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November 27, 2017 

 

Seema Verma 

Administrator 

Centers for Medicare & Medicaid Services 

Department of Health and Human Services 

Attention: CMS-9930-P 

P.O. Box 8016 

Baltimore, MD 21244-8016 

RE: CMS-9930-P - Patient Protection and Affordable Care Act; HHS Notice of Benefit and 

Payment Parameters for 2019 proposed rule 

 

Dear Ms. Verma:  

 

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

written comments on CMS-9930-P - Patient Protection and Affordable Care Act; HHS Notice of 

Benefit and Payment Parameters for 2019 proposed rule.  We are firmly committed to working with 

the agency and other healthcare stakeholders to help achieve our common goals of increasing access to 

healthcare, reducing regulatory burdens on stakeholders, empowering consumers and making 

healthcare more affordable for all Americans. Specifically, the AANA makes the following comments 

and recommendations:   

 

I. CRNAs Provide Safe, High Quality and Cost Effective Healthcare 

II. Functions of an Exchange [§155.200(f)(2)(ii)] 

A. Require CRNAs to be Included in Qualified Health Plans Participating in State-Based 

Exchanges (SBE) and State-Based Exchanges on the Federal Platform (SBE-FPs) 

 

B. Qualified Health Plans Participating in State-Based Exchanges (SBE) and State-Based 

Exchanges on the Federal Platform (SBE-FPs) Must Not Discriminate Against Providers 

Acting Within their State Scope of Practice Laws and Regulations 

 

III. Requirements for States’ EHB-Benchmark Plans [§156.111(b)(1)] 

A. Require Anesthesia and Pain Management Services to be Included in the Ten Categories of 

Benefits Provided by EHB-Benchmark Plans 

 

IV. Our Proposals for Promoting Healthcare Marketplace Innovation and Reducing Regulatory 
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Burdens 

 

A. The Costly and Unnecessary Requirements Relating to Physician Supervision of CRNA 

Anesthesia Services should be Removed 

 

B. Cost-Effective Models in Healthcare Delivery such as Non-medically Directed Anesthesia 

Services Performed by CRNAs Should be Included as Part of Healthcare Reform 

 

C. Implementing CRNA Full Practice Authority Increases Veterans Access to Care and Promotes 

Safe, Efficient Healthcare Delivery  

 

D. Appropriate Enforcement of the Provider Nondiscrimination Law Promotes Consumer Choice 

and Market Competition, Advancing Patient Safety Innovations and Cost-Efficiency in the 

Public Interest 

 

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

Protocol as an Innovative Healthcare Delivery Model 

 

F. Use of a Multi-Modal Pain Management Approach which may Reduce Patient Need for and 

Reliance on Opioids 

 

G. Reducing Regulatory Barriers for CRNAs Increases Access to Anesthesia Care in Rural 

Communities 

 

CRNAs Provide Safe, High Quality and Cost Effective Healthcare 

 

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

student registered nurse anesthetists (SRNAs). AANA membership includes more than 52,000 CRNAs 

and SRNAs, representing over 90 percent of the nurse anesthetists in the United States.  CRNAs are 

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

 

CRNAs are involved in every aspect of anesthesia services including 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.  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 
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medical facilities obstetrical, surgical, trauma stabilization, and pain management capabilities.  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.  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 and affording these facilities the capability to provide many necessary procedures.   

 

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 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 
  An August 2010 study published in Health Affairs showed 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
 

I. FUNCTIONS OF AN EXCHANGE (§155.200(F)(2)(II)) 

 

                                                        
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.  

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
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A. AANA Recommendation:  Require CRNAs to be Included in Qualified Health Plans 

Participating in Federally Facilitated Marketplaces 

 

The AANA supports the agency’s requirement that qualified health plans participating in SBEs and 

SBE-FPs must maintain networks that are sufficient in numbers and types of providers to assure that 

all services to covered persons will be accessible to them without unreasonable delay.  We also support 

the agency’s declaration that it will consider the National Association of Insurance Commissioner’s 

(NAIC) final recommendations of updates to their Network Adequacy Model law as it assesses these 

policies.  The AANA believes that patients benefit the greatest from a healthcare system where they 

receive easily accessible care from an appropriate choice of safe, high quality and cost-effective 

providers, such as CRNAs.   

 

Therefore, we request that CRNAs be included in all health carrier network plans, which will help 

ensure network adequacy, access and affordability to consumers.  Doing so would help establish 

appropriate minimum standards for ensuring sufficient choice of providers within health carrier 

networks.  CRNAs are an important type of provider with an integral role in providing anesthesia and 

analgesia-related care, including pain management services.  They provide safe, high-quality and cost 

effective anesthesia care and are advanced practice registered nurses who personally administer more 

than 43 million anesthetics to patients each year.  Furthermore, in rural communities and other 

medically underserved areas of the United States, CRNAs can be the sole anesthesia professionals. 

