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June 27, 2016 

 
Andrew M. Slavitt 
Acting Administrator 
Centers for Medicare & Medicaid Services 
Department of Health and Human Services 
Attn:  CMS-5517-P 
P.O. Box 8013 
7500 Security Boulevard 
Baltimore, MD  21244-8013 
 

RE: CMS-5517-P – Medicare Program; Merit-Based Incentive Payment System (MIPS) 

and Alternative Payment Model (APM) Incentive Under the Physician Fee Schedule, and 

Criteria for Physician-Focused Payment Models (81 Fed.Reg. 28162 May 9, 2016) 

 

Dear Mr. Slavitt:  

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

comment on the proposed rule for Medicare Program; Merit-Based Incentive Payment System 

(MIPS) and Alternative Payment Model (APM) Incentive Under the Physician Fee Schedule, 

and Criteria for Physician-Focused Payment Models Request for Information Regarding 

Implementation of the Merit-Based Incentive Payment System, Promotion of Alternative 

Payment Models, and Incentive Payments for Participation in Eligible Alternative Payment 

Models (81 Fed. Reg. 28162, May 9, 2016).  The AANA makes the following comments and 

requests in the following areas:  

I. MERIT-BASED INCENTIVE PAYMENT SYSTEM 

A. Non- Patient-Facing MIPS Eligible Clinicians Pgs. 28173--28175 

• Ensure Equal Treatment for CRNAs and Anesthesiologists When Determining 

Who Qualifies as a Non-Patient-Facing MIPS Eligible Clinician 

• Change the Definition to Determine Non-Patient-Facing Eligible Clinician 

• Remove Mention of Anesthesiologist Supervision in Final Rule and Ensure that 

the Quality Payment Program Not Impose Any Unnecessary Supervision 

Requirements 

B. Low Volume Threshold P. 28178 

• Modify Definition of Low-Volume Criteria 

C. Submission Mechanism- Pgs. 28181-28183 
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• CMS Should Ensure that the Option for Claims Reporting is Available to All 

Eligible Clinicians  

D. Quality Performance Category: Data Submission Criteria P. 28190 

• Maintain Current 50 Percent Denominator Data Submission Criteria for Registry 

Reporting 

E. Quality Performance Category: Proposed Individual Quality Measures Available 

for MIPS Reporting in 2017 P. 28185 and Anesthesia Measures Pgs. 28463-28464 

• Anesthesia-Related Measures Require Substantive Changes and Proposed 

Measure Specifications Should be Open to Public Comment Prior to Finalization 

into the MIPS Program  

• Clarify Whether a Measure Type Listed as an “Intermediate Outcome” Will 

Count Equally as an “Outcome” Measure 

• CAHPS for MIPS Should Remain Voluntary 

F. Resource Use Performance Category P. 28196 

• Consult with the AANA Before Incorporating Anesthesia Into Any of the 

Proposed Episode-Based Measures  

• CMS Should Consider the Costs Attributed to Meeting Medical Direction Billing 

Requirements and the Costs of Receiving Anesthesia Subsidies Per Anesthetizing 

Location as an Alternative Resource Use Measure 

G. Clinical Practice Improvement Activities Performance Category P. 28209 

• Ensure that Specifications for Clinical Practice Improvement Activities Undergo 

Proper Stakeholder Comment 

• Until CMS can Assure that CRNAs Have Equal Opportunities as Their Physician 

Counterparts to Participate in Network Plans, Do Not Include Participation in the 

Network of Plans in Federally-Facilitated Marketplace as Part of Subcategory of 

Promoting Health Equity and Continuity 

• Continue to Allow Flexibility in Options for Attesting that Eligible Clinicians 

have Met the CPIA Category and Do Not Mandate the Use of a Portal in Which 

Eligible Clinicians Must Become a Member 

• Consider AANA’s Recommendations on Activities to Include Under CPIA 

Performance Category Inventory 

H. MIPS Composite Performance Score Methodology: Assigning Points Based on 

Achievement Pgs. 28252-28254 

• CMS Should Not Limit the Maximum Number of Points a Topped Out Measure 

Can Achieve 

I. MIPS Composite Performance Score Methodology: Scoring for MIPS Eligible 

Clinicians that do not Meet Quality Performance Category Criteria Pgs. 28254-

28255 

• CMS Should Provide Eligible Clinicians with Information in Real Time on 

Whether they Passed the Validation 
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J. MIPS Composite Performance Score Methodology: Redistributing Performance 

Category Weights P. 282271 

• Do Not Reduce the Weight of the Quality Performance Category for Specialty 

Providers Who Have Few Measures to Report 

K. MIPS Composite Performance Score Methodology:  Payment Adjustment Identifier 

and CPS Used in Payment Adjustment Calculation Pgs. 28271-28273 

• Support CMS’s Alternative Approach for Eligible Clinicians Who Bill Under 

More Than One TIN and Support Multi-Prong Approach for Eligible Clinicians 

that Have Multiple Composite Performance Scores Under One TIN  

L. Review and Correction of MIPS Composite Performance Score:  Feedback and 

Information to Improve Performance Pgs. 28276-28278 

• Support CMS Providing Quarterly Reports on Performance  

• Provide MIPS Eligible Clinicians with Exact Reasoning for Negative Payment 

Adjustment 

M. Review and Correction of MIPS Composite Performance Score: Data Validation 

and Auditing Feedback Pgs. 28279-28280  

• Prior to Performing Any Audit for Data Validation, CMS Should Provide to 

MIPS Eligible Clinicians, Facilities, and Medicare Administrative Contractors 

with Guidance on How Eligible Clinicians and Facilities Should Document 

Clinicians’ Performance in Source Documents 

N. Public Reporting on Physician Compare Pgs. 28289-28293 

• Indicate a Disclaimer on the Clinician’s Profile that They are Exempt from 

Participating in the Advancing Care Information Performance Category 

• Do Not Publicly Report Performance Rates on Measures on the Physician 

Compare Site Unless They Have Been Vetted by All Appropriate Types of 

Eligible Professionals Affected by the Measures 

 

 

II. INCENTIVES FOR PARTICIPATION IN ADVANCED ALTERNATIVE 

PAYMENT MODELS 

A. Application of Criteria to Current and Recently Announced APMS P.28311 

• Consider AANA’s Recommendations for Changing the Comprehensive Joint 

Replacement Program Model to Make it an Advanced Alternative Payment Model 

 

III. PHYSICIAN-FOCUSED PAYMENT MODELS Pgs. 28345-28350 

• Include APRNs and CRNAs in the Definition of a Physician-Focused Payment 

Model  

• Committee Should Ensure that Physician-Focused Payment Models Use Cost-

effective Anesthesia When Anesthesia is Involved 
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• Committee Should Ensure that Physician-Focused Payment Models Do Not 

Impose Unnecessary Supervision Requirements 

• Committee Should Evaluate Whether Physician-Focused Payment Models 

Promote Full Scope of Practice 

• CRNAs Should be Represented on PTAC Processes for Evaluating Payment 

Model Proposals that Require the Use of Anesthesia Services  

 

 
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 and chronic pain 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 
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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  Most 

recently, a study published in Medical Care June 2016 found no measurable impact in anesthesia 

complications from nurse anesthetist scope of practice or practice restrictions.4 

 

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,5 a finding confirmed in an October 2016 Nursing Economic$ 

study.6  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. MERIT-BASED INCENTIVE PAYMENT SYSTEM 

                                                           

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, NicholsonA, SmithAF,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
 Negusa B et al. Scope of practice laws and anesthesia complications: No measurable impact of certified 

registered nurse anesthetist expanded scope of practice on anesthesia-related complications. Medical Care June 

2016, http://journals.lww.com/lww-

medicalcare/Abstract/publishahead/Scope_of_Practice_Laws_and_Anesthesia.98905.aspx.  

