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October 3, 2016 

 
Andrew M. Slavitt 
Acting Administrator 
Centers for Medicare & Medicaid Services 
U.S. Department of Health and Human Services 
Attn:  CMS-5519-P 
P.O. Box 8013 
Baltimore, MD  21244-1850 
 
 

RE: CMS-5519-P – Medicare Program; Advancing Care Coordination Through Episode 

Payment Models (EPMs); Cardiac Rehabilitation Incentive Payment Model; and Changes 

to the Comprehensive Care for Joint Replacement Model (CJR) Proposed Rule (81 

Fed.Reg. 50794, August 2, 2016) 

 

Dear Mr. Slavitt:  

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

comment on the proposed rule Medicare Program: Advancing Care Coordination Through 

Episode Payment Models (EPMs); Cardiac Rehabilitation Incentive Payment Model; and 

Changes to the Comprehensive Care for Joint Replacement Model (81 Fed. Reg. 50794, August 

2, 2016).  The AANA makes the following comments and requests:  

• CMS Should Advise and Recommend that Hospitals Treat APRNs, Such as CRNAs, and 
Physicians Equally When Participating in EPMs 

• Ensure that EPM Collaborator Participation in an EPM Sharing Arrangement Remains 
Voluntary and Without Penalty for Nonparticipation 

• Preclude Instituting Risky Policies that Drive Up Healthcare Costs  

• Conditions and Restrictions Under EPMs Should Encourage Cost Efficient Anesthesia 
Delivery Models and the Strategic Use of Anesthesia Services  

• Prohibit Wasteful Tele-Supervision of CRNA Services in EPMs 

• Provide Clear Definition of Related Services that is Consistent Across EPMs  

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

and student nurse anesthetists, and AANA membership includes more than 50,000 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 43 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 

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, 

                                                           

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. 
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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 

 

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 

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   

 

AANA Request: CMS Should Advise and Recommend that Hospitals Treat APRNs, Such 

as CRNAs, and Physicians Equally when Participating in EPMs 

 

In the interest of patient safety, access to care, and cost-effective healthcare delivery, we request 

that the Centers for Medicare & Medicaid Services (CMS) recommend and direct that hospitals 

treat CRNAs, other APRNs and qualified licensed healthcare professionals who are not 

physicians, and physicians equally in every aspect of participation in episode payment models 

                                                           

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

anaesthesia for surgical patients. Cochrane Database of Systematic Reviews 2014, Issue 7. Art. No.: CD010357. DOI: 

10.1002/14651858.CD010357.pub2. 

4
 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    

6 
Liao, op cit. 
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(EPMs).  There is no sound policy justification for treating qualified providers, such as CRNAs 

and anesthesiologists, differently within the EPM model when they are providing patient the 

same high quality service that evidence shows yield the same excellent patient outcomes.  We 

appreciate that CMS is acknowledging the role of all providers, including APRNs such as 

CRNAs, as EPM collaborators.  CRNAs play an important role in cases involving acute 

myocardial infarction (AMI), percutaneous coronary intervention (PCI), surgical hip and femur 

fractures, and other hip and knee procedures in the delivery of anesthesia and post-operative pain 

management services.  Furthermore, as CRNAs provide approximately 43 million anesthetics per 

year, CRNAs practice with a high degree of autonomy.  We also recognize that EPMs have the 

potential to drive value-based healthcare delivery, particularly in anesthesia care and related 

services, and meet the triple aims of improving patient experience of care, improving population 

health and reducing healthcare costs.   

 

The proposed EPMs have the potential to reward care coordination and cost-efficiency, but 

without an equal and crucial focus on quality, such systems can lead to a harmful “race to the 

bottom” when incentives to cut costs are not balanced with quality standards – an outcome that 

must be avoided.  EPMs should remain voluntary and recognize the full range of qualified 

healthcare providers delivering care, including CRNAs and other APRNs, and avoid physician-

centricity that increases costs without improving quality or access. These episodes of care 

involve the use of anesthesia services.  Payment should recognize and account for the qualified 

healthcare professionals who delivered care to the patient, in part so that the healthcare 

professionals themselves can be held accountable.   