Their presence enables hospitals and other healthcare facilities to offer obstetrical, surgical, and trauma 

stabilization services to patients who might otherwise be forced to travel long distances for this 

essential care.  Without strong patient access safeguards in place, we are concerned that lax network 

adequacy standards could limit the number of providers or the types of providers on their panels, 

which could severely limit patient access to needed care.  Consistent with the goals and policies of the 

Affordable Care Act in establishing provider networks that ensure extensive access to care, we 

encourage health carriers to include CRNAs in their networks by expressly recognizing CRNAs as 

eligible professionals in health plans networks.  This would help ensure patient access to a range of 

beneficial, safe and cost-efficient healthcare professionals and allow CRNAs to practice to full extent 

of their scope of practice.    

 

Such a recommendation is also consistent with the recent findings and recommendations of the 

National Academy of Medicine, whose report titled The Future of Nursing: Leading Change, 

Advancing Health calls for removing barriers so that advanced practice registered nurses (APRNs), 
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including CRNAs, can practice to the full extent of their education and training, indicating that APRNs 

play a critical role in the future of health care.
5
  It also supports the agency’s objective of achieving the 

triple aim of health care which includes, improving the experience of care, improving the health of 

populations, and reducing per capita costs of health care.  CRNAs are an important component in 

helping achieve the triple aim because they ensure patient safety and access to safe, high-quality care, 

and promote healthcare cost savings.   

 

B. Qualified Health Plans Participating in SBEs and SBE-FPs Must Not Discriminate 

Against Providers Acting Within their State Scope of Practice Laws and Regulations 

 

We recommend that qualified health plans participating in SBEs and SBE-FPs design their network 

participating provider selection criteria to not discriminate against qualified licensed healthcare 

providers acting within their state scope of practice laws and regulations.  This request aligns with the 

same recommendation contained in the final NAIC Health Benefit Plan Network, Access and 

Adequacy Model Act, released in November 2015, which makes the same statements.
6
  

 

It is important to highlight the harms of discrimination CRNAs currently face in the selection criteria 

certain health plans develop which determines the selection of providers that participate in their 

networks.  CRNAs, acting within the scope of their license or certification under applicable state law 

or regulation, have experienced discrimination with respect to participation in qualified health plans.  

Such discrimination impairs consumer choice and competition and thus impairs efforts to control 

healthcare cost growth.  Further, this discrimination violates the federal provider nondiscrimination 

provision in the Patient Protection and Affordable Care Act (Sec. 1201, Subpart 1, creating a new 

Public Health Service Act Sec. 2706(a), “Non- Discrimination in Health Care, 42 USC §300gg-5),
7
 

                                                        
5
 IOM (Institute of Medicine). The Future of Nursing: Leading Change, Advancing Health (Washington, DC: The National 

Academies Press, 2011). 

6
 National Association of Insurance Commissioners Final Health Benefit Plan Network, Access and Adequacy Model Act 

(November 2015), http://www.naic.org/documents/committees_b_exposure_draft_proposed_revisions_mcpnama74.pdf  

7 Patient Protection and Affordable Care Act, Sec. 1201, Subpart 1, creating a new Public Health Service Act Sec. 2706(a), 
Non-Discrimination in Healthcare (42 U.S.C. §.300gg-5). The statutory provision reads as follows: “(a) Providers.--A group 
health plan and a health insurance issuer offering group or individual health insurance coverage shall not discriminate 
with respect to participation under the plan or coverage against any healthcare provider who is acting within the scope of 
that provider's license or certification under applicable State law. This section shall not require that a group health plan or 
health insurance issuer contract with any healthcare provider willing to abide by the terms and conditions for 
participation established by the plan or issuer. Nothing in this section shall be construed as preventing a group health 
plan, a health insurance issuer, or the Secretary from establishing varying reimbursement rates based on quality or 
performance measures.” 

 

http://www.naic.org/documents/committees_b_exposure_draft_proposed_revisions_mcpnama74.pdf
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which, prohibits health plans from discriminating against qualified licensed healthcare professionals, 

such as CRNAs, solely on the basis of their licensure.  This law promotes access to healthcare and 

consumer choice of healthcare professionals, and helps reduce healthcare costs through competition.  It 

prohibits discrimination based on provider licensure that keeps patients from getting the care they 

need.   

 

To promote patient access to high quality healthcare, market competition and cost efficiency, qualified 

health plans participating in health insurance exchanges or marketplaces must all avoid discrimination 

against qualified, licensed healthcare professionals, such as CRNAs, solely on the basis of licensure.  

Proper implementation of the provider nondiscrimination provision is crucial because health plans 

have wide latitude to determine the quantity, type, and geographic location of healthcare professionals 

they include in their networks, based on the needs their enrollees.  However, when health plans 

organize their healthcare delivery in such a way that they discriminate against whole classes of 

qualified licensed healthcare professionals by licensure, by prohibiting reimbursement for anesthesia 

and pain management services provided by CRNAs, for example, patient access to care is impaired, 

consumer choice suffers, and healthcare costs climb for lack of competition.  Additionally, such 

discrimination provides incentives for the use of higher-cost providers without improving quality or 

access to care.  Promoting nondiscrimination encourages the use of qualified, licensed healthcare 

professionals such as CRNAs who perform the same services to the same high level of quality as other 

qualified providers. 

