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December 19, 2016 

 

Andrew M. Slavitt 

Acting Administrator 

Centers for Medicare & Medicaid Services 

Department of Health and Human Services 

Attn:  CMS-5517-FC 

P.O. Box 8013 

7500 Security Boulevard 

Baltimore, MD  21244-8013 

 

RE: CMS-5517-FC – 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. 77008 November 4, 2016) 

 

Dear Mr. Slavitt:  

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

comment on the final 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. 77008, November 4, 2016).  The AANA makes the following comments 

and requests in the following areas:  

VIRTUAL GROUPS 

 

• Ensure Equal Treatment among CRNAs and Physicians with Respect to Opportunities for 

Participating in Virtual Groups 

 

QUALITY PERFORMANCE CATEGORY 

• Measures Finalized for Adoption in MIPS Program Should Be Inclusive of All Relevant 

Stakeholders and Should Be Inclusive of CRNA Practice 

 

MIPS SCORING 
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• Change the Denominator for Quality Performance Category Score to Reflect the 

Maximum Number of Points Available for the Total Number of Applicable Measures 

 

• Allow Eligible Clinicians to Receive the Maximum Number of Points Achieved for a 

Non-MIPS Measures 

 

• Clearly Outline How the MIPS Scoring and Methodology Will Be Explained and 

Disseminated to Eligible Clinicians 

 

• Ensure that the Process for Identifying and Deciding to Remove Topped Out Measures 

Be Inclusive of CRNAs 

 

• Provide Further Clarification on Improvement Activities Performance Category 

 

• Continue to Work with the AANA on the Development of Measures for the Cost 

Performance Category 

 

 

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 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 provide every aspect of the delivery of anesthesia services including 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 
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surgical cases and in some states are the sole anesthesia providers in nearly 100 percent of rural 

hospitals, affording these medical facilities obstetrical, surgical, trauma stabilization, and pain 

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

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

model for anesthesia delivery, and there is no measurable difference in the quality of care 

between CRNAs and other anesthesia providers or by anesthesia delivery model.
1 

  Furthermore, 

an August 2010 study published in Health Affairs shows no differences in patient outcomes 

when anesthesia services are provided by CRNAs, physicians, or CRNAs supervised by 

physicians.
2
  Researchers studying anesthesia safety found no differences in care between nurse 

anesthetists and physician anesthesiologists based on an exhaustive analysis of research literature 

published in the United States and around the world, according to a scientific literature review 

prepared by the Cochrane Collaboration.
3
  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 play an essential role in assuring that rural America has access to critical anesthesia 

services, often serving as the sole anesthesia provider in rural hospitals, affording these facilities 

the capability to provide many necessary procedures. 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
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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
   

VIRTUAL GROUPS 

 

AANA Request: Ensure Equal Treatment among CRNAs and Physicians with Respect to 

Opportunities for Participating in Virtual Groups 

 

As the Centers for Medicare & Medicaid Services (CMS) develops standards for virtual groups, 

we urge CMS to consider how all eligible clinicians (ECs), including CRNAs, can be treated 

equally under this program.  In doing so, we ask that CMS not hamper their eligibility for and 

participation in these groups.   

 

We offer the following recommendations regarding standards for establishing virtual groups.  

First, CMS should not limit the number of virtual groups that can combine their MIPS reporting.  

Allowing for virtual groups to report under a virtual TIN is a positive step towards ensuring that 

smaller group practices can participate in MIPS.  Second, CMS should not limit the size of 

virtual groups for the purpose of MIPS reporting.  Third, CMS should not place a geographic 

limitation with respect to participation in a virtual group.  Due to the global nature of healthcare, 

geographical limitations are not necessarily valid.  Furthermore, if patients can communicate 

with their providers regardless of location, it appears unreasonable and impractical to constrain 

virtual groups by such a limitation.  Instead, CMS may want to consider limiting virtual groups 

to be of the same specialty.  

 

QUALITY PERFORMANCE CATEGORY 

 

AANA Request: Measures Finalized for Adoption in MIPS Program Should Be Inclusive of 

All Relevant Stakeholders and Should Be Inclusive of CRNA Practice 

 

                                                           

6 
Liao, op cit. 



American Association of Nurse Anesthetists 

 AANA - 5 
 

  

We urge CMS to ensure that quality measures development, implementation and evaluation are 

inclusive of all appropriate stakeholders, including CRNAs and APRNs. We oppose the agency 

propagating quality measures that have not met a legitimate stakeholder consensus development 

process.  We recommend that 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 of the reporting period to aid in adoption.   

 

As CMS has stated in the final rule that it will share measure modification requests with the 

measure owner prior to any modifications being made and will propose changes in future 

rulemaking (pages 77650, 77568), we request that the agency CMS coordinate with the measure 

steward for the anesthesiology specialty measure set to assure that measure modifications 

previously requested by the AANA are addressed in an appropriate and timely manner.  Quality 

measures pertaining to anesthesia services should take into account all appropriate stakeholders, 

including input from CRNAs, based on their professional role in the spectrum of the anesthesia 

services.  We outline below the outstanding issues we would like for CMS to address with the 

measure stewards in future rulemaking:   

• Measure #404: Anesthesiology Smoking Abstinence 

o The title and language used throughout the measure specification references 

“anesthesiologist” without regard to any other anesthesia provider.  CRNAs 

personally administer more than 43 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.  Therefore, the measure 

specifications should be changed to be inclusive of all anesthesia professionals, 

including CRNAs.   

o The term “proxy” requires clarification as it is unclear whether a proxy must be 

another anesthesia professional equivalent to an anesthesiologist or a non-

anesthesia healthcare professional. A clear definition of proxy is required given 

that this is an anesthesia specific measure.   
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o The term “routine screening” used in the denominator is vague and requires 

clarification. 