 

Therefore, we request that CMS advise hospitals participating in this payment model to treat 

physicians and APRNs equally.  Moreover, we also request that this same equality be extended 

to groups made up solely of practitioners other than physicians.  As CMS requires EPM sharing 

arrangements to be in compliance with all Medicare provider enrollment requirements including 

having an active NPI and TIN, we remind CMS that groups made up solely of practitioners other 

than physicians, including those made up entirely of CRNAs, would meet this requirement as 

these groups would be defined as group practices under a TIN.  Furthermore, we request that 

CMS should monitor all participation agreements so that participant hospitals and their EPM 
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collaborators, such as physician group practices, do not limit access to CRNA services through 

hospital bylaws and credentialing committees by discriminating against one qualified licensed 

provider type in preference for another, especially one that is higher cost but delivering the same 

services and patient outcomes. Discriminatory practices embedded in hospital bylaws and 

credentialing processes limit patient choice and healthy competition and increase healthcare 

costs without improving quality, to the detriment of patients and the Medicare program, and 

should be discouraged by CMS. 

 

AANA Request: Ensure that EPM Collaborator Participation in an EPM Sharing 

Arrangement Remains Voluntary and Without Penalty for Nonparticipation 

 

We support CMS’s proposal to have sharing arrangements remain voluntary and without penalty 

for nonparticipation.  Anesthesia professionals, such as CRNAs, can play an integral role in these 

episodes of care as proper anesthesia services management can improve patient flow, advance 

patient safety, and ultimately yield cost savings.7  Yet, anesthesia professionals are a non-patient 

facing provider specialty whose contact, relationship and services furnished to a patient is 

usually limited to the perioperative window including the inpatient stay. Furthermore, CRNAs do 

not select their patients or the surgical procedures.  Therefore, we recommend that anesthesia 

groups and anesthesia providers should have their EPM sharing arrangements voluntary and 

without penalty for nonparticipation.  

 

AANA Request: Preclude Instituting Risky Policies that Drive Up Healthcare Costs 

 

While the AANA emphasizes the important role of anesthesia in EPMs, CMS would be wise to 

preclude instituting risky policies that may drive up healthcare costs to a facility and to patients 

while also decreasing access to safe, high-quality anesthesia providers, such as CRNAs.  For 

instance, the use of certain large group practices, such as those comprised solely of 

anesthesiologists in single source noncompetitive contracts, promotes higher cost models of 

                                                           

7
 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. 
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anesthesia delivery and may not demonstrate sufficient patient-centeredness.  Furthermore, 

evidence indicates that such large group practices have engaged in anticompetitive practices.  

Holding substantial market power, large anesthesiologist-only group practices have entered into 

exclusive single source contract service agreements with health systems, facilities and surgeons 

where the group practice’s market power increases costs, limits choice of anesthesia provider, 

and imposes opportunity costs that deprive resources from delivery of other critical healthcare 

services. Such enterprises may use their market power to maximize their income without relation 

to the actual costs of performing the procedure.8  For example, according to the New York 

Times, a patient was billed $8,675 for anesthesia during cardiac surgery.  The anesthesia group 

accepted $6,970 from United Healthcare, $5,208.01 from Blue Cross and Blue Shield, $1,605.29 

from Medicare and $797.50 from Medicaid.9  Providing large anesthesiologist-only single-source 

anesthesia services groups with too much leverage drives up healthcare costs and puts additional 

economic strain on consumers without improving healthcare quality. Such arrangements should 

be discouraged by CMS in these EPMs. 

 

AANA Request: Conditions and Restrictions Under EPMs Should Encourage Cost 

Efficient Anesthesia Delivery Models and the Strategic Use of Anesthesia Services 

 

Procedures involving acute myocardial infarction (AMI), percutaneous coronary intervention 

(PCI), surgical hip and femur fractures, and other hip and knee procedures will include and 

require anesthesia services under these episodes of care.  Therefore, CMS has an interest in 

patient safety and access to anesthesia care as well as its cost-efficient delivery.  With all models 

of anesthesia delivery being equally safe according to extensive published research, the most 

cost-effective anesthesia care delivery model is the CRNA non-medically directed model.10  

EPMs should encourage hospitals to adopt safe and cost-efficient anesthesia delivery models for 

the reasons outlined below. 

 

                                                           

8
 Rosenthal,  E.. (2013, June 1). The $2.7 Trillion Medical Bill. The New York Times,  pp. A1, A4. 

http://www.nytimes.com/2013/06/02/health/colonoscopies-explain-why-us-leads-the-world-in-health-

expenditures.html?_r=0  

9
 Ibid. 

10
 Paul F. Hogan et. al, op cit. 
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In demonstrating the costs of various modes of anesthesia delivery, suppose that there are four 

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

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

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

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

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

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

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

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

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

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

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

the CRNA11 and $540,314 for the anesthesiologist12.  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. 