 

The AANA believes it is discrimination if health plans or health insurers have a policy that reimburses 

differently for the same services provided by different provider types solely on account of their 

licensure.  Paying one qualified provider type a higher rate than another for providing the same high 

quality service offers a powerful incentive to increase healthcare costs without improving healthcare 

quality or access, by helping to steer healthcare delivery to more expensive providers.  For example, in 

the delivery of anesthesia services, the labor costs of anesthesiologists are approximately three times 

higher than those of CRNAs.
8
  Quality of care is high and continually improving, and patient outcomes 

by provider type are similarly excellent as measured by the published research we have already shown.  

The choice of discriminating in coverage or reimbursement against qualified licensed providers solely 

on the basis of licensure therefore leads to impaired access, increased costs and lower quality of care.   

 

                                                        
8 Healthcare Performance Strategies. Anesthesia Subsidy Survey 2012. 
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Furthermore, if a health plan or health insurer network offers a specific covered service, Section 2706 

requires that the health insurer or health plan network include all types of qualified licensed providers 

who can offer that service.  For example, if a health plan offers coverage for anesthesia services, it 

should allow all anesthesia provider types to participate in their networks and should not refuse to 

contract with CRNAs just based on their licensure alone.   

 

Ensuring that qualified health plans adhere to this nondiscrimination law would promote patient access 

to a range of beneficial, safe and cost-efficient healthcare professionals, consistent with public interests 

in quality, access and cost-effectiveness.  These priorities correspond with the principles advocated by 

the AANA, which are to provide safe, high-quality and cost effective anesthesia care for patients.   

 

II. REQUIREMENTS FOR STATES’ EHB-BENCHMARK PLANS [§156.111(B)(1)] 

 

A. Require Anesthesia Services to be Included in the Ten Categories of Benefits Provided by 

Essential Health Benefit (EHB)-Benchmark Plans 

 

 

The AANA supports the agency’s proposal that EHB-Benchmark plans “provide an appropriate 

balance of coverage for the 10 EHB categories of benefits established at 156.110(a) and under Section 

1302(b)(1) of the Patient Protection and Affordable Care Act.
9
”  Essential Health Benefits are a set of 

ten categories of services health insurance plans must cover, including: ambulatory patient services, 

emergency services, hospitalization, maternity and newborn care, mental health services and addiction 

treatment, prescription drugs, rehabilitative services and devices, laboratory services, 

preventative/wellness/chronic disease services, and pediatric services.  The goal of the essential health 

benefits requirement was to help balance access, comprehensiveness, quality improvement and 

affordability for consumers purchasing health coverage. EHBs are necessary to ensure health coverage 

for patients; their elimination would create an access issue across the United States.   

 

Since the ACA provides for the establishment of an EHB package, including the EHB-benchmark 

plan, that encompasses services such as hospitalization, ambulatory patient services, emergency 

services, and maternity care, we interpret those categories to include anesthesia and analgesia services 

for surgical and diagnostic procedures and interventional pain management services provided by 

CRNAs.  These services provided by trained and qualified health care providers, such as CRNAs, are 

                                                        
9 82 Fed. Reg. 51104 (November 2, 2017). 
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essential in patient care.  Because anesthesia and analgesia care given by CRNAs fits into many of the 

essential health benefits requirements in the ACA, we request that the agency require anesthesia and 

pain management services be included expressly among the ten categories of benefits provided by 

EHB-benchmark plans.  Doing so would include a sufficient choice of providers who provide 

increased access to high quality and cost-effective care, and promote competition and choice in health 

care. 

 

III. OUR PROPOSALS FOR PROMOTING HEALTHCARE MARKETPLACE 

INNOVATION AND REDUCING REGULATORY BURDENS 

 

 

The AANA supports the agency’s request to seek comment on ways in which HHS can foster market-

driven programs that can improve the management and costs of care and that provide consumers with 

quality, person centered coverage. We recommend removing administrative and regulatory barriers to 

the use of CRNA services, which will help promote competition and choice while reducing costs in the 

healthcare system.  Before outlining these proposals, we wanted to provide an overview of the 

professional regulation of CRNAs.  The scope of practice for CRNAs is first determined by the 

profession
10

, and is subject to state legislation and regulation through nurse practice acts and 

regulations, and through state healthcare facility licensing statutes and regulations.  At the federal 

level, CRNA practice is circumscribed by federal regulations governing Medicare healthcare facilities, 

chiefly hospital conditions of participation (CoPs) and ambulatory surgery center conditions for 

coverage (CfCs).
11

  At both the state and federal levels, however, recognition of CRNA services to the 

full extent of the profession’s practice authority is commonly constrained through the highly organized 

and well-funded policy advocacy efforts of marketplace competitors from the community of organized 

medicine.
9,10,11

 

 

A. The Costly and Unnecessary Requirements Relating to Physician Supervision of 

CRNA Anesthesia Services Should be Removed 
 

                                                        
10 American Association of Nurse Anesthetists. “Scope of nurse anesthesia practice.”  AANA, Park Ridge, IL, 2013.  
http://www.aana.com/resources2/professionalpractice/Pages/Scope-of-Nurse-Anesthesia-Practice.aspx . 

