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February 26, 2016 

 

Eric Gilbertson 

CMS MACRA Team 

Health Services Advisory Group, Inc. 

3133 East Camelback Road, Suite 240 

Phoenix, AZ 85016-4545 

 

RE: CMS Quality Measure Development Plan: Supporting the Transition to the Merit-

based Incentive Payment System (MIPS) and Alternative Payment Models (APMs) 

(DRAFT) 
 

 

Dear Mr. Gilbertson:  

The American Association of Nurse Anesthetists (AANA) welcomes the opportunity to 

comment on the draft CMS Quality Measure Development Plan: Supporting the Transition to the 

Merit-based Incentive Payment System (MIPS) and Alternative Payment Models (APMs). The 

AANA makes the following comments and requests in the following areas:  

 

I. COORDINATION AND SHARING ACROSS MEASURE DEVELOPERS 

 AANA Comments:  Allow for Transparent and Consensus-Driven Quality Measure 

Development Process for MIPS and APMs Prior to Releasing New Measures 

 

II. EVIDENCE BASE FOR NON-ENDORSED MEASURES 

 AANA Comments:  Do Not Exclude CRNAs from Development of Non-Consensus 

Endorsed Quality Measures for MIPS and APMs 

 

III. QUALITY DOMAINS AND PRIORITIES 

 AANA Comments: Emphasize the Use of Cost-Effective Anesthesia Care in the 

Development of MIPS and APMs 

 

 AANA Comments: CAHPS Survey Should Not Be Used For Public Reporting of 

Patient and Caregiver Experience 
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IV. APPLICABILITY OF MEASURES ACROSS HEALTHCARE SETTINGS 

 AANA Comments: Ensure that the MIPS Program and APM Models Do Not 

Impose Unnecessary Supervision Requirements 

 

 AANA Comments: CRNAs Should be an Integral Part of Developing the Measure 

Portfolio for MIPS and APMs Across Healthcare Settings  

 

V. CONSIDERATION FOR ELECTRONIC SPECIFICATION 

 AANA Comment: CRNAs and APRNs Should Not be Forced to Participate in a 

Physician Specialty Association’s Qualified Clinical Data Registry 

 

VI.  STRATEGIC VISION OF THE MEASURE DEVELOPMENT PLAN 

 AANA Comment: We Support the Approach of the CMS Measure Development 

Plan (MDP) but Believe it Does not Address the Greater Systemic Issues with 

Current Quality Reporting Systems; Include CRNAs in Future Quality Measure 

Development and Implementation of PQRS and MIPS 

 

Background of the AANA and CRNAs 

The AANA is the professional association for Certified Registered Nurse Anesthetists (CRNAs) 

and student nurse anesthetists, and AANA membership includes more than 49,000 CRNAs and 

student nurse anesthetists representing over 90 percent of the nurse anesthetists in the United 

States.  CRNAs are advanced practice registered nurses (APRNs) who personally administer 

more than 40 million anesthetics to patients each year in the United States.  Nurse anesthetists 

have provided anesthesia in the United States for 150 years, and high-quality, cost-effective 

CRNA services continue to be in high demand.  CRNAs are Medicare Part B providers and since 

1989, have billed Medicare directly for 100 percent of the physician fee schedule amount for 

services.   

 

CRNA services include providing a pre-anesthesia patient assessment, obtaining informed 

consent for anesthesia administration, developing a plan for anesthesia administration, 

administering the anesthetic, monitoring and interpreting the patient's vital signs, and managing 

the patient throughout the surgery.  CRNAs also provide acute, chronic, and interventional pain 
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management services.   CRNAs provide anesthesia for a wide variety of surgical cases and in 

some states are the sole anesthesia providers in nearly 100 percent of rural hospitals, affording 

these medical facilities obstetrical, surgical, trauma stabilization, and pain management 

capabilities. According to a May/June 2010 study published in the journal of Nursing 

Economic$, CRNAs acting as the sole anesthesia provider are the most cost-effective model for 

anesthesia delivery, and there is no measurable difference in the quality of care between CRNAs 

and other anesthesia providers or by anesthesia delivery model.
1 
  Furthermore, an August 2010 

study published in Health Affairs shows no differences in patient outcomes when anesthesia 

services are provided by CRNAs, physicians, or CRNAs supervised by physicians.
2
  Researchers 

studying anesthesia safety found no differences in care between nurse anesthetists and physician 

anesthesiologists based on an exhaustive analysis of research literature published in the United 

