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June 26, 2019 

 

April Tabor  

Acting Secretary, Office of the Secretary 

Federal Trade Commission 

600 Pennsylvania Avenue, NW  

Washington, D.C. 20580 

 

RE: Final Session of Hearings on Competition and Consumer Protection in the 21st Century 

 

Dear Ms. Tabor:  

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

comments to the Federal Trade Commission’s Final Session of Hearings on Competition and 

Consumer Protection in the 21st Century.  The AANA is firmly committed to working with the agency 

and other healthcare stakeholders to help achieve our common goals of promoting choice and 

competition, increasing access to the highest quality healthcare, reducing regulatory burdens on 

providers, and making healthcare more affordable for all Americans.  The AANA makes the following 

comments and recommendations:  

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

II. Recommendations to Increase Competition and Consumer Protections in the Healthcare 

Marketplace  

 

A. Encourage Flexibility and Efficiency by Removing Costly and Unnecessary 

Supervision Requirements  

 

B. Implementing CRNA Full Practice Authority Increases Veterans Access to Care 

and Promotes Safe, Efficient Healthcare Delivery  

 

C. Appropriate Enforcement of the Provider Nondiscrimination Law Promotes 

Consumer Choice and Market Competition, Advancing Patient Safety Innovations 

and Cost-Efficiency in the Public Interest 

 

D. Promote Flexibility by Amending the Ambulatory Surgical Center Conditions for 

Coverage (CfCs) by Recognizing CRNAs to Evaluate the Risk of Anesthesia 

Immediately Before Surgery  
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E. Encourage Flexibility by Amending the Hospital Conditions of Participation so 

that Anesthesia Services (42 CFR§ 482.52) Can be Under the Direction of Either a 

CRNA or a Physician 

 

F. Include Strategic Consideration of the Role of Anesthesia in Enhanced Recovery 

after Surgery Protocol as an Innovative Healthcare Delivery Model 

 

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

Rural Communities 

 

 

I. 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 53,000 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 more than 45 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 

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.   
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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 

 

II. Recommendations to Increase Competition and Consumer Protections in the Healthcare 

Marketplace  

 

The AANA appreciates the FTC’s work in holding public hearings to examine whether broad-based 

changes in the economy, evolving business practices, new technologies, or international developments 

might require adjustments to competition and consumer protection law, enforcement priorities, and 

policy.  Our comments include thoughts about increasing competition from a health care angle and 

how legislative, regulatory and practice restrictions prevent CRNAs from practicing to the full extent 

of their education and training.  This leads to a reduction of healthcare competition and patient access 

to safe, high quality and cost-effective anesthesia and pain management providers and an increase in 

                                                        
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 Negrusa 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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healthcare costs.  Reducing barriers to CRNA practice will help increase competition, patient access to 

healthcare and reduce costs in the healthcare marketplace. Our recommendations are outlined below. 

 

A. AANA Recommendation: Encourage Flexibility and Efficiency by Removing Costly 

and Unnecessary Supervision Requirements  

 

The scope of practice for CRNAs is first determined by the profession5, 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).6  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.7, 8, 9      

                                                        
5 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 . 

6 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 .  

7 See Federal Trade Commission. “Improving Health Care: A Dose of Competition.” Washington, DC, 2004.  P. 
http://www.ftc.gov/sites/default/files/documents/reports/improving-health-care-dose-competition-report-federal-trade-
commission-and-department-justice/040723healthcarerpt.pdf . P. 22, “Providers that obtain countervailing market power 
also likely will cause competitive harm to other market participants that do not possess monopsony power. One panelist 
suggested, for example, that physicians may use their countervailing market power to disadvantage non-physician 
competitors, such as nurse midwives and nurse anesthetists…”.  

8 Neeld, J.  “Winning the War,” Emery A. Rovenstine Memorial Lecture. American Society of Anesthesiologists annual 
meeting, Oct. 14, 2013, San Francisco, Calif.  http://education.asahq.org/2013/Rovenstine .  Astoundingly, the “war” Dr. 
Neeld proposes to “win” is not a war on pain or suffering or unmet medical needs, but a war on CRNAs.  From the 
abstract, “Responding to the economic reality that our nation cannot sustain ever-increasing health care costs and the 
need to provide best quality anesthesia care to an aging and growing population in an era of a continuing shortage of 
anesthesiologists, ASA has promoted the anesthesiologist-led anesthesia care team as the best model for 21st century 
care.” 