11
 For example, Medicare hospital conditions of participation require CRNA anesthesia services to be subject to 

supervision by the operating practitioner or by an anesthesiologist who is immediately available, unless the state in which 
the service is provided has opted-out from this supervision requirement.  See 42 CFR §482.52 at  
http://www.gpo.gov/fdsys/pkg/CFR-2011-title42-vol5/pdf/CFR-2011-title42-vol5-sec482-52.pdf  and Medicare hospital 
interpretive guidelines at the Medicare state operations manual Appendix A, tag #A-1000, at 
http://www.cms.gov/Regulations-and-Guidance/Guidance/Manuals/downloads/som107ap_a_hospitals.pdf .  

http://www.aana.com/resources2/professionalpractice/Pages/Scope-of-Nurse-Anesthesia-Practice.aspx
http://www.gpo.gov/fdsys/pkg/CFR-2011-title42-vol5/pdf/CFR-2011-title42-vol5-sec482-52.pdf
http://www.cms.gov/Regulations-and-Guidance/Guidance/Manuals/downloads/som107ap_a_hospitals.pdf
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CRNAs’ ability to practice to their full scope is affected by Medicare regulations associated with 

Medicare Part A Conditions of Participation and Conditions for Coverage (CoPs and CfCs).  The 

Medicare CoPs and CfCs are federal regulations with which particular healthcare facilities must 

comply in order to participate in the Medicare program.  While these regulations directly apply to 

facilities, they affect CRNA practice and impair competition and choice.  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.
12

   

 

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

driving healthcare expenditures higher 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.    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 repeatedly 

demonstrated the high quality of nurse anesthesia care, and a 2010 study published in Health Affairs
13

 

led researchers to recommend that costly and duplicative supervision requirements for CRNAs be 

eliminated.  Examining Medicare records from 1999-2005, the study compared anesthesia outcomes in 

14 states that opted out of the Medicare physician supervision requirement for CRNAs with those that 

did not opt out.  (To date, 17 states have opted out.)  The researchers found that anesthesia has 

continued to become safer in opt-out and non opt-out states 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.”
14

  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.
15

 

 

                                                        
12 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.  

13 Dulisse, op cit.  

14 Who should provide anesthesia care?  (Editorial) New York Times, Sept. 6, 2010, 
http://www.nytimes.com/2010/09/07/opinion/07tue3.html?_r=0 .  

15 Negusa, op cit.  

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
http://www.nytimes.com/2010/09/07/opinion/07tue3.html?_r=0
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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.
16

 

 

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

supervision of CRNAs (except in opt-out states) by a physician,  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.
17

   But there are even bigger costs involved if the hospital administrator believes 

that CRNAs are required to have anesthesiologist supervision (which they are not). 

 

According to a nationwide survey of anesthesiology group subsidies,
18

 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 pays on average a $3.2 million anesthesiology subsidy. Anesthesiology groups 

receive this payment from hospitals in addition to their direct professional billing. 

 

                                                        
16 Hogan, op cit. 

17 63 FR 58813, November 2, 1998. 

18 Healthcare Performance Strategies. Anesthesia Subsidy Survey 2012 
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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 condit ions 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,
19

 

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 more than 10 years of AANA membership survey data. 

 

Since this 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.
20

   

 

B. Cost-Effective Models in Healthcare Delivery such as Non-Medically Directed 

Anesthesia Services Performed by CRNAs should be Included as Part of Healthcare 

Reform 

 

The AANA supports efforts to better understand the potential benefits of new healthcare delivery 

models that have emerged in recent years which can offer significant cost savings while maintaining, 

or even improving, quality of care.  These models may also increase the supply of healthcare services, 

which can expand consumer access to care.  We recommend that innovative, cost-effective models in 

anesthesia delivery such as non-medically directed anesthesia services performed by a CRNA be 

included in the agency’s strategic plan to help reform, strengthen and modernize our nation’s 

healthcare system.  