States and around the world, according to a scientific literature review prepared by the Cochrane 

Collaboration.
3
 

 

According to a 2007 Government Accountability Office (GAO) study, CRNAs are the principal 

anesthesia provider where there are more Medicare beneficiaries and where the gap between 

Medicare and private pay is less.
4
  Nurse anesthesia predominates in Veterans Hospitals and in 

the U.S. Armed Forces.  CRNAs work in every setting in which anesthesia is delivered including 

hospital surgical suites and obstetrical delivery rooms, ambulatory surgical centers (ASCs), pain 

management facilities, and the offices of dentists, podiatrists, and all types of specialty surgeons. 

 

I. COORDINATION AND SHARING ACROSS MEASURE 

DEVELOPERS 

                                                             
1 Paul F. Hogan et. al, “Cost Effectiveness Analysis of Anesthesia Providers.” Nursing Economic$. 2010; 28:159-169. 

2
 B. Dulisse and J. Cromwell, “No Harm Found When Nurse Anesthetists Work Without Physician Supervision.”  

Health Affairs.  2010; 29: 1469-1475. 

3
 Lewis SR, Nicholson A, Smith AF,Alderson P. Physician anaesthetists versus non-physician providers of 

anaesthesia for surgical patients. Cochrane Database of Systematic Reviews 2014, Issue 7. Art. No.: CD010357. 
DOI: 10.1002/14651858.CD010357.pub2. 
 
4
 U.S. Government Accountability Office (GAO).  Medicare Physician Payments: Medicare and Private Payment 

Differences for Anesthesia Services. Report to Subcommittee on Health, Committee on Ways and Means, U.S. 
House of Representatives. GAO-07-463. July 2007;15.  http://www.gao.gov/new.items/d07463.pdf. 

http://www.gao.gov/new.items/d07463.pdf
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 AANA Comments:  Allow for Transparent and Consensus-Driven Quality Measure 

Development Process for MIPS and APMs Prior to Releasing New Measures 

 

The AANA supports the agency’s increased efforts to improve the coordination and sharing of 

knowledge and best practices among measure developers and with other federal partners.   We 

agree that measure developers should be required to coordinate across CMS programs, as well as 

with initiatives in other public programs and in the private sector to seek alignment of related 

measures and promote broader efficiency and consistency in measure development processes.   

The AANA supports the use of quality measures that are transparent, actionable, evidence-based, 

patient-centered and consensus-driven.   

 

Quality measures pertaining to anesthesia services should take into account all appropriate 

stakeholders, including CRNA input, regarding their professional role in the spectrum of 

anesthesia services and pain management.  For this reason, the AANA supports measures that are 

subject to a legitimate stakeholder consensus development process, such as one as demonstrated 

by the National Quality Forum (NQF) consensus process, which includes a wide variety of 

healthcare stakeholders and employs a rigorous process of accountability to assure validity and 

reliability.  We oppose the agency propagating quality measures that have not met such a 

standard.  If CMS chooses to include measures that have not undergone a consensus process, we 

recommend that the CMS measure specifications be open to the general public for  review and 

comment for feasibility and applicability prior to their use in the transition to Merit-Based 

Incentive Payment System (MIPS) and Alternative Payment Models (APMs) under the Medicare 

Access and Children’s Health Insurance Program Reauthorization Act of 2015 (MACRA) 

(Public Law 114-10)
5
.  Ensuring clarity of measure specifications would help the agency achieve 

its goal of quality measure harmonization and alignment across programs, settings and payers. 

 

II. EVIDENCE BASE FOR NON-ENDORSED MEASURES 

 

                                                             
5
 Medicare Access and CHIP Reauthorization Act of 2015 (PL 114-10), https://www.congress.gov/bill/114th-

congress/house-bill/2/text  

https://www.congress.gov/bill/114th-congress/house-bill/2/text
https://www.congress.gov/bill/114th-congress/house-bill/2/text
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 AANA Comments:  Do Not Exclude CRNAs from Development of Non-Consensus 

Endorsed Quality Measures for MIPS and APMs 

 

As stated above, the AANA supports the development and use of quality measures for MIPS and 