5 
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.  

6
 Liao J et al. Geographical Imbalance of Anesthesia Providers and its Impact On the Uninsured and 

Vulnerable Populations. Nursing Economic$ (2015)33:5; pp. 263-270. 

http://www.aana.com/resources2/research/Documents/Liao,%20Quraishi,%20Jordan%20Nursing%20Economics%

202015.pdf  
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A. Non-Patient-Facing MIPS Eligible Clinicians Pgs. 28173-28175 

 

 

AANA Comments: Ensure Equal Treatment for CRNAs and Anesthesiologists When 

Determining Who Qualifies as Non-Patient-Facing MIPS Eligible Clinician 

 

The preamble on page 28174 states that specialties such as anesthesiology were identified as 

non-patient-facing, however the preamble did not recognize CRNAs as anesthesia providers 

under the specialty of anesthesiology.  According to our analysis of the 2014 Medicare Provider 

Utilization and Payment data, 98.7% of CRNAs billed for anesthesia services CPT codes 0100-

0199, which CMS determined to be non-patient-facing codes for 2016.  When determining who 

qualifies as an non-patient-facing MIPS eligible clinician and throughout the MIPS program, the 

Centers for Medicare & Medicare Services (CMS) should ensure equal treatment for CRNAs, as 

listed as 43 under the Healthcare Provider Taxonomy Code Set, and anesthesiologists, as listed 

as 05 under the Healthcare Provider Taxonomy Code Set.  Both CRNAs (43) and 

anesthesiologists (05) should be recognized equally as eligible clinicians under the specialty of 

anesthesiology as providers that render anesthesia services.  

 

AANA Comments: Change the Definition Used to Determine Non-Patient-Facing Eligible 

Clinicians 

 

CMS proposes to define a non-patient-facing MIPS eligible clinician as one that bills 25 or fewer 

patient-facing encounters during performance period.  We request that CMS modify this 

definition so it applies to Medicare beneficiary encounters only and not for all patient 

encounters.  This is congruent with the proposed definition to meet the low volume threshold, 

which is based on Medicare beneficiaries and not on all patients.  To maintain similar logic used 

in the low volume exclusion, the definition for non-patient-facing encounters should be for 

Medicare patients as well.  Therefore, we request that CMS change the definition from “25 or 

fewer billed patient-facing encounters” to “25 or fewer billed Medicare patient-facing 

encounters.” 
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AANA Request: Remove Mention of Anesthesiologist Supervision in Final Rule and Ensure 

that the Quality Payment Program Not Impose Any Unnecessary Supervision 

Requirements 

 
We note with dismay that CMS refers to anesthesiologists who are primarily providing 

supervision oversight to CRNAs as an example of a non-patient-facing encounter (page 28174).  

We believe this is an incorrect and misleading statement.  The MIPS program captures and 

identifies providers based on billed services under the physician fee schedule, and the 

requirements for physician supervision of CRNA anesthesia services under Medicare Part A (see 

42 CFR §482.52(a)(4)) for hospitals, 42 CFR §416.42 (b)(2) for ambulatory surgical centers) 

does not apply for billing under the Physician Fee Schedule.  We request that this statement and 

any unnecessary examples of supervision requirements7 be removed from the preamble in the 

final rule.  Furthermore, we urge that the CMS Quality Payment Program (QPP) not impose any 

unnecessary supervision language.   

 

 

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 

Affairs8 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 

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.”9 

 

                                                           

7
 Extensive literature underscores that costly anesthesiologist supervision of CRNAs is unnecessary.  See 

Dulisse, op. cit.; Negusa, op. cit; Lewis, op. cit.; and Hogan, op. cit.  

8
 Dulisse, op. cit.   

9
 Who should provide anesthesia care?  (Editorial) New York Times, Sept. 6, 2010. 
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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.10 

 

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 quality standard rather than a condition of participation.  

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

supervision is some type of quality standard, an assertion bearing potential financial 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 for payment of anesthesiologist services and not a quality standard.11  But there are 

even bigger costs involved if the hospital administrator believes that CRNAs are required to have 

anesthesiologist supervision. 

 

According to a nationwide survey of anesthesiology group subsidies,12 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 

                                                           

10
 Hogan, op. cit. 

11
 63 FR 58813, November 2, 1998. 

12
 Healthcare Performance Strategies.  Anesthesia Subsidy Survey 2012.   
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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.13  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. 14  

 

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,15 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 

Value Guide 2013 newly suggests loosening further the requirements that anesthesiologists must 

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

                                                           

13
 American Association of Nurse Anesthetists.  Code of Ethics for the Certified Registered Nurse 

Anesthetist.  Adopted 1986, Revised 2005. 

14
 Blumenreich, G. Another article on the surgeon’s liability for anesthesia negligence.  AANA Journal.  

April 2007. 

15
 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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distance for physical proximity.”  This newer 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 imposed in the QPP program. 

 

 

B. Low Volume Threshold P. 28178 

 

AANA Request: Modify Definition of Low-Volume Criteria 

 

The AANA is concerned about the negative impact of the MIPS program on solo and small 

practices, as Table 64 shows that 87 percent of solo practitioners are estimated to have a negative 

adjustment and close to 70 percent of eligible clinicians in a group of 2-9 will have a negative 

adjustment under this proposed rule.  To assure undue burden on these small practices and to 

maintain access to care, we recommend that CMS change their proposed definition of low 

volume criteria to read “Clinicians or groups who have less than or equal to $10,000 in Medicare 

charges OR less than or equal to 100 Medicare patients are excluded from the MIPS payment 

adjustment.”  This allows greater flexibility for specialty providers who may have less than 100 

patients but greater than $10,000 Medicare charges and vice versa to continue to provide care for 

underserved areas and populations.    

 

C. Submission Mechanisms Pgs. 28181-28183 

 

AANA Request: CMS Should Ensure that the Option for Claims Reporting is Available to 

All Eligible Clinicians 
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We were pleased to see that claims-based reporting is available for quality performance category.  

CRNAs prefer to use claims-based reporting over all other reporting mechanisms,16 however, 

claims reporting is not a viable option for CRNAs as CMS is proposing to allow for only one 

submission mechanism per performance category and there is only one anesthesia-related quality 

measure available for claims reporting.  Moreover, other types of reporting options, such as 

through a registry, harbor additional costs that may de-incentivize CRNAs from participating in 

MIPS.  The same is true for electronic heath record (EHR) reporting as specialty providers, such 

as anesthesia providers like CRNAs, may not have costly EHR systems at their disposal.  CMS 

should assure that an excessive time and cost burden to participate in MIPS is not transferred to 

the eligible clinician responsible for providing healthcare to patients.  Therefore, the AANA 

requests that CMS should ensure that claims-based reporting is available to ALL eligible 

clinicians.  Furthermore, CMS should assure that eligible clinicians are able to use the claims-

based reporting mechanism for the clinical practice improvement activities performance (CPIA) 

category as well.  Doing so will encourage participation across all specialties and will incentivize 

reporting. 

