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August 30, 2016 

 

Mr. Andrew Slavitt  

Acting Administrator 

Centers for Medicare & Medicaid Services 

Department of Health and Human Services 

Attn:  CMS-1656-P 

P.O. Box 8013 

Baltimore, MD  21244-1850 

 

RE: Medicare Program: Hospital Outpatient Prospective Payment and Ambulatory 

Surgical Center Payment Systems and Quality Reporting Programs; Organ Procurement 

Organization Reporting and Communication; Transplant Outcome Measures and 

Documentation Requirements; Electronic Health Record (EHR) Incentive Programs; 

Payment to Certain Off-Campus Outpatient Departments of a Provider; Hospital Value-

Based Purchasing (VBP) Program; Proposed Rule (81 Fed. Reg. 45604, July 14, 2016) 

 

 

Dear Mr. Slavitt:  

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

comment on the proposed rule Medicare Program: Hospital Outpatient Prospective Payment and 

Ambulatory Surgical Center Payment Systems and Quality Reporting Programs; Organ 

Procurement Organization Reporting and Communication; Transplant Outcome Measures and 

Documentation Requirements; Electronic Health Record (EHR) Incentive Programs; Payment to 

Certain Off-Campus Outpatient Departments of a Provider; Hospital Value-Based Purchasing 

(VBP) Program. 

 

The issues addressed in our comment are outlined as follows: 

 

I. CMS Should Remove the Costly and Unnecessary Requirements Relating to 

Physician Supervision of CRNA Anesthesia Services  

II. CMS Should Support Innovative Cost-Effective Models in Healthcare Delivery such 

as Non-medically Directed Anesthesia Services Performed by CRNAs  

III. Include Strategic Consideration of the Role of Anesthesia in Enhanced Recovery after 

Surgery Protocol as an Innovative Healthcare Delivery Model 
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IV. For Anesthesia, Future Electronic Clinical Quality Measures in Hospital OQR 

Program Should be Provider Neutral, Communicate Across the Continuum of Patient 

Care and Should Use Standardized Taxonomies Across Technology Platforms 

V. Support Proposed Ambulatory Surgical Center Quality Reporting (ASCQR) Program 

Normothermia Measure for the CY 2020 Payment Determination and Subsequent 

Years and Keep Definition of Normothermia Consistent through all Quality 

Reporting Programs 

VI. Support Removal of Current Pain Management Questions and Development of 

Alternative Pain Management Questions in the Hospital Consumer Assessment of 

Healthcare Providers and Systems (HCAHPS) Survey in the Hospital Value-Based 

Purchasing (VBP) Program 

 

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 

management services.   Numerous peer reviewed studies have shown that CRNAs are safe, high 

quality and cost effective anesthesia professionals who should practice to the full extent of their 

education and abilities.  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 
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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, the internationally recognized authority on evidence-based practice in healthcare.
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
 

 

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.  The importance of 

CRNA services in rural areas was highlighted in a recent study which examined the relationship 

between socioeconomic factors related to geography and insurance type and the distribution of 

anesthesia provider type.
5
  The study correlated CRNAs with lower-income populations and 

correlated anesthesiologist services with higher-income populations.  Of particular importance to 

the implementation of public benefit programs in the U.S., the study also showed that compared 

                                                             
1 Paul F. Hogan et. al, “Cost Effectiveness Analysis of Anesthesia Providers.” Nursing Economic$. 2010; 28:159-169. 
http://www.aana.com/resources2/research/Documents/nec_mj_10_hogan.pdf  

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

Health Affairs.  2010; 29: 1469-1475. http://content.healthaffairs.org/content/29/8/1469.full.pdf  

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. 
http://onlinelibrary.wiley.com/doi/10.1002/14651858.CD010357.pub2/abstract  

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
 Liao CJ, Quraishi JA, Jordan, LM. Geographical Imbalance of Anesthesia Providers and its Impact on the Unisured 

and Vulnerable Populations. Nurs Econ. 2015;33(5):263-270.  
http://www.aana.com/resources2/research/Pages/NursingEconomics2015.aspx  

http://www.aana.com/resources2/research/Documents/nec_mj_10_hogan.pdf
http://content.healthaffairs.org/content/29/8/1469.full.pdf
http://onlinelibrary.wiley.com/doi/10.1002/14651858.CD010357.pub2/abstract
http://journals.lww.com/lww-medicalcare/Abstract/publishahead/Scope_of_Practice_Laws_and_Anesthesia.98905.aspx
http://journals.lww.com/lww-medicalcare/Abstract/publishahead/Scope_of_Practice_Laws_and_Anesthesia.98905.aspx
http://www.aana.com/resources2/research/Pages/NursingEconomics2015.aspx
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with anesthesiologists, CRNAs are more likely to work in areas with lower median incomes and 

larger populations of citizens who are unemployed, uninsured, and/or Medicaid beneficiaries.
6
   

 

Nurse anesthesia predominates in Veterans Hospitals and in the U.S. Armed Services.  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. AANA Recommendation:  CMS Should Remove the Costly and Unnecessary 

Requirements Relating to Physician Supervision of CRNA Anesthesia Services.    