APMs that are evidence-based, consensus-driven and lead to continued improvement of patient 

outcomes.  As the agency proceeds with the development of non-consensus endorsed quality 

measures for MIPS, we urge CMS to include CRNAs in this process.  CRNAs are expert 

healthcare professionals that hold leadership roles in clinical, educational and academic, 

executive, board, legislative, and regulatory domains. Though both CRNAs and anesthesiologists 

provide anesthesia services, these professionals do not always provide anesthesia services 

together; they are colleagues and competitors in the marketplace. Thus, quality measures 

attributed to anesthesia services should allow all appropriate stakeholders participating in the in 

realm of anesthesia services and pain management, including CRNAs, a seat at the table in the 

development and implementation of these measures.  This action would align with the Institute 

of Medicine’s (IOM) recommendation that government policy expand opportunities for nurses to 

lead collaborative healthcare improvement efforts, and prepare and enable nurses to lead changes 

that advance health.
6
 

 

III. QUALITY DOMAINS AND PRIORITIES 

 

 AANA Comments: Emphasize the Use of Cost-Effective Anesthesia Care in the 

Development of MIPS and APMs 

 
 
As it is likely that any MIPS or APM program would involve anesthesia delivery, we believe that 

CMS has an interest in increasing access to and promoting high-quality, cost-effective anesthesia 

care.  All staffing models of anesthesia delivery are equally safe according to extensive 

published research as noted above, but the most cost-effective safe anesthesia care delivery 

model is the CRNA non-medically directed model, and we recommend that CMS arrange the 

components within the MIPS system and APMs to promote its use.  

                                                             
6
 IOM (Institute of Medicine). The Future of Nursing: Leading Change, Advancing Health (Washington, DC: The 

National Academies Press, 2011), see Recommendation #2: Expand opportunities for nurses to lead and diffuse 
collaborative improvement efforts, p.11 and Recommendation #7: Prepare and enable nurses to lead change to 
advance health, p. 14. 
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In demonstrating the costs of various modes of anesthesia delivery, suppose that there are four 

identical cases: (a) has anesthesia delivered by a non-medically directed CRNA; (b) has 

anesthesia delivered by an anesthesia care team where a CRNA medically directed at a 4:1 ratio 

by a physician overseeing four simultaneous cases and attesting fulfillment of the seven 

conditions of medical direction in each; (c) has anesthesia delivered by an anesthesia care team 

where CRNA medically directed at a 2:1 ratio; and (d) has anesthesia delivered by a physician 

personally performing the anesthesia service.  (There are instances where more than one 

anesthesia professional is warranted; however, neither patient acuity nor case complexity is a 

part of the regulatory determination for medically directed services.  The literature demonstrates 

that the quality of medically directed vs. non-medically directed CRNA services is 

indistinguishable in terms of patient outcomes, quality and safety.)  Further suppose that the 

annual pay of the anesthesia professionals approximate national market conditions, $170,000 for 

the CRNA
7

 and $540,314 for the anesthesiologist
8
.  Under the Medicare program, practice 

modalities (a), (b), (c) and (d) are reimbursed the same.  Moreover, the literature indicates the 

quality of medically directed vs. non-medically directed CRNA services is indistinguishable. 

However, the annualized labor costs (excluding benefits) for each modality vary widely. The 

annualized cost to staff the practice modality (a) equals $170,000 per year. For case (b), it is 

($170,000 +(0.25 x $540,314) or $305,079 per year. For case (c) it is ($170,000 + (0.50 x 

$540,314) or $440,157 per year. Finally, for case (d), the annualized cost equals $540,314 per 

year.  

 

Anesthesia Payment Model FTEs / Case Clinician costs per year / FTE 

(a) CRNA Nonmedically Directed 1.00 $170,000 

(b) Medical Direction 1:4 1.25 $305,079 

(c) Medical Direction 1:2 1.50 $440,157 

(d) Anesthesiologist Only 1.00 $540,314 

   

Anesthesiologist mean annual pay $540,314 MGMA, 2014 

CRNA mean annual pay $170,000 AANA, 2014 

                                                             
7
 AANA member survey, 2014 

8 MGMA Physician Compensation and Production Survey, 2014. www.mgma.com  

http://www.mgma.com/
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Under the more costly anesthesia models, hospitals and other facilities, not to mention patients 

and employers paying for commercial health plan coverage, are bearing the additional costs. 

