

what data elements to capture and how these data elements should be defined. Because there was no 

standard data dictionary when EHRs were first introduced, hospitals often customized their EHRs to reflect 

local practices for data collection. As a result, EHRs of different hospitals “speak different dialects.” While 

some overlap exists, it is far from perfect. For instance, congestive heart failure may be coded as a 

comorbidity if it is present within thirty days of admission in one hospital, while another hospital codes it if 

present within seven days of admission, and yet a third hospital does not specify a time interval for coding. 

This makes it difficult to create valid quality metrics using data elements that have different meanings in 

various hospitals or within alternative care settings.  

 

CMS and the Office of the National Coordinator for Health Information Technology (ONCHIT) should work 

collaboratively with data registries and vendors to ensure that common definitions are used. For anesthesia, 

the Anesthesia Quality Institute National Anesthesia Clinical Outcomes Registry (AQI NACOR) uses a 

standardized data dictionary that was created with input from multiple stakeholders and culled from 

nationally recognized standard setting organizations. AQI NACOR and our physician leaders hope to work 

with EHR vendors to incorporate these as structural data elements and create a data standard for 

perioperative data collection. Based on our prior experience working with vendors, we believe that those 

vendors will be receptive to this approach. However, assuming that EHR vendors adopt the AQI NACOR 

definitions, adopting a new data standard at the hospital level is not as simple as turning on a light switch. 

Individual hospitals have invested significant resources to create their own local EHRs and to train their 

staff on their EHR use. Introducing new terms and definitions would take time to implement at the local 

level. 

 

We recommend that CMS first explore the possibility of using data that is already available, such as ICD-

10 data, that could be purposed as the initial data infrastructure for dQMs. Since many CMS measures rely 

on ICD-10 and administrative claims data, it could be realistic to convert several measures to dQMs within 

the five-year time frame. Thus, a data highway created using FHIR as the standard to support APIs may 
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make it possible for early dQMs to measure outcomes across many different care settings that collect ICD-

10 codes.  

 

Do you have feedback on policy considerations for aggregation of data from multiple sources being 

used to inform measurement? 

 

ASA supports CMS’s driving principle that quality reporting should be seamless, standardized, and 

accessible through the metadata located in the EHR, making data available through APIs. To the extent 

that some measures could be calculated automatically based upon available data (rather than being 

manually determined by a clinician at the end of the case or after a patient’s stay in the postanesthesia care 

unit), we believe there is potential for reduced provider burden through this approach. 

 

Anesthesia records are complicated and generate large amounts of clinical data points—even for short 

cases. Anesthesia records include a number of physiological measures that include vital signs (often 

captured every three minutes or more frequently), physiological values pertaining to ventilation, 

neuromuscular activity, temperature, and other features. All this is in addition to pharmacological episodes 

and free text fields that are not easily translatable to EHRs. Challenges like this make our specialty unique 

in regard to the application of federal interoperability policy and local EHR and health IT implementation.  

 

Enterprise EHR systems that include the anesthesia record and other features of an anesthesiologist’s 

workflow are beneficial for aggregating patient data but oftentimes are the last module implemented in local 

facilities. Ideally, the availability of standardized and interoperable data should make it possible to create a 

robust set of quality measures that could provide comprehensible and actionable feedback to clinicians. If 

anesthesiologists had access to near real-time patient data and outcomes from the hospital, they could use 

that data to understand how their individual performance could be improved and lead to improvements in 

processes and outcomes. Hospital-level data could also be used to deliver near real-time predictive 

analytics to inform clinician and patient decision-making.  

 

What functionalities, described in Section (4)(b) or others, should quality measure tools ideally have 

in the context of the pending availability of standardized and interoperable data (for example, 

standardized EHR data available via FHIR-based APIs)?  

 

ASA believes quality measure tool functionalities must be advanced to expand the availability of 

standardized and interoperable data (standardized EHR data available via FHIR-based APIs). For example, 

tools must have the capacity to build custom and batch searches. Cross-discipline search functionality is a 

critical interoperable feature to allow clinicians to view, for example, when patients have undergone cardiac 

catheterization or had a stroke code called within seven days of surgery. 

 

It is also necessary to identify a “home” for the aggregated data and determine data security. CMS should 

construct solutions for how patient-level data can be sent to the data aggregator securely and how non-

public feedback can be sent back to clinicians securely. If these data are being used for predictive analytics, 

solutions to keep patient-level data secure will also need to be identified. Additionally, an established 



 

6 
 

process for the validation of data from multiple institutions will need to be implemented. Data validation is 

one of the most resource intensive tasks, usually requiring periodic manual chart review to ensure accuracy.  