 

                                                        
19 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. 
20 IOM (Institute of Medicine). The Future of Nursing: Leading Change, Advancing Health (Washington, DC: The 
National Academies Press, 2011). 
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In most respects, Medicare reimburses CRNAs and anesthesiologists at 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”
21

 that provides a financial incentive for anesthesiologists to 

“medically direct” CRNAs who are capable of and often provide patient access to highquality 

anesthesia care unassisted.  An anesthesiologist claiming medical 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, and 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 Safety.
22

  The CMS has also stated that medical direction is a condition of 

payment of anesthesiologist services and not a quality standard.
23

   

 

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

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

delivered by a CRNA medically directed at a 2:1 ratio; and (d) 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
24

 and $540,314 for the 

anesthesiologist
25

.  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 $305,079 per year ($170,000 + (0.25 

                                                        
21

 42 CFR §415.110. http://www.gpo.gov/fdsys/pkg/CFR-2003-title42-vol2/pdf/CFR-2003-title42-vol2-sec415-130.pdf  

22 Hogan, op cit. 
23

 63 FR 58813, November 2, 1998, http://www.gpo.gov/fdsys/pkg/FR-1998-11-02/pdf/98-29181.pdf.  
24 AANA member survey, 2014 

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

http://www.gpo.gov/fdsys/pkg/CFR-2003-title42-vol2/pdf/CFR-2003-title42-vol2-sec415-130.pdf
http://www.gpo.gov/fdsys/pkg/FR-1998-11-02/pdf/98-29181.pdf
http://www.mgma.com/
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x $540,314).  For case (c) it is $440,157 per year ($170,000 + (0.50 x $540,314).  Finally, for case (d), 

the annualized cost equals $540,314 per year. 

 
 

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 Medicare, Medicaid, and private 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.  This additional cost 

is shifted onto hospitals and other healthcare facilities, and ultimately to patients, premium payers and 

taxpayers.  With CRNAs providing over 43 million anesthetics each year in the United States, 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 that 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 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,
26

 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 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-

                                                        
26 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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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, such costs should be considered when developing and carrying out new systems for 

anesthesia reimbursement in 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.  

 

C. Implementing CRNA Full Practice Authority Increases Veterans Access to Care and 

Promotes Safe, Efficient Healthcare Delivery  

 

The AANA advocates on numerous issues to help improve healthcare, patient safety and practice 

excellence by working to increase access to healthcare, make healthcare more affordable, and improve 

the quality of the care available to all patients, including our nation’s veterans.  On December 14, 

2016, the Department of Veterans Affairs (VA) published its final rule granting full practice authority 

to three of the four APRN specialties, illogically excluding CRNAs from the rule “due to VA’s lack of 

access problems in the area of anesthesiology.”
27

  This is a dangerously inaccurate statement that is 

clearly refuted by evidence.  The most recent evidence was shown in a news story from Denver 

highlighting the lack of access to anesthesia services at Veterans Health Administration (VHA) 

facilities and the ensuing delays for critical surgeries for our veterans.
28

  Due to anesthesia delays, 

veterans are indeed waiting for care they deserve and have earned.  The decision to exclude CRNAs 

will cause veterans to continue to endure dangerously long wait times for anesthesia and other 

healthcare services due to the ongoing underutilization of CRNAs currently working in VHA facilities.   

In the interest of expanding Veterans’ access to quality healthcare, we express strong support for the 

VHA recognizing all APRNs, including CRNAs, to practice to the full extent of their education, 

training, and certification without the clinical supervision of physicians.  Nurse anesthetists are 

experienced, highly educated anesthesia professionals who provide quality patient care confirmed by 

decades of scientific research.  Peer-reviewed research and authoritative policy documents have 

                                                        
27

 81 Fed. Reg. 90198. https://www.gpo.gov/fdsys/pkg/FR-2016-12-14/pdf/2016-29950.pdf  

28 Rob Low, “VA Surgeries postponed because there aren’t enough anesthesiologists” Fox31 Denver. October 11, 2017. 
http://kdvr.com/2017/10/11/va-surgeries-postponed-because-there-arent-enough-anesthesiologists/ 

https://www.gpo.gov/fdsys/pkg/FR-2016-12-14/pdf/2016-29950.pdf
http://kdvr.com/2017/10/11/va-surgeries-postponed-because-there-arent-enough-anesthesiologists/
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illustrated how CRNAs consistently deliver safe, high-quality, cost-effective anesthesia care in today’s 

ever-changing healthcare environment and this has long been recognized by the VHA.  By 

standardizing care delivery models across the country via full practice authority for APRNs, including 

CRNAs, Veterans can be assured consistently safe and high quality care delivery in any VHA 

healthcare facility.  More than 900 CRNAs provide every type of anesthesia care, as well as chronic 

pain management services, for our Veterans in the VHA.  

 

Permitting full practice authority for CRNAs will ensure veterans receive the full scope of high-quality 

anesthesia and pain management care they so rightfully deserve.  An Independent Assessment of the 

VA’s healthcare delivery system and management processes as required by the Veterans Choice 

Access and Accountability Act of 2014, recommended formalizing Full Nursing Practice Authority for 

all APRNs, including CRNAs, throughout the VHA.
29

  In addition, in June 2016 following an 

exhaustive 10-month assessment of the VHA, the independent federal Commission on Care reported 

that 23 percent of healthcare professionals in the VHA are not working to the top of their licensure, 

identifying this underuse of available resources as a major barrier to effective healthcare provision.
30

  

One solution recommended by the Commission is implementation of policy that allows full practice 

authority for APRNs, which adds further data to the increasing amount of evidence in support of 

allowing CRNAs and other APRNs to practice to the full scope of their education, training, and 

abilities in the VHA, without physician supervision.
31

  This policy would not only help address the 

increasing healthcare demands of our nation’s veterans, but would also improve healthcare efficiency 

in the VHA system by reducing wait times and increasing cost-effective care.  The common sense 

solution to avoid further interruption in veterans’ care is to immediately implement full practice 

authority for all CRNAs and APRNs working in the VHA system. 