 

We support the agency’s solicitation of comments on the regulatory impact analysis of this 

proposed rule.  Regulatory reforms that reduce barriers to CRNA practice can help improve 

healthcare quality, reduce healthcare expenditures and increase access for patients.  Among these 

reforms is a recommendation to eliminate the Medicare requirement for physician supervision of 

CRNA anesthesia services.
 7

   

 

The requirement for physician supervision of CRNA anesthesia services is costly and 

unnecessary, driving higher healthcare expenditures without improving patient safety.  

Eliminating the requirement supports delivery of healthcare in a manner allowing states and 

healthcare facilities to make their own decisions based on state laws and patient needs, thus 

controlling cost, providing access and delivering quality care.  As we have previously stated, 

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

care.  In fact, there is strong and compelling evidence showing that physician supervision does 

not have any impact on quality, and may restrict access and increase cost.  Studies have 

                                                             
6 Liao, op cit. 

7 See 42 CFR §§ 482.52, http://www.ecfr.gov/cgi-bin/text-
idx?SID=fc767cbd4a62741e97f60fae03464e62&node=42:5.0.1.1.1&rgn=div5#42:5.0.1.1.1.4.4.2 , , 482.639 
http://www.ecfr.gov/cgi-bin/text-
idx?SID=fc767cbd4a62741e97f60fae03464e62&node=42:5.0.1.1.4&rgn=div5#42:5.0.1.1.4.4.7.16 , and 416.42, 
http://www.ecfr.gov/cgi-bin/text-
idx?SID=fc767cbd4a62741e97f60fae03464e62&node=42:3.0.1.1.3&rgn=div5#42:3.0.1.1.3.3.1.3.  

http://www.ecfr.gov/cgi-bin/text-idx?SID=fc767cbd4a62741e97f60fae03464e62&node=42:5.0.1.1.1&rgn=div5#42:5.0.1.1.1.4.4.2
http://www.ecfr.gov/cgi-bin/text-idx?SID=fc767cbd4a62741e97f60fae03464e62&node=42:5.0.1.1.1&rgn=div5#42:5.0.1.1.1.4.4.2
http://www.ecfr.gov/cgi-bin/text-idx?SID=fc767cbd4a62741e97f60fae03464e62&node=42:5.0.1.1.4&rgn=div5#42:5.0.1.1.4.4.7.16
http://www.ecfr.gov/cgi-bin/text-idx?SID=fc767cbd4a62741e97f60fae03464e62&node=42:5.0.1.1.4&rgn=div5#42:5.0.1.1.4.4.7.16
http://www.ecfr.gov/cgi-bin/text-idx?SID=fc767cbd4a62741e97f60fae03464e62&node=42:3.0.1.1.3&rgn=div5#42:3.0.1.1.3.3.1.3
http://www.ecfr.gov/cgi-bin/text-idx?SID=fc767cbd4a62741e97f60fae03464e62&node=42:3.0.1.1.3&rgn=div5#42:3.0.1.1.3.3.1.3
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repeatedly demonstrated the high quality of nurse anesthesia care, and a 2010 study published in 

Health Affairs
8
 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 healthcare system if nurses delivered more of the care.”
9
  Most recently, a peer-

reviewed study published in Medical Care June 2016 found no measurable impact in anesthesia 

complications from nurse anesthetist scope of practice or practice restrictions.
10

 

 

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.
11

 

 

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. 

                                                             
8 Dulisse, op cit.  

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

http://www.nytimes.com/2010/09/07/opinion/07tue3.html?_r=0 .  

10
 Negusa, op cit.  

11 Hogan, op cit. 

http://www.nytimes.com/2010/09/07/opinion/07tue3.html?_r=0
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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.
12

   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,
13

 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. 