With CRNAs providing over 40 million anesthetics in the U.S., and a considerable fraction of 

them being “medically directed,” the additional costs of this medical direction service are 

substantial.  Hospitals and other facilities should be able to choose how much cost they are 

willing to incur with respect to how they provide their anesthesia care.  Therefore, we 

recommend that the agency emphasize the use of cost-effective anesthesia care provided by 

CRNAs as the agency begins to develop MIPS and APM programs.  

 

 AANA Comments: CAHPS Surgical Care Survey Should Not Be Used For Public 

Reporting of Patient and Caregiver Experience 

 

The AANA supports assessing patient healthcare experience related to healthcare providers and 

applauds the agency’s commitment to this issue as this domain is one of the five quality domains 

mandated for use under MIPS.  However, we are concerned that the agency’s use of the 

Consumer Assessment of Healthcare Providers Survey (CAHPS) for individual or group 

reporting may lead the agency to use its Surgical Care Survey (S-CAHPS). The S-CAHPS does 

not accurately capture the patient’s experience with all types of anesthesia professionals.  This 

survey assesses patient experience with both surgeons and anesthesiologists, and utterly fails to 

capture patient experience with all types of anesthesia professionals, including CRNAs, or with 

nurses of any kind whose care is critical to surgical patients.   Anesthesiologists and CRNAs 

provide anesthesia services together and separately.  Yet, the S-CAHPS recognizes only the care 

of anesthesiologists who may not be involved in the delivery of anesthesia services and does not 

recognize the care provided by CRNAs.  CRNAs frequently administer anesthesia services 

without the participation or presence of an anesthesiologist, and the use of this survey for the 

purposes of measuring the patient’s care experience will not be an accurate reflection of care.  

Furthermore, the recent Institute of Medicine (IOM) study describes the critical contribution of 

APRNs to healthcare quality outcomes.
9
  APRNs, such as CRNAs, should be included in 

                                                             
9 IOM (Institute of Medicine). The Future of Nursing: Leading Change, Advancing Health (Washington, DC: The 
National Academies Press, 2011). 
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measure reporting.  Use of the S-CAHPS’s findings will yield faulty data about patient 

experience with anesthesia care that should not be used to guide any public policy decision 

making.  Should the agency continue with use of S-CAHPS, we request that the S-CAHPS 

remain optional regardless of group size and should not be used for public reporting, as it is not 

inclusive of all caregiver experience. 

 

IV. APPLICABILITY OF MEASURES ACROSS HEALTHCARE SETTINGS 

 AANA Comments: Ensure that the MIPS Program and APM Models Do Not 

Impose Unnecessary Supervision Requirements 
 

In advance of the agency gathering stakeholder input related to measures that are applicable 

across settings of care and types of clinicians, we urge CMS to ensure that the future MIPS 

program and APM models should not impose unnecessary supervision requirements.
10

  This is 

consistent with Medicare policy reimbursing CRNA services in alignment with their state scope 

of practice
11

, and with the Institute of Medicine’s recommendation, “Advanced practice 

registered nurses should be able to practice to the full extent of their education and training.”
12

 

 

There is no evidence that physician supervision of CRNAs improves patient safety or quality of 

care. In fact, there is strong and compelling data showing that physician supervision does not 

have any impact on quality, and may restrict access and increase cost.  Studies have repeatedly 

demonstrated the high quality of nurse anesthesia care, and a 2010 study published in Health 

Affairs
13

 led researchers to recommend that costly and duplicative supervision requirements for 

CRNAs be eliminated.   Examining Medicare records from 1999-2005, the study compared 

anesthesia outcomes in 14 states that opted-out of the Medicare physician supervision 

requirement for CRNAs with those that did not opt out.  (To date, 17 states have opted-out.)  The 

researchers found that anesthesia has continued to become safer in opt-out and non-opt-out states 

                                                             
10 See 42 CFR §§ 482.52, 482.639, 416.42. 

11 42 CFR §410.69(b), 77 Fed. Reg. 68892, November 16, 2012. 

12
 Institute of Medicine (IOM). The future of nursing: leading change, advancing health. Washington, DC: The 

National Academies Press, p. 3-13 (pdf p. 108) 2011. 
 