 

As mentioned previously, data inputs must be defined and standardized to ensure optimal functionality of 

quality measure tools. For instance, there are inherent challenges in aggregating data for measurement 

when combining data from multiple sources and the extent of these challenges will stem from how well the 

data quality can be managed. If data quality is low and there is a large amount of data missing, combining 

data from multiple sources has the potential to create misleading representations and could lead to 

inaccurate scoring. Unfortunately, even the most basic information has proven to be challenging to 

standardize, including patient height and weight. With CMS focus put on data infrastructure and data 

measurement tool improvement, the quality of data mapping to clinical diagnoses could greatly improve.  

 

Do you have feedback on the role data aggregators can and should play in CMS quality measure 

reporting in collaboration with providers? How can CMS best facilitate and enable aggregation? 

 

Many data aggregators have the capacity to assist in developing specialty-specific tooling to enable more 

streamlined workflows for data mapping and validation. The vast majority of the effort required to provide 

quality measure data is in the identification of the appropriate data fields (mapping), as well as the process 

of reviewing extracted data and comparing it to the source system to ensure the extraction was done 

correctly (validation). Our specialty has experience in mapping and validating extracts with the AIMS 

systems we use. This process has collectively taken hundreds of hours per participating site with 

contributions from data analysts and anesthesiologists. Should data not be resourced aggressively at a 

local level, then the data quality for the extract would be poor. If mapping is done incorrectly, this could 

easily result in clinicians erroneously failing to meet dQM reporting standards or receiving measurement 

data from hospitals and health systems. 

 

ASA believes more work needs to be done to describe exactly how data aggregation would occur between 

clinicians, hospitals, registries, health IT stakeholders, payers, and CMS. Hospitals, health IT vendors, 

registries, and other stakeholders play a fundamental role in the collection, reporting, and analysis of data 

needed to support value-based care. We would expect hospital systems to provide data as needed to 

specialists or offer access to data in a workable format for registries or large groups to integrate. We believe 

CMS could best facilitate data aggregation by enabling data aggregators to access hospital outcome data 

for reporting. However, adapters would need to be in place for third party aggregators to access the 

information they need for quality reporting. Although AQI NACOR Quality Concierge has established some 

adapters to streamline data collection, most physicians and groups have incomplete or non-existent access 

to their EHR data. We recommend CMS create a task force or working group comprised of EHR vendors, 

hospital administrators, and physicians to explore potential solutions for improving data aggregation. 

 

Would access to near real-time quality measure scores benefit your practice? 

 

Near real-time quality measure scoring, that is based upon best practices of perhaps 7-day, 30-day, or 

quarterly data availability, would be beneficial to anesthesiologists. For some academic centers, our 

specialty already has this type of scoring system established through the Multicenter Perioperative 
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Outcomes Group (MPOG/ASPIRE) registry. This data aggregation has been found by participants to be 

extremely useful to clinicians at the sites that have completed implementation. AQI NACOR offers 

participants the ability to review their quality scores and benchmarks at any time during the reporting year 

as well. Quality measure data from hospitals, available in near real-time, can help clinicians optimize their 

performance and it has the potential to identify hospitals and other health care workers within the hospitals 

that do considerably better or worse than others. For them, near real-time data could, in a timely manner, 

help to improve the care those physicians and clinicians provide to patients. ASA welcomes efforts by CMS 

to create dQMs that have near real-time scores as the means to improve outcomes, increase accountability, 

and reduce health care costs. 

 

Do you agree with the goal of aligning data needed for quality measurement with interoperability 

requirements? What are the strengths and limitations of this approach? Are there specific FHIR 

Implementation Guides suggested for consideration? 

 

ASA understands that the demand for interoperability and recognizes that recently adopted rules are 

powerful drivers guiding CMS’s vision of transitioning fully to hospital digital quality measurement by 2025. 

However, the CMS Interoperability and Patient Access Final Rule and the ONC 21st Century Act Final Rule 

were published amid the COVID-19 pandemic and the timing has imposed implementation delays for 

physicians, hospitals, health IT developers, and payers. For anesthesiologists and other clinicians, the 

pandemic has further limited the available resources to upgrade local systems and to prioritize EHR and 

AIMS updates.  