 
The landmark National Academy of Medicine (formerly the Institute of Medicine) report To Err is 

Human found in 2000 that anesthesia was 50 times safer than in the 1980s.   Though many studies 

have demonstrated the high quality of nurse anesthesia care, the results of a 2010 study published in 

Health Affairs led researchers to recommend that costly and duplicative supervision requirements for 

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

                                                        
29

 U.S. Department of Veterans Affairs Assessment B - Health Care Capabilities (September 1, 2015), 
http://www.va.gov/opa/choiceact/documents/assessments/Assessment_B_Health_Care_Capabilities.pdf  

30
 The Commission on Care, Final Report on the Commission on Care (June 30, 2016), 

https://commissiononcare.sites.usa.gov/files/2016/07/Commission-on-Care_Final-Report_063016_FOR-WEB.pdf  

31 The Commission on Care, op cit. 

http://www.va.gov/opa/choiceact/documents/assessments/Assessment_B_Health_Care_Capabilities.pdf
https://commissiononcare.sites.usa.gov/files/2016/07/Commission-on-Care_Final-Report_063016_FOR-WEB.pdf
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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 grow more safe in opt-out and non-opt-out states alike.  A June 2016 study 

published in the independent scientific journal Medical Care found no measurable impact in anesthesia 

complications from nurse anesthetist scope of practice or practice restrictions.
32

  The study, which is 

the first to focus on the effects of state scope of practice laws and anesthesia delivery models on patient 

safety, also concluded that limitations on CRNA practice such as state scope of practice restrictions 

and physician supervision reduce patient access to quality care and increase costs of healthcare 

services.
33

  Furthermore, a 2014 Cochrane Collaboration publication found no differences in care 

between nurse anesthetists and physician anesthesiologists.   

 

In the interest of improving Veterans’ access to quality healthcare, we express strong support for the 

VA recognizing CRNAs to practice to the full extent of their education, training, and licensure without 

the clinical supervision of physicians.  Permitting full practice authority for CRNAs will ensure 

Veterans receive the full scope of high-quality anesthesia and pain management care they so rightfully 

deserve.  The Independent Assessment of the healthcare delivery system and management processes of 

the VA recommended formalizing full practice authority for all APRNs, including CRNAs, throughout 

the VHA.
34

  In addition, in June 2016, following an exhaustive 10-month assessment of the VHA, the 

independent federal Commission on Care reported that 23 percent of healthcare professionals in the 

VHA are not working to the top of their licensure, identifying this underuse of available resources as a 

major barrier to effective healthcare provision.
35

  One solution recommended by the Commission is 

implementation of policy that allows full practice authority for APRNs, which adds further data to the 

increasing amount of evidence in support of allowing CRNAs to practice to the full scope of their 

education, training, and licensure in the VHA, without physician supervision.
36

  This policy would not 

only help address the increasing healthcare demands of our nation’s Veterans, but would also improve 

                                                        
32 Negrusa B, Hogan PF, Warner JT, Schroeder CH, Pang B. Scope of Practice Laws and Anesthesia Complications: No 
Measurable Impact of Certified Registered Nurse Anesthetist Expanded Scope of Practice on Anesthesia-related 
Complications. Med Care. (May 20, 2016). http://journals.lww.com/lww-
medicalcare/Abstract/publishahead/Scope_of_Practice_Laws_and_Anesthesia.98905.aspx   

33
 Negrusa op cit. 

34
 U.S. Department of Veterans Affairs Assessment B - Health Care Capabilities (September 1, 2015), 

http://www.va.gov/opa/choiceact/documents/assessments/Assessment_B_Health_Care_Capabilities.pdf  

35
 The Commission on Care, Final Report on the Commission on Care (June 30, 2016), 

https://commissiononcare.sites.usa.gov/files/2016/07/Commission-on-Care_Final-Report_063016_FOR-WEB.pdf  

36 The Commission on Care, op cit. 

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.va.gov/opa/choiceact/documents/assessments/Assessment_B_Health_Care_Capabilities.pdf
https://commissiononcare.sites.usa.gov/files/2016/07/Commission-on-Care_Final-Report_063016_FOR-WEB.pdf


 
 

 17 

healthcare efficiency in the VHA system by reducing wait times and thereby increasing cost-effective 

care.   Moreover, granting full practice authority to CRNAs would allow CRNAs to fully utilize their 

education and training to enhance the patient care team model and work collaboratively with 

anesthesiologists as equal partners in anesthesia delivery for surgery, labor and delivery, trauma 

stabilization, and chronic pain management.  