 

 

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 

                                                           

11
 AANA member survey, 2014 

12
 MGMA Physician Compensation and Production Survey, 2014. www.mgma.com  
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CRNA mean annual pay $170,000 AANA, 2014 

 

Under the more costly anesthesia models, hospitals and other facilities are bearing the additional 

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

incur with respect to how they provide their anesthesia care.   

 

Therefore, we recommend that CMS promote cost-efficient anesthesia delivery models in EPMs. 

CMS should not institute any policy or requirement in this payment model that would result in 

different payment for the anesthesia service when furnished by a CRNA, an anesthesiologist, or 

both working together, except in the instance of medical necessity for more than one anesthesia 

professional in a case. In order to promote patient access to safe and cost-efficient healthcare 

delivery, CMS should prohibit any signed participation agreement for an EPM sharing 

arrangement from requiring anesthesiologist medical direction of CRNA anesthesia services, or 

requiring physician supervision of CRNAs.   

 

We also ask that EPMs encourage the strategic use of anesthesia services.  Anesthesia 

professionals, such as CRNAs, play an integral role in these procedures as proper anesthesia 

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

patient safety, and ultimately in cost savings.13  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.14  Anesthesia is a 

portion of the variable costs associated with these EPM procedures.  We urge that the final rule 

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

efficient and include the use of techniques such as Enhanced Recovery After Surgery (ERAS) 

programs, which help reduce costs and improve patient outcomes. 15   

                                                           

13
 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. 

14
 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. 

15
 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; 
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AANA Request: Prohibit Wasteful Tele-Supervision of CRNA Services in EPMs 

 

The AANA is supportive of telehealth and remote monitoring technology that improves the 

quality of care provided for all patients and notes that CMS is proposing to waive certain 

telehealth requirements (p. 50936-50938).  In doing so, we caution CMS against the use of 

wasteful telehealth services that increase costs without improving healthcare access or quality.  

Specifically, we oppose policies that allow anesthesiologists to be reimbursed without providing 

actual anesthesia care, through billing for remote supervision services. This type of remote 

supervision would not improve access to healthcare for patients with chronic conditions and 

would instead reward providers not actually furnishing healthcare services. Furthermore, there is 

no evidence of a benefit for the use of supervision of anesthesia via telehealth.16  Therefore, we 

ask that CMS prohibit wasteful anesthesiologist tele-supervision of CRNA services in these 

EPMs. 

 

AANA Request:Provide Clear Definition of Related Services that is Consistent Across 

EPMs 

 

We assume that anesthesia services provided by CRNAs are included under the definition of 

related services that are reimbursed through Medicare Part B (p. 50832).  We request that the 

agency provide a clear definition and methodology for the term related services in this proposed 

rule.  We also ask that CMS apply this terminology consistently through the various payment 

models.  Doing so will allow providers the ability to verify how their services will be identified 

and reimbursed.   

                                                                                                                                                                                           

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. 
16

 See: Applegate RL, 2nd, Gildea B, Patchin R, et al. Telemedicine pre-anesthesia evaluation: a 

randomized pilot trial. Telemed J E H ealth. 2013;19:211-6; Cone SW, Gehr L, Hummel R, Merrell RC. Remote 

anesthetic monitoring using satellite telecommunications and the Internet. Anesthesia and analgesia. 

2006;102(5):1463-1467;  Dilisio RP, Dilisio AJ, Weiner MM. Preoperative virtual screening examination of the 

airway. J Clin Anesth. 2014;26:315-7;  and Galvez JA, Rehman MA. Telemedicine in anesthesia: an update. Curr 

Opin Anaesthesiol. 2011;24:459-62. 
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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, Ralph Kohl, at 202.484.8400, rkohl@aanadc.com.  

 

Sincerely, 
 

 
 

Cheryl L. Nimmo, DNP, MSHSA, CRNA 
AANA President 

 
 
 

cc:  Wanda O. Wilson, CRNA, PhD, AANA Executive Director 
Ralph Kohl, AANA Senior Director of Federal Government Affairs 
Romy Gelb-Zimmer, MPP, AANA Associate Director Federal Regulatory and Payment 
Policy 