 

 

D. Quality Performance Category: Data Submission Criteria P. 28190 

 

AANA Request: Maintain Current 50 Percent Denominator Data Submission Criteria for 

Registry Reporting 

 

 

Under this proposed rule, CMS is proposing a new requirement in which clinicians or groups 

submitting data quality measures for qualified clinical data registries (QCDRs), qualified 

registries, and for EHR reporting will need to report on 90 percent of Medicare and non-

Medicare patients, which is an increase from the 50 percent reporting requirement under the 

current Physician Quality Reporting System (PQRS) program.  CMS does not provide a 

justification for the increased requirement from 50 percent to 90 percent.  Based on this new 

requirement, CRNAs will have to begin reporting to a registry no later than the month of 

                                                           

16
 See Centers for Medicare & Medicaid Services. 2013 Reporting Experience Including Trends (2007-

2014): Physician Quality Reporting System and Electronic Prescribing Incentive Program.  April 8, 2015 and Centers 

for Medicare & Medicaid Services. 2014 Reporting Experience Including Trends (2007-2015): Physician Quality 

Reporting System.  April 15, 2016.  
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February to the meet this new criteria.  Most registries and QCDRs are not equipped to receive 

quality data until the second quarter of the performance year, leaving eligible clinicians with 

only 6 months of data to report.  Furthermore, as measure specifications are typically released in 

November or December prior to the performance year starting January 1, eligible clinicians have 

little time to adopt the changes and modifications made for the performance year.  Without 

altering the lead time for measure specification adoption and assuring that CMS qualified 

registries are capable of taking measures, submitting data on 50 percent, let alone 90 percent, for 

both Medicare and non-Medicare patients is an impossible task.  We request that CMS maintain 

the current 50 percent reporting requirement.   

 

 

E. Quality Performance Category: Proposed Individual Quality Measures Available 

for MIPS Reporting in 2017 P. 28185 and Anesthesia Measures Pgs. 28463-28464 

 

AANA Comments: Anesthesia Related Measures Require Substantive Changes and 

Proposed Measure Specifications Should Be Open to Public Comment Prior to Finalization 

into the MIPS Program 

 

We are concerned that CMS has carried over measures from the existing 2016 PQRS anesthesia 

measure set that were not vetted by the AANA.  Four of these measures were transferred without 

any regard as to how they would affect registry reporting for other anesthesia professionals 

besides anesthesiologists.  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.  The 

AANA maintains that a legitimate stakeholder consensus development process is one that 
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follows NQF’s “Candidate Consensus Standard Review,”17 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 measure where a CRNA was not involved in the development of 

the measure when applied as CRNAs as MIPS eligible clinicians.  We raise concerns that the 

anesthesia measures proposed in this rule have not been developed with a public and inclusive 

consensus process.  

 

Furthermore, we have identified numerous issues with the measure specifications of the 

proposed anesthesia-related measures as they relate to registry reporting.  While many of the 

measures maintain face validity, often the measures have construct issues.  For example, many of 

these measures are not written to take into account anesthetizing locations outside of an inpatient 

operating room setting.   Because of these issues, most CRNAs reporting via registry will be able 

to report on one or two of these measures.  We outline the issues below:  

• Measure #404: Anesthesiology Smoking Abstinence 

 

o The CPT codes included in the measure specifications do not include those 

primarily used by all anesthesia providers, such as CRNAs, thereby limiting the 

number of CRNAs who can report this measure.    

o The title and language used throughout the measure specification references 

“anesthesiologists” without regarding to any other anesthesia provider.  Billers, 

managers, and administrative staff responsible for submitting quality actions 

codes on behalf of CRNAs assume that this measure only applies to 

anesthesiologists.  CRNAs personally administer more than 40 million anesthetics 

to patients each year in the United States and in some states are the sole 

anesthesia providers in nearly 100 percent of rural hospitals.  Nationally, CRNAs 

provide the same anesthesia services and patient assessments as anesthesiologists.  

                                                           

17
 See 

http://www.qualityforum.org/Measuring_Performance/Consensus_Development_Process_s_Principle/Candidate_

Consensus_Standard_Review.aspx.  



American Association of Nurse Anesthetists 
 AANA - 14 

 

  

The measure specifications should be changed to be inclusive of all anesthesia 

professionals, including CRNAs. 

o The term “routine screening” used in the denominator is vague and requires 

clarification.   

o The denominator criteria requires clarification as well.  The denominator criteria 

states “Seen pre-operatively by anesthesiologist or proxy prior to the day of 

surgery.”  The phrase implies a 24 hour time frame which the “anesthesiologist or 

proxy” should visually be in contact with the patient.  The term proxy requires 

clarification, as CRNAs are licensed and credentialed anesthesia professionals in 

their own right.  The phrase “seen pre-operatively” implies a face-to-face patient 

meeting when a health and anesthesia history may be acquired through a patient 

portal or a phone interview with pre-procedure review with the patient may be 

sufficient.  

o The current “performance not met” quality action statement reads: “Patients who 

did not abstain from smoking prior to anesthesia on the day of surgery or 

procedure.” The current structure of this statement forces the clinician to take the 

blame for the patient who admits to smoking, regardless of whether the clinician 

counseled him on smoking abstinence. An unintended consequence of this 

measure may be that clinicians may cancel/reschedule the procedure to avoid 

reporting that the “performance not met”, though rescheduling may not be patient 

centered or appropriate.   A more feasible quality action statement should read 

“Patient was not counseled to abstain from smoking prior to anesthesia on the day 

of surgery or procedure.”  

o We also request that the measure specification contain a performance exclusion 

code with documentation for why the performance was not met to allow for more 

CRNAs to meet satisfactory reporting requirements. 

 

• Measure #424: Perioperative Temperature Management 

 

o This measure only applies to anesthesia procedures lasting 60 minutes or longer 

requiring general or neuraxial anesthesia, making this an ineligible encounter for a 

large portion of anesthesia encounters.  For instance, anesthesia procedures 
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involving colonoscopies or endoscopies typical last less than 60 minutes, so 

CRNAs providing this service would be unable to report this measure.   

o We also ask that the specification requirement for the procedure include 

numerator codes for general and neuraxial anesthesia for less than 60 minutes and 

an exclusion code for “monitored anesthesia care” in order to increase the number 

of CRNAs who can report this measure. 