 

There is also 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,
14

 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 

                                                             
12

 63 FR 58813, November 2, 1998. 

13
 Healthcare Performance Strategies. Anesthesia Subsidy Survey 2012 

14
 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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supervision of three concurrent CRNA cases. This is consistent with over ten years of AANA 

membership survey data. 

 

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 CMS 

eliminate the regulatory barrier of physician supervision of CRNAs in the Medicare program.  

Removing this barrier is also consistent with the findings and recommendations of the National 

Academy of Medicine, whose landmark publication titled The Future of Nursing: Leading 

Change, Advancing Health calls for removing barriers so that APRNs, including CRNAs, can 

practice to the full extent of their education and training, indicating that APRNs play a critical 

role in the future of healthcare.
15

   

 

II. AANA Recommendation: CMS Should Support Innovative Cost-Effective 

Models in Healthcare Delivery such as Non-medically Directed Anesthesia 

Services Performed by CRNAs 

. 

This proposed rule recommends taking into account changes in medical practices, changes in 

technologies and advancing innovative healthcare delivery models to update payment policies 

and payment rates for services furnished to Medicare beneficiaries.  The AANA supports the 

agency’s overall effort; in the anesthesia and pain management arena, one innovative model that 

the agency should study as a cost-efficient model in healthcare delivery is non-medically 

directed CRNA anesthesia services.  

 

In most respects, Medicare reimburses CRNAs and anesthesiologists the same rate for the same 

high quality service -- 100 percent of a fee for providing non-medically directed (CRNA) or 

personally performed (anesthesiologist) services.  However, Medicare Part B also authorizes 

payment for “anesthesiologist medical direction”
16

 that provides a financial incentive for 

anesthesiologists to “medically direct” CRNAs who are capable of and are often providing 

patient access to high quality anesthesia care unassisted.  An anesthesiologist claiming medical 

                                                             
15 IOM (Institute of Medicine). The Future of Nursing: Leading Change, Advancing Health (Washington, DC: The National 
Academies Press, 2011). 
16 42 CFR §415.110. http://www.gpo.gov/fdsys/pkg/CFR-2003-title42-vol2/pdf/CFR-2003-title42-vol2-sec415-130.pdf  

http://www.gpo.gov/fdsys/pkg/CFR-2003-title42-vol2/pdf/CFR-2003-title42-vol2-sec415-130.pdf
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direction services may be reimbursed 50 percent of a fee in each of up to four concurrent cases, a 

total of 200 percent over a given period of time, twice what the anesthesiologist may claim when 

personally performing anesthesia services in one case.  Under medical direction, the CRNA may 

claim the remaining 50 percent of a fee for his or her case.  Peer-reviewed evidence demonstrates 

anesthesiologist medical direction increases healthcare costs without improving value.
17

  The 

CMS has also stated that medical direction is a condition of payment of anesthesiologist services 

and not a quality standard.
18

   

 

In demonstrating the increased costs associated with anesthesiologist medical direction, suppose 

that there are four identical cases: (a) has anesthesia delivered by a non-medically directed 

CRNA; (b) has anesthesia delivered by 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 a 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
19

 and $540,314 for the anesthesiologist
20

.  Under the 

Medicare program and most private payment systems, 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. 

                                                             
17 Hogan, op cit. 

18 63 FR 58813, November 2, 1998, http://www.gpo.gov/fdsys/pkg/FR-1998-11-02/pdf/98-29181.pdf.  
19

 AANA member survey, 2014 

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

http://www.gpo.gov/fdsys/pkg/FR-1998-11-02/pdf/98-29181.pdf
http://www.mgma.com/
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Anesthesia Payment Model FTEs / Case Clinician costs per year / FTE 

(a) CRNA Non-medically 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 

 

 

If plans pay the same rate whether the care is delivered according to modalities (a), (b), (c) or 

(d), someone in the health system is bearing the additional cost of the medical direction service 

authorized under the Medicare regulations at 42 CFR §415.110.  Pertinent to Medicaid, if a state 

Medicaid program reimburses for CRNA anesthesia services only to the extent that they are 

medically directed by an anesthesiologist (as is the case in Pennsylvania, for example), that 

policy is driving additional healthcare costs and waste without improving healthcare quality or 

access to care.  This additional cost is shifted onto hospitals and other healthcare facilities, and 

ultimately to patients, premium payers and taxpayers.  With CRNAs providing over 38 million 

anesthetics in the U.S., and a considerable fraction of them being “medically directed,” the 

additional healthcare costs driven by this medical direction service are substantial.   