 

• 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 

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. 

 

MIPS SCORING 

 

AANA Request: Change the Denominator for Quality Performance Category Score to 

Reflect the Maximum Number of Points Available for the Total Number of Applicable 

Measures 

 

We have concerns about the MIPS scoring methodology as it applies to the quality performance 

category.  While the AANA agrees with the agency’s decision not to reduce the weight of the 

quality category, we are concerned by the number of points that can be achieved within the 

category when few measures are applicable.  Some CRNAs reporting via a qualified registry 

may only be able to report on one or two MIPS quality measures as not all of the anesthesiology 

measure set and the other MIPS quality measures may apply to their practice.  Therefore, the 

AANA recommends that CMS change the denominator used in calculating the performance 

category score to reflect the maximum number of points available for the total number of 

“applicable” measures so as not to unduly penalize providers with less than six measures 

available to them within a measure set when using a Qualified Registry.   
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AANA Request: Allow Eligible Clinicians to Receive the Maximum Number of Points 

Achieved for a Non-MIPS Measures 

 

We are concerned about the new MIPS benchmark methodology for attributing points to a 

measure when an anesthesia professional reports via a qualified clinical data registry (QCDR). 

The AANA recommends that all ECs that report via a QCDR be able to obtain the maximum 

number of points achieved for a non-MIPS measure until a benchmark can be achieved.  

Currently, QCDR non-MIPS measures lack a national benchmark for appropriate scoring.  We 

are uncertain about how the maximum number of points can be achieved for each applicable 

measure when there is a lack of appropriate or historical data for non-MIPS anesthesia QCDR 

measures and when many non-MIPS measures may change from year to year.  This is especially 

troublesome since anesthesia professionals may be unsuccessful in finding measures for a 

qualified registry using the anesthesiology measure set, thereby driving anesthesia professionals 

into a QCDR.    

 

AANA Request:  Clearly Outline How the MIPS Scoring and Methodology will Be 

Explained and Disseminated to Eligible Clinicians 

 

Finally, the AANA encourages CMS to clearly outline how the MIPS scoring and methodology 

will be explained and disseminated to ECs.  We suggest that this information is included in 

periodic performance feedback reports and is presented in way that is easy to understand and 

provides the appropriate rationale for each performance category.   

 

AANA Request:  Ensure that the Process for Identifying and Deciding to Remove Topped 

Out Measures Be Inclusive of CRNAs 
 

As the agency is examining the best method for identifying topped-out measures and for 

quantifying a decision to remove measures from the MIPS program (p. 77140), we ask that the 

process for identification and the determination for the removal of topped out measures be 

inclusive of APRNs, including CRNAs.  Evaluation of topped out measures should take into 

account all appropriate stakeholders, including CRNAs and APRNs, and the process for doing so 

should be transparent, based on  evidence and patient-centeredness. 
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AANA Request: Provide Further Clarification on Improvement Activities Performance 

Category 

 

The AANA requests that CMS provide clear and specific guidance on how improvement 

activities will qualify as appropriate for credit and scoring under this performance category.  

CMS states that only attestation of completion will be required to obtain credit (pp.77180-

77181); however, there are numerous types of activities that fall under the multitude of 

improvement activity categories identified by CMS, which refer more to general themes than 

specific quality improvement projects.  Furthermore, CMS should clarify how they will verify 

what specific types of activities will qualify as improvement activities or create a submission and 

review process for eligible clinicians to obtain approval of a “qualified” improvement activity 

prior to participation.  In addition, CMS should clarify what documentation eligible clinicians 

participating in and attesting to improvement activities will need in case of an audit, such as a 

certificate of completion showing that activity was performed for a continuous 90-day period 

during the performance period.  We request that CMS clearly this state information in the final 

rule or subregulatory guidance.   

 

AANA Request: Continue to Work with the AANA on the Development of Measures for 

the Cost Performance Category 

 

The AANA as an interested stakeholder looks forward to working with CMS as it continues to 

develop more episode-based measures and other mechanisms that identify gaps in cost 

measurement affecting specialties such as anesthesia.  We note that of the list of ten episode-

based measures on page 77173, six specifically include anesthesia related services indicated by 

the anesthesia CPT codes listed under relevant services.  The development of episode-based 

measures that include anesthesia services will be challenging given that the utilization of 

anesthesia services and the cost of providing them may vary by episode and these differences 

may be attributed to factors such as the setting, patient and physician preferences, patient risk 

factors, regulations and payment policies. The AANA represents approximately 50,000 CRNAs 

who are highly educated and skilled anesthesia professionals who are ready to offer insight into 
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mitigating these factors and who may be instrumental in developing episode-based measures that 

identify costs by provider.   

 

 

We thank you for the opportunity to comment on the final rule with comment.  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, PhD, MSN, CRNA, AANA Executive Director 

Ralph Kohl, AANA Senior Director of Federal Government Affairs 

Romy Gelb-Zimmer, MPP, AANA Associate Director Federal Regulatory and Payment 

Policy 

 

 