• Measure #426: Post-anesthetic Transfer of Care Measure: Procedure Room to a 

Post Anesthesia Care Unit (PACU) 

 

o The term “PACU” is concerning because anesthesia professionals provide non-

operating room anesthesia in environments inside and outside of an inpatient 

facility.  As such, the term PACU needs to be clearly defined within the 

specification in regards to the anesthetizing location. We are recommending that 

PACU be defined as any place where recovery occurs (e.g., PACU, ICU, recovery 

area). Many clinicians, billers, managers, and administrative staff believe that 

they are ineligible to report on episodes that do not occur in a designated PACU 

associated with an inpatient facility operating room. 

o The PACU transfer checklist/protocol defined within the measure specification 

may differ slightly from the checklist/protocol used by the eligible clinician’s 

employer /institution.   

o The quality action codes as defined in the numerator do not provide any guidance 

on how to document the checklist, yet many individuals may be involved in 

submitting this measure. We ask that CMS provide explicit guidance on 

documentation.   

o We also request that the measure specification contain a performance exclusion 

code with documentation for why the performance was not met to allow more 

CRNAs to meet satisfactory reporting requirements. 

 

• Measure #427: Post-anesthetic Transfer of Care Measure: Use of Checklist or 

Protocol for Direct Transfer of Care From Procedure Room to Intensive Care Unit 

(ICU)  

 

o This measure does not apply to many billable anesthesia encounters according to 

the eligible CPT codes in the measure specification because not all anesthesia 



American Association of Nurse Anesthetists 
 AANA - 16 

 

  

encounters involve a direct transfer of care from a procedure room to a critical 

care unit. 

o The quality action codes as defined in the numerator do not provide any guidance 

on how to document the checklist. We ask that CMS provide explicit guidance on 

documentation.   

o The term ICU should be changed to critical care unit as used in the denominator 

criteria “Patient transferred directly from anesthetizing location to critical care 

unit” so that one term is used consistently throughout the measure.   

o We also request that the measure specification contain a performance exclusion 

code with documentation for why the performance was not met to allow for more 

CRNAs to meet satisfactory reporting requirements. 

 

• Measure #430: Prevention of Post-Operative Nausea and Vomiting (PONV)—

Combination Therapy  
 

o CRNAs involved in procedures that do not incorporate an inhalation general 

anesthetic cannot report this measure.  We would like to highlight that the top 

three anesthesia procedures according to 2014 Part B National Summary Data 

File do not incorporate an inhalation general anesthetic.   

o We note that there is a major patient safety issue in this measure specification. 

The numerator options all state “at least 2 prophylactic pharmacologic anti-emetic 

agents of different classes preoperatively and intraoperatively”.  The word ‘and’ 

in the numerator options may lead to unnecessary administration of antiemtics if 

taken verbatim.  This measure specification must be changed to read “at least 2 

prophylactic pharmacologic anti-emetic agents of different classes preoperatively 

OR intraoperatively” whenever referring to the expected quality action.   

 

We would welcome the opportunity to further clarify our comments in light of the several issues 

that we have noted with these proposed anesthesia measures. We also recommend that these and 

future proposed measure specifications be open to public comment for a minimum of 30 days 

prior to finalization in the MIPS program, and that these measures be finalized for adoption at 

least 90 days prior to the start the reporting period to aid in adoption.   
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AANA Comment: Clarify Whether a Measure Type Listed as an “Intermediate Outcome” 

Will Count Equally as an “Outcome” Measure 

 

CMS proposes that MIPS eligible clinicians would need to report at least one outcome measure, 

if available.  If an outcome measure is not available, clinicians would be required to report one 

other “high priority measure.”  For anesthesia, there is one measure that is designated as an 

“intermediate outcome” measure.  While the agency states on page 28186 that measure types 

listed as “intermediate outcome” measures are considered “outcome” measures for the purposes 

of scoring, we would appreciate clarification in the final rule whether an “intermediate outcome” 

measure will count equally as an “outcome” measure.  

 
AANA Comments: CAHPS for MIPS Should Remain Voluntary 

 

We urge CMS to keep the Consumer Assessment of Healthcare Providers and Systems (CAHPS) 

for MIPS survey as voluntary under the MIPS program.  We note that this tool chiefly seeks to 

capture the patient and caregiver experience with physicians and is not applicable to all practices 

and settings.  As the CAHPS for MIPS does not adequately capture the patient and caregiver 

experience with APRNs, who are integral eligible clinicians under the MIPS program, we do not 

believe that it should be required for groups.   

 

 

F. Resource Use Performance Category P. 28196 

 

AANA Request: Consult with the AANA Before Incorporating Anesthesia Into Any of the 

Proposed Episode-Based Measures 

 

We request that the AANA have an opportunity to consult with the agency before they 

incorporate anesthesia into any of the 41 proposed episode-based measures.  We have reviewed 

CMS’s proposed grouper services strategy for grouping treatment services and clinically 

associated services for Method B and assigned services proposed under Method A as highlighted 

in Table 4 and Table 5 on pages 28202-20207, and we understand that anesthesia will be 

incorporated as a service under the trigger event or trigger rules for any procedural-related 

episodes.  We also understand that CMS has issued a list of supplemental episode groups for 
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comment due by August 25, 2016 that was not included as review materials for this proposed 

rule.  In the list of supplemental episode groups for Method A and B, as noted in the March 2016 

Episode Workbooks on the CMS website, anesthesia CPT codes have been incorporated under 

“relevant services” for consideration for the resource use category.  We take this to mean that 

anesthesia professionals, such as CRNAs, will likely have attributable episodes to calculate a 

score for the resource use performance category.  However, we are concerned that it is currently 

unclear the degree to which anesthesia affects the list of sequelae for each procedural and 

surgical trigger codes, and we would ask that CMS consult the AANA before incorporating 

anesthesia in the proposed episode-based measures.  Furthermore, as the agency intends to work 

with non-patient-facing MIPS eligible clinicians to propose alternative resource use measures for 

future years, we welcome the opportunity to be engaged in this discussion. 

 

AANA Request: CMS Should Consider the Costs Attributed to Meeting Medical Direction 

Billing Requirements and the Costs of Receiving Anesthesia Subsidies Per Anesthetizing 

Location as An Alternative Resource Use Measures 

 

As CMS considers alternative measures for the resource use performance category, we believe 

that CMS has an interest in promoting high-quality, cost-effective anesthesia care.  Furthermore, 

the peer-reviewed literature indicates that 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.18  Conversely, the AANA notes the resource use costs expended from having to meet 

medical direction billing requirements.19  AANA offers two suggestions that the agency could 

use to count negatively towards the score on the resource use category.  These measures should 

be developed through a legitimate stakeholder consensus process.  The first suggestion would be 

the costs attributed to having to meet medical direction billing requirements.  The second 

suggestion would be the cost of receiving anesthesia subsidies, which add to high resource use 

costs.  Both suggestions are outlined below as follows: 

                                                           

18
 Paul F. Hogan et. al, “Cost Effectiveness Analysis of Anesthesia Providers.” Nursing Economic$. 2010; 

28:159-169. 