9 Safriet, B. “Federal options for maximizing the value of advanced practice nurses in providing quality, cost-effective 
health care.” Appendix H to The Future of Nursing: Leading Change, Advancing Health. National Academy of Sciences 
(2010). 
http://www.iom.edu/~/media/Files/Activity%20Files/Workforce/Nursing/Federal%20Options%20for%20Maximizing%20t
he%20Value%20of%20Advanced%20Practice%20Nurses.pdf .  See p. 444, 454-460.  At 458, Safriet quotes a 2004 
American Society of Anesthesiologists policy as follows: “ASA opposes the independent practice of nurse anesthetists and 
views legislation and regulations designed to grant independent practice authority—mostly regulations promulgated by 
state nursing boards without concurrence by state medical boards—as efforts to confer a medical degree by political 
means rather than by educational means.” 

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.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
http://www.cms.gov/Regulations-and-Guidance/Guidance/Manuals/downloads/som107ap_a_hospitals.pdf
http://www.ftc.gov/sites/default/files/documents/reports/improving-health-care-dose-competition-report-federal-trade-commission-and-department-justice/040723healthcarerpt.pdf
http://www.ftc.gov/sites/default/files/documents/reports/improving-health-care-dose-competition-report-federal-trade-commission-and-department-justice/040723healthcarerpt.pdf
http://education.asahq.org/2013/Rovenstine
http://www.iom.edu/~/media/Files/Activity%20Files/Workforce/Nursing/Federal%20Options%20for%20Maximizing%20the%20Value%20of%20Advanced%20Practice%20Nurses.pdf
http://www.iom.edu/~/media/Files/Activity%20Files/Workforce/Nursing/Federal%20Options%20for%20Maximizing%20the%20Value%20of%20Advanced%20Practice%20Nurses.pdf
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Current reimbursement structures in Medicare, which are also used in most private health insurance, 

also impede full practice by CRNAs.  CRNA reimbursement is defined in Medicare Part B conditions 

for payment.  Appropriately, 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.  Medicare also operates a payment system for 

“anesthesiologist medical direction”10 that provides a financial incentive for anesthesiologists to 

“medically direct” CRNAs who are capable of and are already directly providing patient access to high 

quality anesthesia care themselves as part of the surgical team caring for the patient.  The Centers for 

Medicare & Medicaid Services (CMS) has stated that medical direction is a condition of payment of 

anesthesiologist services and not a quality standard.11  An anesthesiologist claiming medical direction 

services may be reimbursed 50 percent of a fee in each of up to four concurrent cases that the physician 

“medically directs”, totaling 200 percent over a given period of time, twice what the anesthesiologist 

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

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

demonstrates anesthesiologist medical direction increases healthcare costs without improving value.12 

 

CRNAs’ ability to practice to their full scope is also 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.  The current regulations in 

some cases encourage wasteful and ineffective care.  As payment moves to rewarding desired care 

outcomes and providing the best care at lower cost, adoption of outcome and evidenced-based 

regulations that reward and support high-quality, team-based care will focus attention on population 

and community needs at the local level.  We have attempted to think out of the box in presenting 

recommendations to improve performance of the health care system as a whole.  We have suggested 

regulatory reform related to the delivery of anesthesia services that will promote competitiveness and 

economic growth through reduction of waste and innovation at the local level.   