13 Dulisse, op. cit. 
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alike. In reviewing the study, the New York Times stated, “In the long run, there could also be 

savings to the health care system if nurses delivered more of the care.”
14

 

 

CRNA safety in anesthesia is further evidenced by the significant decrease in liability premiums 

witnessed in recent decades. In 2015, self-employed CRNAs paid 33 percent less for malpractice 

premiums nationwide when compared to the average cost in 1988.  When adjusted for inflation 

through 2015, the reduction in CRNA liability premiums is an astounding 65 percent less than 

approximately 25 years ago according to Anesthesia Insurance Services, Inc.  According to a 

May/June 2010 study published in the journal of Nursing Economic$, CRNAs acting as the sole 

anesthesia provider are the most cost-effective model for anesthesia delivery without any 

measurable difference in the quality of care between CRNAs and other anesthesia providers or 

by anesthesia delivery model.
15

 

 

The evidence also demonstrates that the supervision requirement is costly. Though Medicare 

requires supervision of CRNAs (except in opt-out states) by an operating practitioner or by an 

anesthesiologist who is immediately available if needed, hospitals and healthcare facilities often 

misinterpret this requirement to be a practice model rather than a condition of participation.  The 

AANA receives reports from the field that anesthesiologists suggest erroneously that supervision 

is some type of practice standard, an assertion bearing potential financial and quality of life 

benefit for anesthesiologists marketing their medical direction services as a way to comply with 

the supervision condition of participation.  When this ideology is established, anesthesiologist 

supervision adds substantial costs to healthcare by requiring duplication of services where none 

is necessary. Further, the Medicare agency has clearly stated that medical direction is a condition 

of payment for anesthesiologist services and not a practice standard.
16

   There are significant and 

unnecessarily costs involved when the hospital administrator believes that CRNAs are required 

to have anesthesiologist supervision. 

 

                                                             
14 Who should provide anesthesia care? (Editorial) New York Times, Sept. 6, 2010. 

15
 Paul F. Hogan et. al, “Cost Effectiveness Analysis of Anesthesia Providers.” Nursing Economic$. 2010; 28:159-

169. 
 
16 63 FR 58813, November 2, 1998. 



American Association of Nurse Anesthetists 

 AANA - 10 
 

   

According to a nationwide survey of anesthesiology group subsidies,
17

 hospitals pay an average 

of $160,096 per anesthetizing location to anesthesiology groups, an increase of 13 percent since 

the previous survey in 2008.  An astounding 98.8 percent of responding hospitals in this national 

survey reported that they paid an anesthesiology group subsidy.  Translated into concrete terms, 

a hospital with 20 operating rooms hospital pays an average of $3.2 million in anesthesiology 

subsidy. Anesthesiology groups receive this payment from hospitals in addition to their direct 

professional billing.  As independently licensed professionals, CRNAs are responsible and 

accountable for judgments made and actions taken in his or her professional practice.
18

   The 

scope of practice of the CRNA addresses the responsibilities associated with anesthesia practice 

and pain management that are performed by the nurse anesthetist as a member of inter-

professional teams.  The same principles are used to determine liability for surgeons for 

negligence of anesthesiologists or nurse anesthetists.  The laws’ tradition of basing surgeon 

liability on control predates the discovery of anesthesia and continues today regardless of 

whether the surgeon is working with an anesthesiologist or a nurse anesthetist.
19

  

 

There is strong evidence in the literature that anesthesiologist supervision fails to comply with 

federal requirements, either the Part A conditions of participation or Part B conditions for 

coverage.  Lapses in anesthesiologist supervision are common even when an anesthesiologist is 

medically directing as few as two CRNAs, according to a 2012 study published in the journal 

Anesthesiology,
20

 the professional journal of the American Society of Anesthesiologists.  The 

authors reviewed over 15,000 anesthesia records in one leading U.S. hospital, and found 

supervision lapses in 50 percent of the cases involving anesthesiologist supervision of two 

concurrent CRNA cases, and in more than 90 percent of cases involving anesthesiologist 

supervision of three concurrent CRNA cases.  This is consistent with over ten years of AANA 

membership survey data.  Moreover, the American Society of Anesthesiologists ASA Relative 

                                                             
17

 Healthcare Performance Strategies. Anesthesia Subsidy Survey 2012. 

18 American Association of Nurse Anesthetists. Code of Ethics for the Certified Registered Nurse Anesthetist. 
Adopted 1986, Revised 2005. 
 
