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Monitoring nurse
anesthesia
educational
programs
In early 1992, the US Office of the
Inspector General conducted
onsite audits of 5 accrediting agen-
cies in addition to an audit of the
Accrediting Agency Evaluation
unit of the US Department of Edu-
cation. Visits were made to both
regional and specialized accredi-
tors to evaluate how well they were
monitoring their institutions’ and
programs’ compliance with
standards throughout the accredi-
tation period. The audit of Accred-
iting Agency Evaluation was to
determine the success of US
Department of Education’s control
over accrediting agencies to ensure
compliance with federal regula-
tions. The inspector general’s
review focused on monitoring
compliance with regulations and
standards addressing student
achievement, the validity of
accrediting agencies’ standards,
and enforcement actions taken
when accrediting agencies, accred-
ited institutions, or programs did
not comply with requirements.
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The Council on Accreditation
of Nurse Anesthesia Educational
Programs (Council) is keenly
interested in the outcomes of
these audits for their impact on
the next reauthorization of the
Higher Education Act. This is

because numerous regulations
that implement the Health Educa-
tion Act are ones that govern
accrediting agencies recognized
by the US secretary of education
including the Council. Any new
or revised regulations adopted
during the reauthorization period
will, therefore, have an impact on
the Council and the nurse anes-
thesia programs it accredits.

One method that the Council
uses to monitor ongoing compli-
ance with accreditation standards,
as required by the Health Educa-
tion Act, is the Annual Report.
Prior to 1991, there was no
requirement for nurse anesthesia
programs to submit Annual
Reports since the maximum
length of accreditation awarded by
the Council was just 4 years. Pro-
grams also were monitored
through review of abbreviated
interim self-studies after 2 years
or midway in the 4-year accredita-
tion cycle. A requirement for
Annual Reports was established to
replace interim self-studies once
the Council extended the maxi-
mum length of accreditation to 6
years. Annual Reports provided a
way for the Council to oversee
programs during longer periods of
time between onsite reviews.
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The first Annual Reports were
submitted to the Council by pro-
grams in 1991. Each program
completed a questionnaire that
requested data on the program,
faculty, and students. These data
were typed into a database by
Council staff until fiscal year 1998
when a major revision of the
Annual Report occurred. This
revision was announced at the
February 1998 Assembly of
School Faculty. Attendees were

told that the newly revised report
could be transmitted directly from
nurse anesthesia programs to the
COA via the Internet. Web-based
transmission of the Annual Report
was implemented in June 1998.
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The maximum length of
accreditation was extended to 10
years with a continuing require-
ment for annual reports in 1999.
A requirement for midcycle fac-
ulty and student evaluations of
programs was implemented in the
same year. The evaluations are
completed 5 years after accredita-
tion is awarded or midway in the
accreditation cycle. Feedback
from the evaluations is available
to both the Council and a program
being evaluated. The information
gained from the evaluations can
serve as a catalyst for program-
matic improvement as well as a
monitoring tool.

Annual Reports also have other
functions in addition to providing
a mechanism for the Council
to monitor programs.

2,3
Annual

reports:
1. Generate data for informa-

tional tables.
2. Print mailing labels for pro-

gram directors and chief executive
officers of accredited programs.

3. Provide a list of scheduled
onsite accreditation visits to edu-
cation programs for a 10-year
period.

4. Access online information
for scheduling onsite visits.

5. Produce a list of shared clin-
ical and academic affiliations or
sites and their locations.

6. Provide information for
some publications, such as the
COA's official List of Recognized
Educational Programs.

4

7. Provide information needed

E D U C A T I O N N E W S

Key words: Compliance with
accreditation standards, nurse
anesthesia program data.

Betty J. Horton, CRNA, DNSc
AANA Director of Accreditation and
Education



178 AANA Journal/June 2002/Vol. 70, No. 3

for writing reports or responding
to requests for data about programs
and faculty for a variety of reasons.

8. Require programs to regu-
larly document their continuous
evaluation processes, student
learning, and efforts to improve.