 

Recognizing CRNAs to their full practice authority corresponds with the first policy recommendation 

from the National Academy of Medicine report titled The Future of Nursing: Leading Change, 

Advancing Health.  This report outlines several paths by which patient access to care may be 

expanded, quality preserved or improved, and costs controlled through greater use of APRNs.
37

  The 

National Academy of Medicine report specifically recommends that, “advanced practice registered 

nurses should be able to practice to the full extent of their education and training.”
38

   

 

Access to care should be measured by whether veterans are getting the services they need.  

Notwithstanding the VA’s efforts to reform access issues, veterans are still experiencing long wait 

times for care, which has been identified in numerous instances by published government reports, the 

VHA Independent Assessment, and observations within the VHA.  Such delays justify prompt 

implementation of full practice authority for VHA CRNAs.  Thus, we urge the VA to allow full 

practice authority for CRNAs to continue improving healthcare for our veterans throughout the 

country. 

D. Prohibit the Use of Wasteful Tele-Supervision of CRNA Services  

 

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

care provided for all patients.  We caution the agency against the use of wasteful telehealth services 

that increase costs without improving healthcare access or quality as part of the Strategic Plan for 

2018-2022.  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 

                                                        
37

 National Academy of Medicine (formerly Institute of Medicine). (2011). The Future of Nursing: Leading Change, 
Advancing Health. Washington, DC: The National Academies Press. http://www.iom.edu/Reports/2010/The-Future-of-
Nursing-Leading-Change-Advancing-Health.aspx  

38 National Academy of Medicine op cit., p. 9. 

http://www.iom.edu/Reports/2010/The-Future-of-Nursing-Leading-Change-Advancing-Health.aspx
http://www.iom.edu/Reports/2010/The-Future-of-Nursing-Leading-Change-Advancing-Health.aspx


 
 

 18 

of a benefit for the use of supervision of anesthesia via telehealth.
39

  Therefore, we ask that the use 

wasteful anesthesiologist tele-supervision of CRNA services is prohibited in the future strategies the 

agency plans to help reform, strengthen, and modernize the Nation’s health care system. 

 

 

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

Surgery Protocol as an Innovative Healthcare Delivery Model 

 

Because CRNAs personally administer more than 43 million anesthetics to patients each year in the 

United States, their services are crucial to the successful development and implementation of 

techniques such as anesthesia enhanced recovery after surgery (ERAS) programs
40

.  CRNAs and other 

anesthesia professionals 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 

cost savings.
41

  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.
42

  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.
 43

 

 

F. Use of a Multi-Modal Pain Management Approach May Reduce Patient Need for and 

Reliance on Opioids 

                                                        
39 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. 

40
 American Association of Nurse Anesthetists, “Enhanced Recovery After Surgery: Considerations for Pathway 

Development and Implementation,” July 2017, available at: 
http://www.aana.com/myaana/Advocacy/fedgovtaffairs/Documents/20160902-aana-comment-on-opioid-analgesic-
prescriber-education-rfi-final.pdf 

41 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. 

42 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. 

43
 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.aana.com/myaana/Advocacy/fedgovtaffairs/Documents/20160902-aana-comment-on-opioid-analgesic-prescriber-education-rfi-final.pdf
http://www.aana.com/myaana/Advocacy/fedgovtaffairs/Documents/20160902-aana-comment-on-opioid-analgesic-prescriber-education-rfi-final.pdf
http://www.nhsiq.nhs.uk/resource-search/publications/enhanced-recovery-care-pathway-review.aspx
http://www.nhsiq.nhs.uk/resource-search/publications/enhanced-recovery-care-pathway-review.aspx
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The AANA recognizes that solving the opioid drug epidemic is an integral part of healthcare reform, 

and we are committed to collaboratively working toward a common solution to this issue.  Pain is a 

personal experience that, if left undertreated or mismanaged, can radically change an individual’s 

quality of life and impact important relationships.  Utilizing a patient-centered, multidisciplinary, 

multimodal treatment approach to pain management may reduce the reliance on opioids as a primary 

pain management modality, thus helping curb the prescribed opioid epidemic. Acute and chronic pain 

is best treated and managed by an interdisciplinary team that actively engages the patient to diagnose 

and manage their pain for improved well-being, functionality, and quality of life.  As members of the 

interdisciplinary team, CRNAs are well positioned to provide holistic, patient-centered, multimodal 

pain treatment and management across the continuum of pain and in all clinical settings (e.g., 

hospitals, ambulatory surgical centers, offices, and pain management clinics).
44

   

 

According to a recent AANA position statement titled, A Holistic Approach to Pain Management: 

Integrated, Multimodal, and Interdisciplinary Treatment, “CRNAs integrate multimodal pain 

management as an element of enhanced recovery after surgery (ERAS) protocols to manage pain.  