19 Blumenreich, G. Another article on the surgeon’s liability for anesthesia negligence. AANA Journal. April 2007. 
 
20

 Epstein R, Dexter F. Influence of Supervision Ratios by Anesthesiologists on First-case Starts and Critical Portions 
of Anesthetics. Anesth. 2012;116(3): 683-691. 
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Value Guide 2013 suggested loosening further the requirements that anesthesiologists must meet 

to be “immediately available,” stating that it is “impossible to define a specific time or distance 

for physical proximity.”  This ASA Relative Value Guide definition marginalizes any relationship 

that the “supervisor” has with the patient and is inconsistent with the Medicare CoPs and CfCs, 

and with the Medicare interpretive guidelines for those conditions, which require 

anesthesiologists claiming to fulfill the role of “supervising” CRNA services be physically 

present in the operating room or suite. 

 

If a regulatory requirement is meaningless in practice, contributes to greater healthcare costs, and 

is contrary to existing evidence regarding patient safety and access to care, we recommend that it 

not be required in MIPS and APMs.  Moreover, we recommend that CMS advise MIPS and 

APM participants to eliminate this unnecessary requirement in order to ensure patient safety, 

promote access to care, and advance cost-effective healthcare delivery. 

 

 AANA Comments: CRNAs Should be an Integral Part of Developing the Measure 

Portfolio for MIPS and APMs Across Healthcare Settings  

 
 

As stated before, we have concerns about the development of quality measures for MIPS and 

APMs that are not subject to a transparent interdisciplinary consensus evaluation process.  

Measure development should be subject to all appropriate stakeholders’ review in order to 

qualify for use as a quality measure under MIPS and APMs.  As anesthesia providers who 

provide safe, high quality and cost effective care, CRNAs should be an integral part of 

developing the measure portfolio for MIPS and APMs across healthcare settings.  Any anesthesia 

measure that has not undergone a legitimate consensus development process involving full 

disclosure of the measure, CRNA input, and vote, should put into question the integrity of that 

measure.  Therefore, the AANA urges CMS not to allow the use of any anesthesia specific 

measure where a CRNA was not involved in the development of the measure for use in MIPS 

and APMs.  If such measures are considered in either the MIPS measure docket and/or in an 

APM, we urge CMS to consult with the AANA and its members for comment and feedback 

regarding the applicability and feasibility of an anesthesia measure within MIPS or an APM. 
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V. CONSIDERATION FOR ELECTRONIC SPECIFICATION 

 AANA Comment: CRNAs and APRNs Should Not be Forced to Participate in a 

Physician Specialty Association’s Qualified Clinical Data Registry 

 
 

Development of electronic clinical quality measures (eCQM) in a manner that improves measure 

quality and outcomes and increases clinical data availability has the potential to improve the 

healthcare system in numerous ways.  The AANA is a determined advocate for policy 

development that results in a connected, patient-centered healthcare system where health 

information is routinely shared across providers and settings of care to encourage the consistent 

provision of high-quality, safe and affordable care.  However, the AANA is concerned with the 

agency’s plans to leverage existing relationships with qualified clinical data registries (QCDRs) 

to promote integration with the eCQM development process and believe that CRNAs should not 

be forced to participate in a physician specialty association’s QCDR in order to report these 

measures.   

 

Many QCDRs have been developed by physician specialty societies which lack a transparent 

interdisciplinary consensus evaluation process for their non-PQRS measures.  The AANA 

supports the use of quality measures that are transparent, actionable, evidence-based, patient-

centered and consensus-driven.  Both non-PQRS and PQRS quality measures pertaining to 

anesthesia services should take into account all appropriate stakeholders, including CRNA input, 

regarding their professional role in the spectrum of anesthesia services and pain management.   

 

For this reason, the AANA supports measures that are subject to a legitimate stakeholder 

consensus development process, such as one as demonstrated by the National Quality Forum 

(NQF) consensus process, which includes a wide variety of healthcare stakeholders and employs 

a rigorous process of accountability to assure validity and reliability of measures.  We oppose the 

agency propagating quality measures that have not met such a standard, such as those measures 

that have transitioned from a non-PQRS (QCDR) measure to a PQRS measure.  The AANA 

maintains that a legitimate stakeholder consensus development process is one that follows NQF’s 
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“Candidate Consensus Standard Review,”
21

 which allows for public and member comment 

period.  Furthermore, any anesthesia measure that has not undergone a consensus development 

process involving full disclosure of the measure, CRNA input, and vote, should put into question 

the integrity of that measure.  Therefore, the AANA urges CMS not to allow the use of any 

anesthesia specific measures where a CRNA was not involved in the development of the 

measure.  Specifically, we ask that CMS seek comment and feedback from CRNAs regarding 

those anesthesia measures/specifications that have been chosen for the MIPs and APM programs.   