 

CMS should encourage stakeholders to expand the use of common FHIR standards, implementation 

guidelines, and reference implementation. For anesthesiologists, the HL7 organization has developed and 

published a domain analysis model and implementation guide for preprocedural anesthesia, and a domain 

analysis model for intraprocedural anesthesia, but not an implementation guide. At present, there is no 

formal HL7 standard for anesthesiology data—and we do not expect anesthesiology-specific data in HL7 

to be included in future versions of the United States Core Data for Interoperability (USCDI) for some time. 

 

The timeline set by the ONC for health IT developers to comply with requirements in the 21st Cures Act 

Final Rule has been extended to December 31, 2022. This means it will be 2023 before API technology will 

be required to respond to requests for data specified in the USCDI Version 1 (according to the US FHIR 

Core Implementation Guide (US FHIR Core IG) for FHIR Release 4). Also, technology will need to support 

all required search criteria specified in US FHIR Core IG for access requests with patient and user scope. 

While we agree that additional time will allow health IT vendors and payers to develop, test, and implement 

the necessary systems, this also creates obstacles for meeting a goal of full dQM reporting by 2025. 

 

Because anesthesiologists are rarely assessed on population health measures, current elements available 

within USCDI and the interoperability requirements provided by recent rules will not allow sufficient time for 

our specialty to contribute substantially to dQMs by 2025. USCDI Version 1 (v1) does not include 

anesthesia-specific elements and we have learned that USCDI Version 2 (v2) will not be available for EHR 

systems until March 2022—and only if/when ONC adds those elements via the Standards Version 

Advancement Process. Since the interoperability requirements for health IT developers will begin in 
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December 2022 (and just include the exchange of USCDI v1 data elements), we are concerned about how 

CMS will fully implement dQMs by 2025. 

 

Interoperable data availability will continue to be limited and inadequate for anesthesiologists to inform data 

standards and quality measurement. The availability of actionable data for dQMs could be enhanced if 

USCDI Version 3 (v3) is adopted as a new standard, presumably sometime in 2023, and if the elements 

and classes are expanded exponentially to include specialty-specific elements. Given the current timeline 

for the release of v2, we expect v3 may not be available for updates to EHR systems until mid-2023. This 

timeline leaves little room for delay or for physicians to become acquainted with dQMs. Simply put, moving 

to full digital quality measurement by 2025 does not align with interoperability timelines set forth in the CMS 

and ONC final rules.  

 

It is our hope that there will be anesthesia-specific FHIR resources specified by HL7 in the future. ASA 

supports modernization of the hospital quality measurement enterprise to advance patient-centered and 

personalized care and to align data for quality measurement with interoperability requirements. However 

we feel that 2025 is an unrealistic timeframe given the current limited scope of the USCDI. 

 

We also seek to identify opportunities to collaborate with other Federal agencies, states, and the 

private sector to adopt standards and technology-driven solutions to address our quality 

measurement priorities and across sectors. 

 

We look forward to working with CMS, hospitals, payers, and other stakeholders on transitioning current 

clinical quality measure sets found in various CMS programs to dQMs. In summary, we feel CMS’s five-

year timeline for moving to full digital quality measurement is too aggressive given the level of national data 

integration required, as well as the cost for measure stewards to revise and update their measures. We 

hope this RFI will allow CMS to design a strategy and timeline to garner additional stakeholder perspective, 

feedback, and buy-in. Establishing pilot programs at certain facilities may be useful to evaluate the feasibility 

and resource requirements for converting clinical quality measures to dQMs. We recommend CMS work 

with individual hospital systems, as well as individual physicians and group practices, to evaluate their level 

of readiness for any transition to dQMs. CMS should also assess the current IT infrastructure and financial 

resources available to physician groups. Without physician buy-in, we fear that the transition to hospital-

level dQMs will be partially fulfilled and will not take advantage of available data generated in the delivery 

of patient care.  
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Thank you for your consideration of our comments. We welcome the opportunity to speak with you further 

about our comments in the future. Please contact Matthew Popovich, Ph.D., ASA Director of Quality and 

Regulatory Affairs (m.popovich@asahq.org), for questions or further information. He may also be contacted 

at 202-289-2222. 

 

 

Sincerely, 

 
Beverly K. Philip, MD, FACA, FASA 
President  
American Society of Anesthesiologists  
 
 