                                                        
10 42 CFR §415.110.  http://www.ecfr.gov/cgi-bin/text-
idx?SID=5ce8cb6375c7d5c22c454c7ec1fe07de&node=42:3.0.1.1.2&rgn=div5#42:3.0.1.1.2.3.1.4   

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

12 P. 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   

http://www.ecfr.gov/cgi-bin/text-idx?SID=5ce8cb6375c7d5c22c454c7ec1fe07de&node=42:3.0.1.1.2&rgn=div5#42:3.0.1.1.2.3.1.4
http://www.ecfr.gov/cgi-bin/text-idx?SID=5ce8cb6375c7d5c22c454c7ec1fe07de&node=42:3.0.1.1.2&rgn=div5#42:3.0.1.1.2.3.1.4
http://www.gpo.gov/fdsys/pkg/FR-1998-11-02/pdf/98-29181.pdf
http://www.aana.com/resources2/research/Documents/nec_mj_10_hogan.pdf
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As part of this effort, the AANA recommends that the costly and unnecessary requirements relating to 

physician supervision of CRNA anesthesia services be removed from the Medicare regulations.13 

These requirements are more restrictive than the majority of states and impede local communities from 

implementing the most innovative and competitive model of providing quality care. Reforming the 

Conditions for Coverage (CfCs) and the Conditions of Participation (CoPs) to eliminate the costly and 

unnecessary requirement for physician supervision of CRNA anesthesia services supports delivery of 

population and community health care in a manner allowing states and healthcare facilities nationwide 

to make their own decisions based on state laws and patient needs, controlling cost, providing access 

and delivering quality care.  

 

There is no evidence that physician supervision of CRNAs improves patient safety or quality of care. 

In fact, there is strong and compelling data showing that physician supervision does not have any 

impact on quality and may restrict access and increase cost.  Studies have repeatedly demonstrated the 

high quality of nurse anesthesia care, and a 2010 study published in Health Affairs14 led researchers to 

recommend that costly and duplicative supervision requirements for CRNAs be eliminated.  

Examining Medicare records from 1999-2005, the study compared anesthesia outcomes in 14 states 

that opted-out of the Medicare physician supervision requirement for CRNAs with those that did not 

opt out. (To date, 17 states have opted-out.)  The researchers found that anesthesia has continued to 

become safer in opt-out and non-opt-out states alike.  In reviewing the study, the New York Times 

stated, “In the long run, there could also be savings to the health care system if nurses delivered more 

of the care.”15  

 

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.  

 

                                                        
13 See 42 CFR §§ 482.52, 485.639, 416.42. 

14 Dulisse, op. cit. 

15 Who should provide anesthesia care? (Editorial) New York Times, Sept. 6, 2010. 
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Letting states decide this issue according to their own laws is consistent with Medicare policy 

reimbursing CRNA services in alignment with their state scope of practice,16 and with the National 

Academy of Medicine’s recommendation, “Advanced practice registered nurses should be able to 

practice to the full extent of their education and training.”17  The opt-out process introduces unique, 

political barriers to the optimal utilization of CRNAs to ensure access to high-quality and cost-

effective care.  With the evidence for CRNA patient safety so clear, we believe the requirement for 

governors to request additional permission to implement their own statutes and policies in this area 

should also be eliminated.  Nor should a state’s statutes in this area be reversed by the sole decision of 

the governor in reversing an opt-out resulting in potential confusion regarding federal supervision. 

 

Evidence demonstrates that the supervision requirement is costly. Though Medicare requires 

supervision of CRNAs (except in opt-out states) by an operating practitioner or by an anesthesiologist 

who is immediately available if needed, hospitals and healthcare facilities often misinterpret this 

requirement to be a quality standard rather than a condition of participation.  The AANA receives 

reports from the field that anesthesiologists erroneously suggest 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.18  But there are even bigger costs involved if the hospital administrator believes that CRNAs 

are required to have anesthesiologist supervision.  

 

According a nationwide survey of anesthesiology group subsidies,19 hospitals pay an average of 

$160,096 per anesthetizing location to anesthesiology groups, an increase of 13 percent since the 

previous survey in 2008.  An astounding 98.8 percent of responding hospitals in this national survey 

reported that they paid an anesthesiology group subsidy.  Translated into concrete terms, a hospital 

with 20 operating rooms hospital pays an average of $3.2 million in anesthesiology subsidy. 

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

17 National Academy of Medicine. The future of nursing: leading change, advancing health. Washington, DC: The National 
Academies Press, p. 3-13 (pdf p. 108) 2011. 

18 63 FR 58813, November 2, 1998. 