 

In addition, the most recent peer-reviewed literature makes clear that the requirements of 

anesthesiologist medical direction are often not met in practice – and if anesthesiologists submit 

claims to Medicaid for medical direction but did not perform all of the required services in each 

instance, then the likelihood of widespread Medicaid fraud in this area is high.  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,
21

 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 

                                                             
21 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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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 study raises critical issues about Medicare claims compliance in a common 

and costly model of anesthesia delivery at a time when quality, cost-effectiveness, and best use 

of Medicare resources are the focus of healthcare reform.  In the interest of patient safety and 

access to care, these additional costs imposed by medical direction modalities more than justify 

the public interest in recognizing and reimbursing fully for non-medically directed CRNA 

services within Medicare, Medicaid and private plans in the same manner that physician services 

are reimbursed.   

 

In conclusion, anesthesiologist medical direction reimbursement models contribute to increased 

healthcare system costs without improving access or quality, and also present fraud risk when 

medical direction requirements are not met by the anesthesiologist submitting a claim for such 

services.  Therefore, CMS should consider such costs when developing and carrying out new 

systems for anesthesia reimbursement in new healthcare delivery models, and to favor 

reimbursement systems that support the most cost-effective and safe anesthesia delivery models 

such as for non-medically directed CRNA services.  

 

III. AANA Recommendation: Include Strategic Consideration of the Role of 

Anesthesia in Enhanced Recovery after Surgery Protocol as an Innovative 

Healthcare Delivery Model 

 

As CRNAs personally administer more than 40 million anesthetics to patients each year in the 

United States, including anesthesia for knee procedures such as total knee arthroplasty (TKA), 

CRNA services are crucial to the successful development and implementation of the use of 

techniques such as anesthesia enhanced recovery after surgery (ERAS) programs.  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.
22

  Conversely, research shows that suboptimal care 

                                                             
22

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

resulting in poor patient outcomes and unnecessarily higher healthcare costs.
23

  Facility and 

population specific total knee ERAS protocols engages the patient and the multidisciplinary team 

in the plan of care and continued assessment of patient status to optimize care, decrease time to 

discharge and improve outcomes by limiting variation in care.  CRNAs provide many ERAS 

elements of care to optimize the patient to return to normal activity and diet, including giving the 

patient a carbohydrate beverage two hours before surgery, maintaining patient warmth during the 

procedure and also multimodal pain management.  We urge that the agency emphasize the 

strategic consideration of the role of anesthesia delivery that is safe and cost-efficient and include 

the use of techniques such as ERAS programs, which help reduce costs and improve patient 

outcomes.
 24

 

 

IV. AANA Recommendation: For Anesthesia, Future Electronic Clinical Quality 

Measures in Hospital OQR Program Should be Provider Neutral, Communicate 

Across the Continuum of Patient Care and Should Use Standardized 

Taxonomies Across Technology Platforms 

 

 

The AANA supports CMS’ future goal of incorporating electronic clinical quality measures 

(eCQMs) in the Hospital Outpatient Quality Reporting Program (OQR) which will help quantify 

healthcare processes and outcomes that are associated with the ability to provide high quality 

healthcare.  Development of measures in a manner that increases clinical data availability, and 

improves measure quality and outcomes has the potential to improve the healthcare system in 

numerous ways.  We offer the following recommendations regarding future eCQMs that 

facilitate interoperable information systems for clear and complete communication of patient 

information across technology platforms and care settings.  The AANA requests that when 

                                                             
23 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. 

24 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. 

http://www.nhsiq.nhs.uk/resource-search/publications/enhanced-recovery-care-pathway-review.aspx
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referencing providers within eCQMs, the agency should use provider-neutral language consistent 

with the language used by CMS that supports interprofessional team care delivery and outcomes.  

Examples of provider-neutral language used by CMS can be found in (Tag Number A-0358) - 

§482.22(c)(5) of the Medicare Hospital Interpretive Guidelines and include the terms “qualified 

licensed practitioner,” or “qualified licensed individual.”   

 

For anesthesia measures, we recommend that eCQMs should communicate across the continuum 

of patient care.  Disparate information systems should interface between offices, clinics, 

hospitals, and pharmacy platforms to communicate across the patient’s experience to increase 

patient safety, improve outcomes and decrease cost of care.  We also recommend that these 

measures should include standardized taxonomy and fields and require providers to use these 

across various platforms to optimize communication of care and interoperability.  In the major 

anesthesia information management systems, some standardized taxonomies are present. 