19
 42 CFR §415.110(a), Conditions for payment: Medically directed anesthesia services. 
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• The agency may want to consider the costs of meeting the seven medical direction steps20 

as part of a resource use measure.  Under the medical direction anesthesia practice model, 

the medical directing anesthesiologist must complete seven steps in order to bill for this 

modality.  The agency has clearly stated that medical direction is a condition for payment 

for anesthesiologist services and not a quality standard.21  One of the seven necessary 

steps for making a medical direction claim includes being “present at induction.”  One 

aspect could measure costs of delayed starts to a case attributed having to meet medical 

direction billing requirements.  For every minute spent waiting for an anesthesiologist to 

arrive and be present at induction of anesthesia, some of the costliest resources in the 

hospital are wasted.  The clock is running on the surgeon, circulating nurse, scrub tech, 

and CRNA waiting in the operating room.  Waiting costs cascade throughout the day, 

postponing the surgery schedule to require overtime and on-call staff, delaying the 

surgeon’s rounds to affect patient care and discharge of the patient from the healthcare 

facility.  Waiting costs also add opportunity costs, diverting needed resources from other 

patient care.  

 

Another of the seven necessary steps in making a medical direction claim includes the 

requirement that the anesthesiologist be present at patient emergence from anesthesia.  

However, strong evidence in the literature shows that anesthesiologists fail 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 Anesthesiology22, 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 

                                                           

20
 Ibid. 

21
 63 FR 58813, November 2, 1998. 

22
 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.  



American Association of Nurse Anesthetists 
 AANA - 20 

 

  

90 percent of cases involving anesthesiologist supervision of three concurrent CRNA 

cases.  According to the 2012 AANA Annual Membership Survey, anesthesiologists are 

present for emergence for only 5 percent of medically-directed cases.  As with instances 

in delayed starts to a case, costs also are incurred in keeping a patient anesthetized until 

the anesthesiologist arrives for emergence from anesthesia.   

 

• Another aspect of a resource use measure could include the cost of receiving an 

anesthesia subsidy.  According a nationwide survey of anesthesiology group subsidies,23 

hospitals pay an average of $160,096 per anesthetizing location to anesthesiology groups, 

an increase of 13 percent since the previous survey in 2008.  Some 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 pays 

an average of $3.2 million in anesthesiology subsidies.  Anesthesiology groups receive 

this payment from hospitals in addition to their direct professional billing, which also 

adds to the costs in the healthcare system.   

 

G. Clinical Practice Improvement Activities Performance Category P. 28209 

 

AANA Comment:  Ensure that Specifications for Clinical Practice Improvement Activities 

Undergo Proper Stakeholder Comment 

 

The AANA is pleased to see that a number of the proposed CPIAs could apply to anesthesia.  

We are unsure about how CMS will assign credit for meeting these activities in future years and 

whether CMS will develop specifications as they do for quality measures.  We ask that the 

agency treat processes used by APRNs the same as the processes taken by physician colleagues.  

In previous Physician Fee Schedule rules and in the Affordable Care Act,24 physicians who are 

governed by medical specialty boards could report quality measures through a medical 

Maintenance of Certification Program and receive an incentive payment for doing so, but such 

incentive payment programs were denied to CRNAs and other APRNs engaged in analogous 

                                                           

23
 Healthcare Performance Strategies.  Anesthesia Subsidy Survey 2012.   

24
 The Patient Protection and Affordable Care Act of 2010, Pub.L. No. 111-148 
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professional recertification.  We request that the agency afford CRNAs and other APRNs the 

same opportunities as physicians in the development, implementation, and evaluation of CPIAs, 

and that any certification processes so recognized include those used by CRNAs and APRNs as 

well as physicians.  As such, we ask that any specifications undergo a public comment period 

prior to finalization into the MIPS program in order to ensure that these activities and remain 

relevant and applicable to APRNs, including CRNAs, as well as physicians.   

 

AANA Comment:  Until CMS can Assure that CRNAs Have Equal Opportunities as their 

Physician Counterparts to Participate in Network Plans, Do Not Include Participation in 

the Network of Plans in the Federally-Facilitated Marketplace as Part as Subcategory of 

Promoting Health Equity and Continuity 

 

The AANA supports the agency’s efforts and goals in ensuring that dual eligible beneficiaries 

have access to services, and applauds CMS for keeping their welfare in mind as part of the 

subcategory of promoting health and equity.  Furthermore, the AANA believes that patients 

benefit the greatest from a health care system where they receive easily accessible care from an 

appropriate choice of safe, high quality and cost-effective providers, such as CRNAs.  However, 

we have concerns about agency’s future consideration of including participation in a network of 

plans in the Federally Facilitated Marketplace as part of this subcategory.  We note that 

healthcare carriers predominately determine providers to include in a network, and network 

participation is often not left up to the eligible clinician.  Furthermore, the AANA has witnessed 

many instances in which healthcare carriers have excluded CRNAs from their networks.  Until 

CMS can assure that CRNAs have equal opportunities as their physician counterparts to 

participate in network plans, we would request that CMS not include participation in a network 

of plans in Federally-Facilitated Marketplace as part of a subcategory of promoting health and 

equity. 

 

 

AANA Comment: Continue to Allow Flexibility in Options for Attesting that Eligible 

Clinicians have Met the CPIA Category and Do not Mandate Use of a Portal in Which 

Eligible Clinicians Must Become a Member 

 

We are pleased that CMS has provided clinicians with options for attesting participation in 

CPIAs without the use of a QCDR.  As CMS evaluates how eligible clinicians attest that they 
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have met the CPIA performance category for future years, we note that we have concerns with 

relying on an outlet, such as a QCDR, that requires a CRNA to be a member or have access to an 

advanced health information technology system.  We, therefore, recommend that CMS continue 

to allow eligible clinicians flexibility in options for attesting that they have met the CPIA 

category, and that the agency does not mandate the use of any portal for which an eligible 

clinician must be a member.  As requested earlier, we also recommend that CMS assure that 

eligible clinicians are able to use the claims-based reporting mechanism for attestation.  

 

AANA Comment: Consider AANA’s Recommendations on Activities to Include Under 

CPIA Performance Category  

 

We appreciate that the agency is seeking comment from organizations on additional activities, 

particularly those that are appropriate for non-patient-facing eligible clinicians.  We welcome the 

opportunity to offer our recommendations in Appendix A for activities that span anesthesia 

practice working with the interprofessional team and for which we believe will improve 

outcomes for patients.  We have included information on how to measure and report progress in 

our recommendations.  We look forward to a continued dialogue with the agency on how best to 

implement these recommendations. 

 

 

H. MIPS Composite Performance Score Methodology: Assigning Points based on 

Achievement Pgs. 28252-28254 

 

AANA Comment: CMS Should Not Limit the Maximum Number of Points a Topped out 

Measure Can Achieve 

 

The AANA has concerns about CMS’s proposal to limit the maximum number of points a 

topped measure can achieve for the quality performance category.  As we have highlighted 

earlier the issues with measure specifications of the MIPS anesthesia measures, CRNAs will 

have limited number of measures to choose from.  As such, we urge the agency not to limit the 

maximum number of points a topped out measure can achieve. 
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I. MIPS Composite Performance Scoring Methodology: Scoring for MIPS Eligible 

Clinicians that do not Meet Quality Performance Category Criteria Pgs. 28254-

28255 

 

AANA Comment: CMS Should Provide Eligible Clinicians with Information in Real Time 

on Whether They Passed the Validation 

 

We understand that CMS intends to develop a validation process to review and validate a MIPS 

eligible clinician’s ability or inability to report on the quality performance requirement.  As CMS 

intends to develop a process that would function similar to the Measure Applicability Validation 

Process (MAV) under the current PQRS system, we note that current payment adjustment 

notifications for the PQRS system do not provide information in real time on whether or not a 

clinician passed the validation.  We request that CMS provide eligible clinicians with immediate 

information on whether they passed the validation in the payment adjustment notifications under 

MIPS.  Furthermore, assuming that CRNAs satisfactorily report on one or two applicable 

measures and pass the validation process, we request confirmation that these clinicians will not 

receive a “zero” score for the remaining measures in the proposed MIPS anesthesia measure set 

if none of them were applicable to the individual clinician. We especially are concerned since we 

recognize that most CRNAs reporting via registry will be unable to meet reporting on the 

minimum six measures as required under this proposed rule and will automatically undergo an 

unspecified validation.   