19 Healthcare Performance Strategies. Anesthesia Subsidy Survey 2012. 
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Anesthesiology groups receive this payment from hospitals in addition to their direct professional 

billing.  

 

As independently licensed professionals, CRNAs are responsible and accountable for judgments made 

and actions taken in his or her professional practice.20  The scope of practice of the CRNA addresses 

the responsibilities associated with anesthesia practice and pain management that are performed by the 

nurse anesthetist as a member of inter-professional teams.  The same principles are used to determine 

liability for surgeons for negligence of anesthesiologists or nurse anesthetists. The laws’ tradition of 

basing surgeon liability on control predates the discovery of anesthesia and continues today regardless 

of whether the surgeon is working with an anesthesiologist or a nurse anesthetist.21   

 

There is strong evidence in the literature that anesthesiologist supervision fails to comply with federal 

requirements, either the Part A CoP or Part B condition for payment.  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,22  the professional journal of the 

American Society of Anesthesiologists.  The authors reviewed over 15,000 anesthesia records in one 

leading U.S. hospital, and found supervision lapses in 50 percent of the cases involving 

anesthesiologist supervision of two concurrent CRNA cases, and in more than 90 percent of cases 

involving anesthesiologist supervision of three concurrent CRNA cases.  This is consistent with over 

ten years of AANA membership survey data. Moreover, the American Society of Anesthesiologists 

ASA Relative Value Guide 2013 newly suggests loosening further the requirements that 

anesthesiologists must meet to be “immediately available,” stating that it is “impossible to define a 

specific time or distance for physical proximity.”  This ASA Relative Value Guide definition 

marginalizes any relationship that the “supervisor” has with the patient and is inconsistent with the 

Medicare CoPs and CfCs, and with the Medicare interpretive guidelines for those conditions, which 

require anesthesiologists claiming to fulfill the role of “supervising” CRNA services be physically 

present in the operating room or suite.  

 

                                                        
20 American Association of Nurse Anesthetists. Code of Ethics for the Certified Registered Nurse Anesthetist. Adopted 
1986, Revised 2005. 

21 Blumenreich, G. Another article on the surgeon’s liability for anesthesia negligence. AANA Journal. April 2007. 

22 Epstein R, Dexter F. Influence of Supervision Ratios by Anesthesiologists on First-case Starts and Critical Portions of 
Anesthetics. Anesth. 2012;116(3): 683-691. 



 
 

 9 

If a regulatory requirement is meaningless in practice, contributes to greater healthcare costs, and is 

contrary to existing evidence regarding patient safety and access to care, it is obsolete and unnecessary 

and should be eliminated.  In 2001, the Medicare agency23 sought to eliminate this counterproductive 

regulation and maximize flexibility when it repealed the Medicare requirement for physician 

supervision of nurse anesthetists in a final rule.  That final rule was subsequently suspended with the 

change in administrations and replaced with a final rule24 establishing the process by which Medicare 

requires governors to ask the agency’s permission to “opt out” of the Medicare supervision 

requirement.  

 

The unique “opt-out process” has proven to be an unacceptable alternative to the simple deferral to 

state law. On one hand, it has proven to be a useful experiment in comparing healthcare in opt-out vs. 

non-opt-out states, with the result being the findings of Dulisse and colleagues in Health Affairs noted 

above, that “(no) harm (is) found when nurse anesthetists work without physician supervision.”  The 

results of that experiment are clearly in favor of letting states decide the issue by their statutes.  

Further, we have also found that the opt-out is burdensome and counterproductive at the state lev el 

resulting in wasted time and money spent on lobbying, public relations campaigns and lawsuits. With 

over 35 states not requiring physician supervision, the federal supervision requirement is impeding 

local communities from planning effective and efficient state regulatory frameworks that support 

innovation.  The evidence for CRNA patient safety is clear, and the Medicare agency should eliminate 

the requirement for governors to request additional permission to implement their own statutes and 

policies. Nor should a state’s statutes be reversed by the sole decision of the governor without public 

comment or legislative oversight.  There is no precedent at CMS for this whip-saw approach to 

healthcare policy.  