However, valuable patient specific information is also entered as free text or as unstructured data 

hindering data sharing and communication of important patient information for improved care 

and patient safety. Free text fields are more complex and require dedicated staff to abstract charts 

to extract for quality reporting instead of electronic capture from the electronic health record 

(EHR) of specific data fields.  CMS should make data available to all interested parties to 

identify trends and opportunities for improvement as data is reported.   

 

V. AANA Recommendation: Support Proposed Ambulatory Surgical Center 

Quality Reporting (ASCQR) Program Normothermia Measure for the CY 2020 

Payment Determination and Subsequent Years and Keep Definition of 

Normothermia Consistent through all Quality Reporting Programs 

 

The AANA applauds the agency for proposing the normothermia measure for the CY 2020 

payment determination and subsequent years for the Ambulatory Surgical Center Quality 

Reporting Program (ASCQR).  The addition of this quality measure will help further the goal of 

achieving better healthcare and improved health for Medicare beneficiaries who receive 

healthcare in ASC settings.  As determined advocates for patient safety and access to quality 

healthcare, CRNAs have been providing safe and high-quality anesthesia care in the United 
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States for 150 years and provide anesthesia services in a wide variety of settings including 

ASCs.   

 

We support the agency’s proposed normothermia measure in the ASCQR program for the CY 

2020 payment determination and subsequent years.  This measure assesses the percentage of 

patients having surgical procedures under general or neuroaxial anesthesia of 60 minutes or more 

in duration who are normothermic (normal body temperature) within 15 minutes of arrival in the 

post-anesthesia care unit.  The AANA believes this measure in ASCs will help promote 

improved outcomes in the ASCs where CRNAs provide each patient’s anesthetic and 

perioperative care.  Normothermia is an important outcome measure in the ASC and hospital.   

 

However, we note that a change in the definition of normothermia was recently approved from 

36 degrees Celsius/96.8 degrees Fahrenheit to 35.5 degrees Celsius/95.9 degrees Fahrenheit by 

the 2015 Surgical Standing Committee of National Quality Forum (NQF), and was endorsed by 

the NQF in September 2015.  In particular, we note that the January 2015 ASC Quality 

Collaboration’s ASC Quality Measures Implementation Guide 3.0
25

 uses the former definition of 

normothermia (i.e., 36 degrees Celsius/96.8 degrees Fahrenheit). Given the potential for 

incongruency in the definitions of normothermia throughout all of the federal quality reporting 

programs (including ASCQR), we believe that using the more current definition for 

normothermia (i.e., 35.5 degrees Celsius/95.9 degrees Fahrenheit)  is a non-substantive change to 

the ASC measures specification guide as it is an acceptable definition for normothermia by 

anesthesia professionals.  Therefore, we recommend that this measure be adopted so long as the 

ASCQR definition of normothermia is harmonized with the other quality reporting programs 

(e.g. PQRS) to maintain uniformity in anesthesia quality improvement.  This is consistent with 

the agency’s interests in promoting improved safety, quality, access and cost-effectiveness in the 

healthcare marketplace.   

 

VI. AANA Recommendation: Support Removal of Current Pain Management 

Questions and Development of Alternative Pain Management Questions in the 

                                                             
25  ASC Quality Collaboration, ASC Quality Measures: Implementation Guide (January 2015) 
http://ascquality.org/documents/ASC_QC_ImplementationGuide_3.0_January_2015.pdf  

http://ascquality.org/documents/ASC_QC_ImplementationGuide_3.0_January_2015.pdf
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Hospital Consumer Assessment of Healthcare Providers and Systems 

(HCAHPS) Survey in the Hospital Value-Based Purchasing (VBP) Program 

 

The proposed rule states that CMS is proposing to remove the pain management dimension of 

HCAHPS survey for purposes of the Hospital VBP Program, beginning with the FY 2018 

program year, due to stakeholder concern that these particular questions create pressure on 

hospital staff to prescribe more opioids in order to achieve higher scores on this dimension of the 

survey.  As CRNAs administer more than 40 million anesthetics to patients each year in the 

United States, as well as acute, chronic, and interventional pain management services, the 

AANA agrees with the unintended consequences that may result based on these questions and 

supports removal of the current pain management questions in the HCAHPS survey.  We also 

support CMS’s proposal to develop alternative questions related to provider communications and 

pain in order to remove any potential ambiguity in the HCAHPS survey.  We recommend that 

the alternative questions should reflect provider communication with patients about pain 

management related issues, set appropriate expectations about pain relief, and include shared 

decision-making and proper prescription practices. 

 

We thank you for the opportunity to comment on this 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, MSN, 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 