 

We also are concerned that CMS has not provided detailed information about how many 

clinicians underwent the MAV and were deemed a successful or unsuccessful reporter.  

Furthermore, CMS has described what a cluster is in relation to the clinical relation/domain test, 

but the agency has not informed clinicians how they validated the measures within a cluster.  As 

the agency develops a process similar to the MAV under MIPS, we would appreciate 

clarification on how the MAV process addresses eligible clinicians who did not report a measure 

within a cluster but still reported less than the required measures to meet satisfactory reporting.  

We also would appreciate clarification on how CMS intends to inform clinicians about the 

relationship between satisfactory reporting coupled with MAV validation, given the satisfactory 

reporting validation is the precursor process prior to MAV validation.   
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J. MIPS Composite Performance Scoring Methodology: Redistributing Performance 

Category Weights P. 282271 

 

AANA Request: Do Not Reduce the Weight of the Quality Performance Category for 

Specialty Providers Who Have Few Measures to Report 

 

We have concerns about CMS’s proposal to reduce the weight of the quality performance 

category if an eligible clinician has only two scored measures.  We note that it is possible that 

CRNAs may only have two score measures, which would include scores for the quality 

performance category and for the CPIA performance category.  For eligible clinicians, such as 

CRNAs who may have only one or two anesthesia measures to report out of the proposed 

anesthesia measure set, a reduction in the weight for the quality performance category will have 

a significant impact on an eligible clinician’s composite score.  We request that CMS make 

exceptions for specialty clinicians with known difficulty in participating in PQRS, such as 

CRNAs, and not reduce the weight for the quality performance category.  Doing so will allow 

CRNAs the opportunity to be competitive participants in the MIPS program.  

 

K. MIPS Composite Performance Score Methodology: Payment Adjustment Identifier 

and CPS Used in Payment Adjustment Calculation Pgs. 28271-28273.  

 

AANA Comment: Support CMS’s Alternative Approach for Eligible Clinicians Who Bill 

Under More Than One TIN and Support Multi-Prong Approach for Eligible Clinicians 

that Have Multiple Composite Performance Scores Under One TIN 

 

The AANA supports CMS’s alternative proposal to use an eligible clinician’s highest composite 

performance score (CPS) in cases where a clinician may bill under more than one tax 

identification number (TIN).  We note than many of our members work under more than one 

TIN/NPI at a time.  This alternative approach allows the eligible clinician the best opportunity to 

earn a MIPS incentive payment.  Although it may reflect a small percentage of an eligible 

clinician’s practice, it is reflective of his or her performance as a MIPS eligible clinician.   

 

In cases where a TIN/NPI could have more than one CPS associated with it from the 

performance period, we support CMS’s multi-prong approach.  By allowing eligible clinicians to 

keep his or her highest CPS, that clinician has the best possible opportunity to qualify for an 

incentive payment under MIPS.  
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L. Review and Correction of MIPS Composite Performance Score:  Feedback and 

Information to Improve Performance Pgs. 28276-28278  

 

 

AANA Comment: Support CMS Providing Quarterly Reports on Performance 

 

The AANA would welcome opportunities to allow eligible clinicians to review their 

performance status on a quarterly basis.  We recognize, however, that quarterly reports may not 

be issued until the first half of a year since most registries do not open or accept data submissions 

until the second quarter of the performance period. 

 

 

AANA Request: Provide MIPS Eligible Clinicians with Exact Reasoning for Negative 

Payment Adjustment 
 

We remain concerned that under the current PQRS program, eligible clinicians receive 

notifications regarding negative payment adjustments that do not specify the reason for the 

adjustment.  Under the MIPS quality performance category, an eligible clinician may score 

poorly because he or she 1) reported on less than 90 percent of his or her MIPS eligible patients, 

2) did not report on a cross-cutting measure if he or she is a patient-facing clinician, 3) had a zero 

performance rate on a measure or a 100 percent performance rate for an inverse measure, or 4) 

did not pass the validation process.  Because the quality performance category is a crucial one 

for CRNAs, they need to know what they did incorrectly in order to become successful reporters 

within this category.  In addition, eligible clinicians may incur a negative payment due to poor 

performance in the other MIPS performance categories.  As CMS has expanded MIPS to include 

four performance categories, CMS should inform eligible clinicians not only the performance 

score per category, but also report back the specific elements within the category for satisfactory 

reporting.  Detailed feedback reports will be essential for eligible clinician buy-in as they begin 

to participate in MIPS.  Under the PQRS program, CMS has not adequately informed clinicians 

all the necessary information associated with not meeting satisfactory reporting.  As a result, 

clinicians cannot prepare and submit detailed informal appeals.  We ask that CMS provide full 

disclosure of satisfactory reporting and scoring under all four MIPS categories, and we also ask 
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that CMS provide a mechanism where an eligible clinician can contest a negative payment 

adjustment when a clinician believes he or she was inappropriately scored under any given MIPS 

category.  Finally, we ask the CMS provide one comprehensive document for its MIPS feedback 

report as opposed to providing multiple documents, such as the PQRS feedback report and 

quality and resource use reports.  

 

M.  Review and Correction of MIPS Composite Performance Score: Data Validation 

and Auditing Feedback Pgs. 28279-28280 

 

AANA Request: Prior to Performing Any Audits for Data Validation, CMS Should Provide 

to MIPS Eligible Clinicians, Facilities, and Medicare Administrative Contractors with 

Guidance on How Eligible Clinicians and Facilities Should Document Clinicians’ 

Performance in Source Documents 

 

If CMS chooses to monitor MIPS eligible clinicians for non-compliance with MIPS requirements 

for the purpose of auditing and data validation, CMS should clearly define how MIPS eligible 

clinicians and their facilities should document performance in their source documents, such as 

medical records and progress notes.  We request that CMS provides guidance on what data 

should be documented for each MIPS category to inform MIPS clinicians and their billers and 

administrators how validation will be conducted.   

 

N. Public Reporting on Physician Compare Pgs. 28289-28293 

 

AANA Request: Indicate a Disclaimer on the Clinician’s Profile That They are Exempt 

from Participating in the Advancing Care Information Performance Category  

 

As CMS proposes to post publicly on Physician Compare the composite score for each MIPS 

eligible clinician and performance of each performance category for each MIPS eligible 

clinician, we ask that the agency note that a clinician is exempt from a performance category.  