 

We propose that CMS streamline this regulation to be more effective and efficient by deferring to state 

scope of practice for healthcare professionals practicing in hospitals, CAHs and ASCs, and removing 

the federal supervision requirement in the CoPs and in the CfCs that goes beyond what is required in 

the majority of states.  In doing so, the opt-out process is superseded.  

 

 

                                                        
23 66 Fed. Reg.4674, January 18, 2001. 

24 66 Fed. Reg. 56762, November 13, 2001. 
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B. AANA Recommendation: 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.”25  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.26  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 

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 

                                                        
25 81 Fed. Reg. 90198. https://www.gpo.gov/fdsys/pkg/FR-2016-12-14/pdf/2016-29950.pdf  

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

all APRNs, including CRNAs, throughout the VHA.27  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.28  

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.29
  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 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 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 safer 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.30  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 

                                                        
27 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  

28 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  

29 The Commission on Care, op cit. 

30 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   

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
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
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reduce patient access to quality care and increase costs of healthcare services.31  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.32  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.33  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.34  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 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 

                                                        
31 Negrusa op cit. 

32 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  

33 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  

34 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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expanded, quality preserved or improved, and costs controlled through greater use of APRNs.35  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.”36   

 

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. 

 
C. AANA Recommendation: Appropriate Enforcement of the Provider 

Nondiscrimination Law Promotes Consumer Choice and Market Competition, 

Advancing Patient Safety Innovations and Cost-Efficiency in the Public Interest 

 

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),37
 which took effect January 1, 2014, 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. 

 

This law promotes competition and consumer choice by prohibiting discrimination based on provider 

licensure that keeps patients from getting the care they need.  To promote patient access to care, health 

insurers and health plans must all avoid discrimination against qualified, licensed healthcare 

                                                        
35 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  

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

37 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.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
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professionals solely on the basis of licensure. The provider nondiscrimination provision also respects 

local control of healthcare systems and local autonomy in the organization of health plans and benefits. 

It does not impose “any willing provider” requirements on health plans, and it does not prevent group 

health plans or health insurance issuers from establishing varying reimbursement rates based on quality 

or performance measures. 

 

The AANA interprets Section 2706 to protect patient choice and access to a range of beneficial 

providers and prevent discrimination by health insurance plans against an entire class of health 

professionals, such as CRNAs. We believe 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. While health plans might believe this is a cost-effective way to save money 

and lower health care costs, this would direct cases to more expensive providers, such as 

anesthesiologists, leading to impaired access, increased costs and lower quality of care. The AANA 

also interprets the provider nondiscrimination provision to mean that if a health plan or health insurer 

network offers a specific covered service, they should include in their network all types of providers 

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

should allow all anesthesia providers to participate in their networks and they cannot refuse to contract 

with CRNAs just based on their licensure alone. 

 

Proper implementation of the provider nondiscrimination law is crucial because health plans have 

latitude to determine the quantity, type, and geographic location of healthcare professionals they need 

to ensure availability of healthcare benefits to their enrollees. This could lead to discrimination against 

whole classes of healthcare professionals based solely on their licensure or certification.  For example,  

a commercial carrier in Virginia and Maine refuses to directly reimburse CRNAs for their services.  

Other commercial carriers have prohibited reimbursement for anesthesia and pain management 

services provided by CRNAs.  Furthermore, we note persistent efforts by Medicare Administrative 

Contractors (MACs) to prevent CRNAs from receiving reimbursement for aspects of care given that is 

within their scope of practice recognized by state law. Medicare payment policy is meant to provide 

coverage for CRNA services that are rendered within their scope of practice within the state that they 

practice and provide care (77 FR 68892, 69005 et seq, Nov. 16, 2012).  We are troubled by multiple 

instances where MACs have exceeded their authority by issuing local coverage determinations (LCD) 

that contradict existing CMS regulation and policy and scope of practice under state law that harm 

patient access to vital and medically necessary services.  We also are troubled by instances where 
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another MAC has denied reimbursement to CRNAs for proving pain management services, entirely 

within the CRNA’s state scope of practice and has deferred to the state Board of Medicine to weigh in 

on CRNA practice even though the Board of Medicine has no authority in the matter. 