Information about nurse
anesthesia programs
The following information was
selected from public data submit-
ted by 83 programs in the 2001
Annual Reports. Two new pro-
grams were exempt from complet-
ing reports in their inaugural year.
Some comparisons are made with
data from 1997.

3
Confidential

data also are submitted by pro-
grams but are not released outside
of the Council.

• Primary emphasis. In January
1997, 46 out of 85 programs
(54%) awarded masters’ degrees
in nursing. By 2001, 48 out of 85
programs (56%) were housed in
colleges of nursing. The other pro-
grams awarded a variety of
degrees including health science
and biology. As reported in an ear-
lier article, this distribution
reflects the professional organiza-
tion's support of diversity in aca-
demic degrees as found in the
AANA Board of Directors’ 1989
Position Statement on the Educa-
tion of Nurse Anesthetists at the
Graduate Level.
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• Faculty highest degree. The
2001 Annual Report confirmed that
each Certified Registered Nurse
Anesthetist (CRNA) administrative
faculty member, director, and assis-
tant director held a minimum of a
master’s degree. Interestingly, the
number of CRNA faculty with doc-
toral degrees had increased from
prior years with 41 programs
reporting a total of 65 CRNA fac-
ulty with doctoral degrees. Thirty-
one programs reported an addi-
tional 48 CRNA faculty enrolled in
doctoral degree programs.

• Authority. The number of pro-
grams conducted by sole or shared
authorities were the same for 1997
and 2001. The majority of pro-
grams (76%) were operated by 1
controlling entity. Sole authorities
included conducting organizations
with responsibility for funding pro-
grams. Examples of sole authori-
ties were universities, hospitals,
academic medical centers, founda-
tions, and corporations. The
remaining 24% of programs were
jointly operated. Combinations of
hospitals, universities, anesthesiol-
ogy groups, and foundations com-
prised the entities operating jointly
controlled programs.

• Program length. Overall, pro-
grams had increased in length over
the years. In 2001, 26% of pro-
grams reported lengths ranging
from 24 to 26 months that had
decreased from 31% of programs in
1997 and 57% in 1991. In 2001, 62
of 83 programs (75%) were 27
months or longer. The shortest pro-
grams were 24 months in length
while the longest was 36 months.

Nine of 83 programs required
an average of 76 quarter hours for
graduation. Seventy-four percent
of programs required an average
of 57 semester hours for gradua-
tion. The variance in length and
credit hours was due to differ-
ences in university requirements.

• Programs, clinical sites, and
graduates. There were 88 programs
in 1996. Six programs opened
from 1997 through 2001, and 9
closed. However, the number of
programs remained fairly constant
on average with a total of 85 pro-
grams in both 1997 and 2001. In
comparison, the numbers of clini-
cal sites continued to increase sig-
nificantly from 1990 when there
were only 266 sites. The number
of clinical sites grew again from
534 in 1997 to 733 in 2001.

These numbers verify that pro-

grams have continued to increase
in size and complexity with greater
numbers of clinical sites and larger
classes of students. Records main-
tained by the Council revealed an
average class size of 7 students in
1989 compared with an average
class size of 19 in 2001. The small-
est class size of first-year students
consisted of 5 graduate students,
while the largest class consisted of
104. Data compiled by the Council
on Certification of Nurse Anes-
thetists also confirmed the growth
in programs with the number of
graduates increasing from 934 in
1997 to 1,159 in 2001 (personal
communication with Susan S.
Caulk, CRNA, MA, April 3, 2002).

• Tuition. Tuition had continued
to increase in 2001 from the aver-
age in-state tuition of $5,731 in
1991. The average in-state tuition
for civilian programs was reported
to be $14,014 in 1997 and $19,338
in 2001. Nurse anesthesia graduate
students most frequently sought
financial aid through agreements
with the military, future employers,
and guaranteed students loans.
Many graduate students received
small grants from nurse anesthesia
traineeships. Nurse anesthesia stu-
dents enrolled in military programs
received military pay and paid no
tuition.