For example, the agency could use the disclaimer “NOTE: CRNAs are Exempt from 

Participating in the Advancing Care Information Performance Category.”  Doing so will help 

ensure that the public has accurate information, and will not mislead the public or leave any 

impression that such MIPS eligible clinicians are somehow poor performers on the Advancing 

Care Information Performance Category.   
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AANA Request: Do not Publicly Report Performance Rates on Measures on the Physician 

Compare Site Unless They have been Vetted By All Appropriate Types of Eligible 

Professionals Affected by the Measures 

 

CMS does not address whether or not they will allow the measure performance rate of non-MIPS 

measures reported through a QCDR to be publicly reported on the Physician Compare website.  

Many QCDR’s have been developed by physician specialty societies and are currently not 

subject to a transparent interdisciplinary consensus evaluation process.  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 endorsed by the NQF, which includes a wide variety of healthcare stakeholders 

and employs a rigorous process of accountability to assure validity and reliability. However, we 

oppose the agency propagating quality measures that have not met the NQF standard.   

 

Unlike the NQF, registries organized by physician specialty societies do not allow the 

development of consensus from a variety of stakeholders, including patients, in the development 

of their measures.  For example, the National Anesthesia Clinical Outcomes Registry (NACOR) 

organized by the American Society of Anesthesiologists (ASA) not only excludes CRNAs from 

participating in review and decision-making over CRNA data that it has collected -- CRNAs are 

also excluded from providing meaningful input on measures regarding their performance.  For a 

physician specialty society registry under the guise of “quality” to collect and report data about 

its competitors without a legitimate validated stakeholder consensus development process creates 

a ripe climate for nonscientific, abusive, and anticompetitive market behaviors that the CMS 

must not endorse, support, or encourage.  Again, we strongly oppose CMS authorizing public 

reporting of QCDR measures that fail to pass the professional and public accountability tests 

demonstrated by the NQF consensus process.  The AANA maintains that a legitimate 
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stakeholder consensus development process is one that follows NQF’s “Candidate Consensus 

Standard Review,”25 which allows for public and member comment period.  

 

Furthermore, public reporting on Physician Compare or a privately owned website by a QCDR 

of provider performance rates for an outcome measure should be thoroughly vetted for accuracy, 

be appropriately risk adjusted, and have a reliable and rapid mechanism for appeal and removal 

or revision of inaccurate information from provider profiles on Physician Compare and privately 

owned QCDR websites.  With respect to QCDRs and public reporting, information on privately 

owned websites should be held to the same standards as Physician Compare.  In addition, 

information on these privately managed websites should not engage in anti-competitive behavior 

or defamation under the guise of “quality” such as publicly disclosing individual performance 

data by provider specialty within a group. If CMS allows non-MIPS measures from CMS-

approved QCDRs to be publicly reported on the Physician Compare website on behalf of all 

eligible professionals regardless of their affiliation with the physician specialty society or 

association, we suggest that CMS develop rules and guidelines for measure stewards who 

develop non-MIPS measures housed in QCDRs to include eligible professionals in a manner 

they regard as valid.  Such rules and guidelines will serve to inform and include the public in the 

development of non-MIPS measures, permit involvement of eligible professionals in the 

development of these measures, and minimize the risk of alienating market competitors.  We 

recommend CMS establish a valid mechanism for APRNs, such as CRNAs, to collaborate in the 

development and reporting of measures by specialty physician organizations rather than require 

the APRN professions to duplicate the expensive infrastructure required to test and implement a 

parallel system involving the same services.   

 

 

II. INCENTIVES FOR PARTICIPATION IN ADVANCED ALTERNATIVE 

PAYMENT MODELS 

 

                                                           

25
 See 

http://www.qualityforum.org/Measuring_Performance/Consensus_Development_Process_s_Principle/Candidate_

Consensus_Standard_Review.aspx.  
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A. Application of Criteria to Current and Recently Announced APMs P. 28311 

 

AANA Comment: Consider AANA’s Recommendations for Changing the Comprehensive 

Joint Replacement Program Model to Make it an Advanced Alternative Payment Model 

 

We welcome the opportunity to provide comments on how CMS might change the design of the 

Comprehensive Joint Replacement Payment (CJR) model to make it an advanced alternative 

payment model.  As CRNAs personally administer more than 40 million anesthetics to patients 

each year in the United States, including anesthesia for hip and knee procedures, CRNAs’ 

services are crucial to the successful development and implementation of the CJR.  Anesthesia 

professionals, such as CRNAs, play an integral role in these episodes of care as proper anesthesia 

services management can make a tremendous difference in terms of improving patient flow, 

patient safety, and ultimately in cost savings.26  Conversely, research shows that suboptimal care 

in the preoperative, intraoperative, or postoperative phases of surgery may compromise care, 

resulting in poor patient outcomes and unnecessarily higher healthcare costs.27  Furthermore, the 

use of techniques such as Enhanced Recovery After Surgery (ERAS) programs can play a large 

role in reducing costs and improving patient outcomes in these episodes. 28   

 

First, we recommend that CMS restructure the CJR by replacing the hospital as the APM entity 

with MIPS eligible clinicians, such as CRNAs and surgeons, as the APM entity who will take 

responsibility for the quality and cost of the care provided under CJR.  Therefore, eligible 

clinicians who wish to quality for an APM performance incentive must be assessed for 

                                                           

26
 See for example Rice AN, Muckler VC, Miller WR, Vacchiano CA. Fast-tracking ambulatory surgery 

patients following anesthesia. J Perianesth Nurs. Apr 2015;30(2):124-133 and Kimbrough CW et al. Improved 

Operating Room Efficiency via Constraint Management:  Experience of a Tertiary-Care Academic Medical Center. 

Journal of the American College of Surgeons 2015; 221: 154-162. 

27
 Miller TE, Roche AM, Mythen M. Fluid Management and Goal-Directed Therapy as an Adjunct to 

Enhanced Recovery After Surgery (ERAS).  Canadian Journal of Anesthesia 2015; 62 (2)” 158-168. 

28
 See for example Boulind CE, Yeo M, Burkill C, et al. Factors predicting deviation from an enhanced 

recovery programme and delayed discharge after laparoscopic colorectal surgery Colorectal Dis. 2011;14:103-110; 

Miller TE, Thacker JK, White WD, et al. Reduced length of hospital stay in colorectal surgery after implementation 

of an enhanced recovery protocol. Anesth Analg. May 2014;118(5):1052-1061; and Enhanced recovery care 

pathway. A better journey for patients seven days a week and better deal for the NHS. National Health Service 

2012-2013. http://www.nhsiq.nhs.uk/resource-search/publications/enhanced-recovery-care-pathway-

review.aspx. Accessed February 25, 2015. 



American Association of Nurse Anesthetists 
 AANA - 30 

 

  

professional services under Medicare Part B.  Currently, CJR is assessed at the facility-level 

under Medicare Part A.  Second, we recommend that CMS replace the CJR’s retrospective 

reimbursement with a prospective payment.  Finally, CMS should redesign the CJR to include 

outpatient services as well as inpatient service in the bundle.   