 

When health plans organize their healthcare delivery in such a way that they discriminate against 

whole classes of qualified licensed healthcare professionals by licensure, 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. Policies like the ones stated above impair patient access to care provided by CRNAs.  

They also expressly impair competition and choice and contributes to unjustifiably higher healthcare 

costs without improving quality or access to care.  Its negative impacts hit rural communities hardest, 

where CRNAs are the primary anesthesia professionals and often the sole anesthesia providers.  The 

availability of CRNAs in rural America 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 their essential care.  Ensuring that providers are not discriminated against 

based on their licensure or certification would also help encourage the placement of skilled healthcare 

professionals in rural areas.  Promoting nondiscrimination encourages consumers to be able to choose 

anesthesia care from qualified, licensed healthcare professionals such as CRNAs who perform the 

same services to the same high level of quality as other qualified providers. Therefore, we ask the 

agency to ensure appropriate enforcement of the provider nondiscrimination law to help promote 

consumer choice of safe and high-quality anesthesia and pain management providers and ensure 

healthcare market competition. 

 

D. AANA Recommendation: Promote Flexibility by Amending the Ambulatory Surgical 

Center Conditions for Coverage (CfCs) by Recognizing CRNAs to Evaluate the Risk 

of Anesthesia Immediately Before Surgery  

 

We note that the Medicare agency has promoted flexibility in deferring to facility policies with respect 

to the performing the patient history and physical assessment.  We also request there also be flexibility 

in the requirement for CfC evaluation of risk of anesthesia immediately before surgery.  Performing 

the comprehensive preanesthetic assessment and evaluation of the risk of anesthesia is within the scope 

of practice of a CRNA.  We ask that CRNAs be authorized to evaluate the risk of anesthesia 

immediately before a surgical procedure performed in an ASC in the same manner that both CRNAs 
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and physicians are recognized for conducting the final pre-anesthetic assessment of risk for a patient in 

the hospital.  

 

Thus, we recommend amending the ambulatory surgical center CfCs so that CRNAs are authorized to 

evaluate the risk of anesthesia immediately before surgery.  By doing so, ASC policy can then dictate 

how best to use its anesthesia resources.  The AANA continues to receive examples of inefficiency and 

operational waste due to this regulation.  In actual practice, CRNAs evaluate patients preoperatively 

for anesthesia risk in the ASC environment.  The CRNA has a duty to do so, consistent with Standard 

1 of the Standards for Nurse Anesthesia Practice.38  The current ASC rule on preanesthesia 

examination is inconsistent with ASC rules regarding patient discharge, and with Medicare hospital 

CoPs in this same area.  Under the hospital CoPs for anesthesia services (42 CFR§ 482.52 (b) (1)), 

CRNAs are recognized to perform the preanesthesia evaluation for hospital patients presenting with a 

greater range of complexity and multiple chronic conditions than ASC patients.  

 

The problem appears to be that the current language combines the assessment of surgical risk with the 

assessment of anesthetic risk in one sentence, when in reality these activities are most frequently 

performed by two different members of the team, the surgeon and the anesthesia professional.  The 

CfCs for ASC surgical services at 42 CFR§ 416.42 (a) (1) state that a “physician must examine the 

patient immediately before surgery to evaluate the risk of anesthesia and of the procedure to be 

performed.” (Italics added.)  By combining the two functions into a single sentence, in an ASC, a 

physician must evaluate the risk of anesthesia, precluding a CRNA from being recognized for 

performing an essential function within the CRNA’s scope of practice and may place the surgeon in 

the position of evaluating an aspect of care outside his field of expertise.  Yet, under 42 CFR § 416.42 

(a) (2), a CRNA is recognized to evaluate the patient prior to discharge.  CRNAs perform anesthesia 

risk assessment routinely in hospitals across America.  Modification of this regulation to promote 

efficiency and flexibility will reduce administrative burden associated with unnecessary delays.  