Additionally, we request that CMS consider the likelihood of successful participation of 

specialty providers in other reporting mechanisms (e.g., traditional CMS quality registry), noting 

that CRNAs should not be forced to participate in QCDRs based on the belief that “specialty 

QCDRs” are a better option for anesthesia professionals. 

 

 

VI. STRATEGIC VISION OF THE MEASURE DEVELOPMENT PLAN 

 

 AANA Comment: We Support the Approach of the CMS Measure Development 

Plan (MDP) but Believe it Does not Address the Greater Systemic Issues with 

Current Quality Reporting Systems; Include CRNAs in Future Quality Measure 

Development and Implementation of PQRS and MIPS 

 

 

The AANA appreciates the complex issues that the agency must undertake in the development of 

this MDP which serves as a strategic framework for the future of clinician quality measure 

development to support development of MIPS and APMs.  We believe that the AANA and 

CRNAs can play a vital role in helping to create this new framework and also to support its 

principles of better care, smarter spending, and healthier people.   

 

We would like to raise additional considerations as the agency develops and combines the 

existing quality reporting programs into the new system under MACRA.  While we agree with 

the approach of the MDP, we have concerns that the MDP does not address the greater systemic 

                                                             
21

 See: 
http://www.qualityforum.org/Measuring_Performance/Consensus_Development_Process_s_Principle/Candidate_
Consensus_Standard_Review.aspx. 

http://www.qualityforum.org/Measuring_Performance/Consensus_Development_Process_s_Principle/Candidate_Consensus_Standard_Review.aspx
http://www.qualityforum.org/Measuring_Performance/Consensus_Development_Process_s_Principle/Candidate_Consensus_Standard_Review.aspx
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issues our members have experienced with current quality reporting systems such as the 

Physician Quality Reporting System (PQRS).  Our members inform us that reporting and 

obtaining feedback is complex and arduous – a finding exacerbated when they receive 

notifications from CMS of penalties that they intended to avoid by reporting PQRS measures.  

The current PQRS program impairs providers from easily determining whether their reports did 

not meet requirements satisfactorily based on the 50 percent threshold submission rate, the 

performance rate, and/or the results of the MAV analysis.  We recommend that in developing 

MIPS, that CMS give significant attention to the experience that healthcare professionals will 

have in reporting and obtaining feedback transparently on MIPS scores.  Timely, meaningful and 

transparent feedback mechanisms are essential.  Without them, the agency will perpetuate 

provider frustrations with systems intended to help improve healthcare quality – an unfavorable 

outcome all stakeholders wish to avoid. 

 

CRNAs are committed to quality reporting through the PQRS and are committed to ensuring the 

success of the PQRS program.
22

  The PQRS program was created to encourage quality reporting 

and not to discourage providers to report quality and it is important to obtain an understanding of 

why CRNAs are currently incurring penalties in order to educate and prepare CRNAs for future 

PQRS and MIPS reporting.   As the agency has an interest in promoting CRNA participation in 

PQRS and MIPS, because CRNAs provide high-quality, cost effective anesthesia care in the 

services they provide, we request that CRNAs are included in future development and 

implementation of the PQRS program and the coming MIPS program. 

 

  

                                                             
22

 Centers for Medicare & Medicaid Services. 2013 Reporting Experience Including Trends (2007-2014): Physician 
Quality Reporting System and Electronic Prescribing (eRx) Incentive Program. April 8, 2015. Available at: 
http://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-
Instruments/PQRS/AnalysisAndPayment.html.  

http://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-Instruments/PQRS/AnalysisAndPayment.html
http://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-Instruments/PQRS/AnalysisAndPayment.html
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We thank you for the opportunity to comment on this MDP.  Should you have any questions 

regarding these matters, please feel free to contact the AANA Senior Director of Federal 

Government Affairs, Frank Purcell, at 202.484.8400, fpurcell@aanadc.com. 

 

Sincerely, 

 

                    
Juan F. Quintana, DNP, MHS, CRNA 

AANA President 

 

 

 

cc:  Wanda O. Wilson, CRNA, PhD, AANA Executive Director 

Frank J. Purcell, AANA Senior Director of Federal Government Affairs 

Randi Gold, MPP, AANA Associate Director Federal Regulatory and Payment Policy 