 

 

III. PHYSICIAN-FOCUSED PAYMENT MODELS P. 28345-28350 

 

AANA Comment: Include APRNs and CRNAs in the Definition of a Physician-Focused 

Payment Model 

 

The AANA is very concerned that CMS is not proposing to broaden the definition of physician-

focused payment models (PFPMs) to include other healthcare providers who are core to 

improved access to high quality, cost-effective care.  The AANA urges CMS to reconsider 

including CRNAs and other APRNs in the definition of PFPMs.  Furthermore, the Institute of 

Medicine (IOM) recommends that government policy expand opportunities for nurses to lead 

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

advance health.29  Increasingly, the healthcare industry is recognizing APRNs for their leadership 

role in clinical, educational and academic, executive, board, legislative, and regulatory domains.  

In addition to their roles as expert healthcare professionals, APRNs are CEOs of hospitals and 

health systems, chief nursing officers, chairs of regulatory bodies and advisory committees, and 

have taken many other positions with wide spans of responsibility.     

 

 

AANA Request: Committee Should Ensure that Physician-Focused Payment Models Use 

Cost-effective Anesthesia When Anesthesia is Involved 

 

As CMS is proposing to include as part of its criteria for the Physician-Focused Payment Model 

Technical Advisory Committee’s (PTAC) evaluation of PFPM incentives for high value care, 

                                                           

29
 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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CMS should also include as part of this criterion the use of cost-effective anesthesia care when 

anesthesia is involved.  All models of anesthesia delivery being equally safe according to 

extensive published research, the most cost-effective safe anesthesia care delivery model is the 

CRNA non-medically directed model, and we recommend that CMS promote its use in this 

regard. 

 

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 CRNA30 and $540,314 for the anesthesiologist31.  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 of 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. 

 
 
 
 

                                                           

30
 AANA member survey, 2014 

31
 MGMA Physician Compensation and Production Survey, 2014. www.mgma.com  
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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 

 
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.  

Therefore, we recommend that that the PTAC should include as a part the criterion for incentives 

for high value care the use of cost-effective anesthesia care.  

 

AANA Request: Committee Should Ensure that Physician-Focused Payment Models Do 

Not Impose Unnecessary Supervision Requirements 

 

We also recommend that CMS include as part of its criterion for incentives for high value care 

that PFPMs do not impose unnecessary physician supervision requirements.32  Waiving 

unnecessary supervision requirements is consistent with Medicare policy reimbursing CRNA 

services in alignment with their state scope of practice,33 and with the Institute of Medicine’s 

(IOM) recommendation, “Advanced practice registered nurses should be able to practice to the 

full extent of their education and training.”34 

 

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 

                                                           

32
 See 42 CFR §§ 482.52, 482.639, 416.42. 

33
 42 CFR §410.69(b), 77 Fed. Reg. 68892, November 16, 2012. 

34
 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. 
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Affairs35 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 

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.”36 

 

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.37 

 

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 quality standard rather than a condition of participation.  

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

supervision is some type of quality standard, an assertion bearing potential financial 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 

                                                           

35
 Dulisse, op. cit.   

36
 Who should provide anesthesia care?  (Editorial) New York Times, Sept. 6, 2010. 

37
 Paul F. Hogan et. al, “Cost Effectiveness Analysis of Anesthesia Providers.” Nursing Economic$. 2010; 

28:159-169. 
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is necessary.  Further, the Medicare agency has clearly stated that medical direction is a 

condition for payment of anesthesiologist services and not a quality standard.38  But there are 

even bigger costs involved if the hospital administrator believes that CRNAs are required to have 

anesthesiologist supervision. 

 

According to a nationwide survey of anesthesiology group subsidies,39 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.40  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. 41  

 

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 
                                                           

38
 63 FR 58813, November 2, 1998. 

39
 Healthcare Performance Strategies.  Anesthesia Subsidy Survey 2012.   

40
 American Association of Nurse Anesthetists.  Code of Ethics for the Certified Registered Nurse 

Anesthetist.  Adopted 1986, Revised 2005. 

41
 Blumenreich, G. Another article on the surgeon’s liability for anesthesia negligence.  AANA Journal.  

April 2007. 
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Anesthesiology,42 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 

Value Guide 2013 newly suggests 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 newer 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 

as part of the criterion for incentives for high value care, that the PTAC look to ensure physician 

supervision requirements are not imposed in PFPMs.   

 

AANA Comment: Committee Should Evaluate Whether Physician-Focused Payment 

Models Promote Full Scope of Practice 
 

As part of the proposed criterion for promoting better care coordination, protection of patient 

safety and patient engagement, CMS should also require that the PTAC evaluate whether PFPMs 

support and encourage APRNs, including CRNAs, to practice to their full professional 

education, skills, and scope of practice.  PFPM applicants should be required to document how 

they will include high-quality, cost-effect CRNA and APRN services, and how they will use 

CRNAs and other APRNs to the fullest extent of their education, licensure, and certification.  

Our policy recommendation corresponds with a recommendation from the IOM’s report titled 

The Future of Nursing: Leading Change, Advancing Health, which outlines several paths by 

                                                           

42
 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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which patient access to care may be expanded, quality preserved or improved, and costs 

controlled through greater use of APRNs, including CRNAs.43  The IOM report specifically 

recommends that, “advanced practice registered nurses should be able to practice to the full 

extent of their education and training.”44  Moreover, the IOM states with regard to one type of 

APM, the accountable care organizations (ACOs), that “ACOs that use APRNs and other nurses 

to the full extent of their education and training in such roles as health coaching, chronic disease 

management, transitional care, prevention activities, and quality improvement will most likely 

benefit from providing high-value and more accessible care that patients will find to be in their 

best interest.”45 

 

AANA Request: CRNAs Should be Represented on PTAC Processes for Evaluating 

Payment Model Proposals That Require the Use of Anesthesia Services 

 

The AANA recommends that CRNAs should be represented on PTAC processes for evaluating 

PFPMs that require the use of anesthesia services.  CRNAs are Medicare Part B providers who 

bill Medicare directly for their services under the physician fee schedule and who personally 

administer more than 40 million anesthetics to patients each year in the United States.  As such, 

CRNAs offer unique insight that may differ from that of an anesthesiologist regarding anesthesia 

service delivery and payment reform under an alternative payment model.  The AANA 

recommends that societies that develop a PFPM or specialty medical home that requires the use 

of anesthesia services require CRNA input during the development of the PFPM prior to 

submitting proposals to the PTAC.  Further, we recommend that CRNA input be a condition 

stipulated in the proposal as content needed to assure that appropriate stakeholder feedback was 

considered during the development of the PFPM or special medical home.  For anesthesia or 

surgical proposals that are accepted for review by the PTAC, the AANA requests that the PTAC 

convene a workgroup that will undergo a consensus development process that incorporates 

CRNA input.  The AANA would be happy to serve as the point of contact for identifying a 

CRNA that can best serve the PTAC. 

                                                           

43
 IOM op. cit. p. 69. 

44
 IOM op. cit. p. 7-8. 

45
 IOM op. cit. p. 3-41. 
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We thank you for the opportunity to comment on the proposed rule. 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 
Romy Gelb-Zimmer, MPP, AANA Associate Director Federal Regulatory and Payment 
Policy 