Management begins pre-procedure and continues after discharge by using opioid sparing techniques 

such as regional anesthesia, peripheral nerve blocks, non-pharmacological approaches, and non-opioid 

based pharmacologic measures.  Careful assessment and treatment of acute pain, which may include 

appropriate opioid prescribing, can decrease the risk of acute pain transitioning to chronic pain or the 

development of opioid dependency and abuse.”
45

   

 

Prescriber education is also essential to curbing the opioid epidemic, and CRNAs are well-positioned 

to provide education related to minimization or elimination of prescribed opioids through 

pharmacologic and non-pharmacologic multi-modal pain management strategies.  The Council on 

Accreditation of Nurse Anesthesia Educational Programs (COA) already requires acute and chronic 

pain management content in the curriculum of the 115 accredited nurse anesthesia programs, and the 

AANA provides advanced workshops to CRNAs specifically on pain management, including acute 

                                                        
44

 See AANA Chronic Pain Management Guidelines, September 2014, available at: http://www.aana.com/resources2/professionalpractice/Pages/Chronic-Pain-Management-

Guidelines.aspx.
 AANA Position Statement, ”A Holistic Approach to Pain Management: Integrated, Multimodal, and 

Interdisciplinary Treatment.” http://www.aana.com/resources2/professionalpractice/Pages/A-Holistic-Approach-to-Pain-
Management.aspx  

45 See AANA Position Statement, “A Holistic Approach to Pain Management:  Integrated, Multimodal, and Interdisciplinary 
Treatment, July 2016, available at: www.aana.com/HolisticPainMgmt. 

http://www.aana.com/resources2/professionalpractice/Pages/Chronic-Pain-Management-Guidelines.aspx
http://www.aana.com/resources2/professionalpractice/Pages/Chronic-Pain-Management-Guidelines.aspx
http://www.aana.com/resources2/professionalpractice/Pages/A-Holistic-Approach-to-Pain-Management.aspx
http://www.aana.com/resources2/professionalpractice/Pages/A-Holistic-Approach-to-Pain-Management.aspx
http://www.aana.com/HolisticPainMgmt
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and chronic pain, to enhance their skills and increase their awareness of the complications associated 

with opioid use and misuse.  

 

Consistent with the recommendation to increase access to pain management services in the National 

Academies of Medicine report “Relieving Pain in America,”
46

 the AANA has partnered with academia 

to develop an Advanced Chronic Pain Management Fellowship that is accredited by the COA to enter 

the field as advanced, subspecialty practitioners beyond that which is required for initial certification 

of nurse anesthetists.
47

  The National Board of Certification and Recertification for Nurse Anesthetists 

(NBCRNA) offers a voluntary nonsurgical pain management (NSPM) subspecialty certification for 

CRNAs.
48

   

 

G. Reducing Regulatory Barriers for CRNAs Increases Access to Anesthesia Care in 

Rural Communities 

 

As 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, it vital that the agency 

should promote access to the use of CRNA anesthesia services in rural America.  Furthermore, the 

agency should ensure that the Strategic Plan for 2018-2022 does not create unintended barriers to the 

use of CRNA services and that CRNA are practicing at their full professional education, skills, and 

scope of practice.  Nurse anesthetists are experienced and highly trained anesthesia professionals who 

provide high-quality patient care, which has been proven through decades of scientific research.  

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 

                                                        
46

 National Academies of Medicine. Relieving Pain in America:  A Blueprint for Transforming Prevention Care, Education, 
and Research (Washington, DC: The National Academies Press, 2011). 

47 See: http://home.coa.us.com/accredited-programs/Documents/LOAF%20_012916%20Final%20for%20Posting.pdf.  

48 See: http://www.nbcrna.com/NSPM/Pages/Non-Surgical-Pain-Management.aspx. 

http://home.coa.us.com/accredited-programs/Documents/LOAF%20_012916%20Final%20for%20Posting.pdf
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distribution of anesthesia provider type.
49

  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.
50

   

CRNAs play an essential role in assuring that rural America has access to critical anesthesia services 

and by removing regulatory barriers to CRNA practice and allowing CRNAs to practice to the full 

extent of their scope, licensure and training, patients in rural areas will receive consistently safe and 

high quality care delivery.   

 

The AANA appreciates this opportunity to comment on this proposed rule.  CRNAs are vital to 

resolving the challenges facing our nation’s healthcare system and we look forward to partnering with 

the agency to show the important role CRNAs can have in achieving the main goals of meaningful 

reform, reducing health care costs, and improving access to the highest quality healthcare.  Should you 

have any questions, please feel free to contact the AANA Senior Director of Federal Government 

Affairs, Ralph Kohl, at 202-741-9080 or rkohl@aanadc.com.   

 

 

Sincerely, 

 
 

 

Bruce A. Weiner, DNP, MSNA, CRNA 

AANA President 

 

Cc: Randall Moore II, DNP, MBA, CRNA, AANA CEO 

Ralph Kohl, AANA Senior Director of Federal Government Affairs 

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

 

 

                                                        
49 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   

50 Liao, op cit. 

  

mailto:rkohl@aanadc.com
http://www.aana.com/resources2/research/Pages/NursingEconomics2015.aspx