 

In order to streamline and provide clarity to this regulation, we recommend that ASC CfCs separate the 

language referring to the assessment for anesthesia risk from that describing the surgeon’s immediate 

assessment of the risk of the procedure. Our recommendation limits the direction under “Standard: 

                                                        
38 American Association of Nurse Anesthetists. Standards for Nurse Anesthesia Practice. Adopted 1974, Revised 2013 
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Anesthetic risk and evaluation” solely to those matters relating to anesthesia, and places language 

related to the surgical risk evaluation within the “Standard: Admission and pre-surgical assessment.” 

 

E. AANA Request: Encourage Flexibility by Amending the Hospital Conditions of 

Participation so That Anesthesia Services (42 CFR§ 482.52) Can Be Under the 

Direction of Either a CRNA or a Physician  

 

The FTC can also promote increased competition in deferring to facility policies by allowing hospitals 

to determine the administrative structure that best meets the needs of their patients and surgeons by 

including CRNAs among the healthcare professionals who may direct the provision of anesthesia 

services in hospitals.  

 

When anesthesia services are under the direction of a CRNA, each Medicare beneficiary patient 

remains under the overall care of a physician, consistent with the statutes and regulations governing the 

Medicare program in general and the hospital CoPs in particular.  The change we recommend would 

relieve hospital regulatory burden associated with operating the Medicare program, reduce healthcare 

costs, and enable the organization of anesthesia services tailor-made to ensure patient safety and meet 

community needs. 

 

The proposed change reduces regulatory burdens on hospitals by eliminating the need to pay a stipend 

for a physician “in name only” to serve as director of the anesthesia department while the hospital 

would have the flexibility to retain those services if they so desired.  In some cases, the existing 

regulation leads to confusion by placing into the hands of persons inexpert in anesthesia care a federal 

regulatory responsibility for directing the unified anesthesia service of a hospital solely because he or 

she is a doctor of medicine or of osteopathy.  In other cases, the hospital may contract with and pay a 

stipend to an anesthesiologist for department administration only, 14 solely because there is a federal 

regulation.  There is no evidence supporting the requirement for a physician or osteopathic doctor to 

direct anesthesia services. 

 

CRNAs are highly educated anesthesia experts and are fully qualified to serve in this role.  In many 

hospitals the CRNA may be the only health care professional possessing expertise and training in the 

anesthesia specialty.  The scope of nurse anesthesia practice includes responsibilities for administration 

and management, quality assessment, interdepartmental liaison and clinical/administrative oversight of 

other departments.  
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Because CRNAs possess a strong foundation in nursing, critical care and anesthesia and pain 

management, CRNAs are frequently called upon to assume administrative and executive positions. 

With their specialty background as well as the CRNA educational preparation at the master’s and 

doctoral level, CRNA are being selected to function as anesthesia and surgery department 

administrators, chief nurse executives, chief operating officers and chief executive officers of 

hospitals.  To achieve a more effective regulatory framework, we propose maximizing flexibility and 

innovation at the local level by encouraging facilities to structure their anesthesia departments 

efficiently and effectively.  Hospitals should be able to select the very best anesthesia leader for the job 

at a cost they can afford. 

 

F. AANA Recommendation: 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 45 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.  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.39  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.40  As the agency increases its ongoing efforts to help create and 

enforce a more patient-centered health care system that adheres to the key principles of affordability, 

accessibility, quality, innovation, and empowerment, we urge 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 be emphasized in future patient care. 

41 

                                                        
39 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. 

40 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. 

41 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. 
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G. AANA Recommendation: 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 future policy 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 

distribution of anesthesia provider type.42  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.43   

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 hearing.  CRNAs are vital to resolving the 

challenges facing our nation’s healthcare system and we look forward to a continued partnership with 

                                                        
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. 

42 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   

43 Liao, op cit. 

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
http://www.aana.com/resources2/research/Pages/NursingEconomics2015.aspx
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the agency to show the important role CRNAs can have in achieving the main goals of meaningful 

reform, reducing health care costs, increasing health care competition and improving access to the 

highest quality healthcare.  We would be happy to meet with FTC policy staff to discuss our 

recommendations in greater detail.  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, 

 

 
 

Garry, Brydges, PhD, DNP, MBA, CRNA, ACNP-BC, FAAN 

AANA President 

 

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

Ralph Kohl, AANA Senior Director of Federal Government Affairs 

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