•New directors in established pro-
grams. In 1997, the turnover rate of
CRNA program directors hit an all-
time high at 24% from an earlier
rate of 15%. The reasons behind
this turnover rate were explored by
the AANA Education Committee
that year, and the results were pub-
lished in the February 1997 AANA
Journal.

6
One recommendation

from the study to improve this situ-
ation was an Educators’ Institute
that was presented at the 1999
Assembly of School Faculty.

The 2001 Annual Report
revealed that the turnover of CRNA
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program directors had continued.
Sixteen (19%) program directors
and 17 (20%) assistant directors left
their positions during the year. Rea-
sons for these departures were
identified as: returning to anesthe-
sia practice, inability to find quali-
fied faculty, military transfers, a
promotion, a retirement, an invol-
untary resignation, and stepping
down as director to an assistant’s
position.

In addition to the 1999 Educa-
tors’ Institute, the profession has
attempted to help new directors
be successful at their jobs by con-
ducting an annual Orientation for
New Program Directors and a
Mentoring Program. The AANA
Education Committee also has
designed meeting agendas at the
Assembly of School Faculty to
promote networking and faculty
development.

• Applicants. The applicant
pool had increased dramatically
from previous years allowing both
established and new programs to
fill their student positions. An
unpublished survey by the AANA
Education Department revealed
an average of 23 qualified appli-
cants per program who could not
be accepted.

7
It appears that new

programs and developing pro-
grams will soon be ready to help
meet the needs of well-qualified
applicants, as well as the needs of
institutions seeking CRNAs to
provide anesthesia care.

The availability of a large appli-
cant pool is in contrast to concern
expressed by some educators over
a decrease in qualified applicants
in past years. Their concerns were
confirmed by 1996 Annual Report
data that revealed approximately
75 student positions not filled that
year.

3
A shortage of applicants is

no longer the situation today.
• Invasive techniques. Students

obtain experiences in invasive
techniques including arterial punc-
ture, arterial catheter placement,
central venous pressure catheter
placement, and pulmonary artery
catheter placement. The data show
that actual experience with arterial
puncture and arterial catheters are
provided in 100% of programs.
Eighty-eight percent of programs
offer experiences with insertion of
central venous pressure catheters.
Experience with pulmonary artery
catheter use had increased from
75% in 1997 to 81% in 2001.

• Administration of regional
anesthesia. The actual administra-
tion of all regional techniques con-
tinued to increase in 2001. This
included subarachnoids, epidu-
rals, axillary blocks, Bier blocks,
retrobulbars, and other blocks
such as digital. In 1997, 97% per-
cent of programs reported that stu-
dents obtained experience with
subarachnoid blocks as compared
with 100% of programs in 2001.
Eighty-three percent of programs
reported students obtained experi-
ences with epidurals in 1997 com-
pared with 99% in 2001. Programs
providing experiences with axil-
lary blocks had increased from
83% to 87% from 1997 to 2001.

• Nonoperating room experi-
ences. Programs reported that stu-
dents obtained clinical experi-
ences in a variety of nonoperating
room settings. Students in 65
(78%) of the programs were
involved in pain management.
Other experiences included office-
based practices, preoperative and
postoperative units, radiology,
intensive care units, dental clinics,
respiratory care, and community-
based activities.

Conclusion
For more than 10 years, the Coun-
cil’s Annual Report has been used

to monitor nurse anesthesia pro-
grams throughout the accredita-
tion period. It also has provided
interesting data to use in analyzing
trends and highlighting situations
in need of further study in nurse
anesthesia education programs.
Data from the reports have docu-
mented that programs are continu-
ing to become more complex in
response to the high demand for
CRNAs and changes in the health-
care environment. Efficiencies
accrued by operating larger pro-
grams have been possible, in part,
due to the availability of current
technology. Using numerous and
more distant clinical sites seems to
promise the best clinical experi-
ences possible for a greater num-
ber of nurse anesthesia graduate
students.
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