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April 6, 2020 

 
 
Electronic Submission via ruralmaternalrfi@cms.hhs.gov  
 
Seema Verma 
Administrator 
Centers for Medicare & Medicaid Services 
Department of Health and Human Services 
7500 Security Boulevard 
Baltimore, MD  21244 
 

RE: Request for Information Regarding Maternal and Infant Health Care in Rural 

Communities  

 

Dear Ms. Verma:  

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

comment on the Request for Information Regarding Maternal and Infant Health Care in Rural 

Communities. The AANA makes the following comments and requests:  

 
 

• Policies Should Promote Full Scope of Practice and Remove Barriers to Access to Care 
in Rural Areas  

• Policies Implemented Through This RFI Should Be Evidence-Based 

• Promote and Incentivize ERAS® Pathways for Obstetric Patients 

• To Promote Access to Care, Medicaid Should Cover CRNA Anesthesia Services 

 
 
Background of the AANA and CRNAs 

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

and student registered nurse anesthetists (SRNAs), and AANA membership includes nearly 

54,000 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 
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CRNA services continue to be in high demand.  CRNAs are Medicare Part B providers and since 

1989, have billed Medicare directly for 100 percent of the physician fee schedule amount for 

services.   

 

CRNAs provide every aspect of the delivery of anesthesia services including pre-anesthesia 

patient assessment, obtaining informed consent for anesthesia administration, developing a plan 

for anesthesia administration, administering the anesthetic, monitoring and interpreting the 

patient's vital signs, and managing the patient throughout the surgery.  CRNAs also provide 

acute and chronic pain management services.  CRNAs provide anesthesia for a wide variety of 

surgical cases and in some states are the sole anesthesia providers in nearly 100 percent of rural 

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

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

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

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

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

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

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

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

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

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

prepared by the Cochrane Collaboration.3  Most recently, a study published in Medical Care 

June 2016 found no measurable impact in anesthesia complications from nurse anesthetist scope 

of practice or practice restrictions.4 

                                                        
1 Paul F. Hogan et. al, “Cost Effectiveness Analysis of Anesthesia Providers.” Nursing Economic$. 2010; 

28:159-169. 

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

Supervision.”  Health Affairs.  2010; 29: 1469-1475. 

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

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

DOI: 10.1002/14651858.CD010357.pub2. 

4 Negusa B et al. Scope of practice laws and anesthesia complications: No measurable impact of certified 

registered nurse anesthetist expanded scope of practice on anesthesia-related complications. Medical Care June 
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AANA Request: Policies Should Promote Full Scope of Practice and Remove Barriers to 

Care Access to Care in Rural Areas 

 

We appreciate the Centers for Medicare & Medicaid Services’ (CMS) commitment to exploring 

policy options to improving health care access, quality, and outcomes for women and infants in 

rural communities. Because all APRNs, including CRNAs, are crucial to the health and well-

being of patients in rural communities, we recommend that CMS remove barriers to patients’ 

access to care by ensuring that all APRNs, including CRNAs, practice to their full professional 

education, skills, and scope of practice.5  In particular, CRNAs play an essential role in ensuring 

that rural America has access to critical anesthesia services, including critical obstetrical 

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, insurance type, and the distribution of anesthesia 

provider type.6  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 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.    

 

CRNAs practice both autonomously and in collaboration with a variety of healthcare providers 

on the interprofessional team to deliver high-quality, holistic, evidence-based anesthesia and pain 

care services. As previously noted, CRNAs are the primary anesthesia professionals providing 

care to the rural and medically underserved populations. CRNAs provide obstetrical anesthesia 

services with physicians such as obstetricians and family practitioners, and with other APRNs, 

                                                        

2016, http://journals.lww.com/lww-

medicalcare/Abstract/publishahead/Scope_of_Practice_Laws_and_Anesthesia.98905.aspx.  

5 American Association of Nurse Anesthetists.  Scope of Nurse Anesthesia Practice available at: 

https://www.aana.com/docs/default-source/practice-aana-com-web-documents-(all)/scope-of-nurse-anesthesia-

practice.pdf?sfvrsn=250049b1_6.  

6 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  
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such as nurse midwives and nurse practitioners. The AANA’s 2019 Member Profile Survey data 

shows 47.5% of CRNAs report obstetric anesthesia as one of their clinical practice areas. 

 
Recognizing CRNAs’ strong commitment to safe obstetric anesthesia and analgesia, in 1999 the 

AANA developed guidelines for the management of the obstetrical patient, which were recently 

updated as Analgesia and Anesthesia for the Obstetric Patient.7  These guidelines promote safe 

and effective anesthesia care for obstetrical patients and provide guidance for anesthesia 

professionals and healthcare institutions.   

 

Our policy recommendation of removing barriers aligns with the CMS Rural Health Strategy, 

which includes maximizing scope of practice for providers such as CRNAs as a key supporting 

activity to improve access to care.8  It also aligns with the U.S. Department of Health and Human 

Services’ recommendation to broaden scope of practice in its report entitled, Reforming 

America’s Healthcare System through Choice and Competition.9 

 

This policy recommendation also corresponds with a recommendation from the National 

Academy of Medicine’s (NAM) report titled The Future of Nursing: Leading Change, 

Advancing Health, which outlines several paths by which patient access to care may be 

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

                                                        
7 AANA Analgesia and Anesthesia for the Obstetric Patient Practice Guidelines, November 2017, available 

at: https://www.aana.com/docs/default-source/practice-aana-com-web-documents-(all)/analgesia-and-

anesthesia-for-the-obstetric-patient.pdf?sfvrsn=be7446b1_8. Further details CRNA clinical practice are also 

available in the Scope of Nurse Anesthesia Practice, available at: https://www.aana.com/docs/default-

source/practice-aana-com-web-documents-(all)/scope-of-nurse-anesthesia-practice.pdf?sfvrsn=250049b1_6,  

Standards for Nurse Anesthesia Practice, available at: https://www.aana.com/docs/default-source/practice-aana-

com-web-documents-(all)/standards-for-nurse-anesthesia-practice.pdf?sfvrsn=e00049b1_18, and Clinical 

Privileges and Other Responsibilities of Certified Registered Nurse Anesthetists, available at: 

https://www.aana.com/docs/default-source/practice-aana-com-web-documents-(all)/clinical-privileges-and-

other-responsibilities-of-crnas.pdf?sfvrsn=82011b35_2.   

8 CMS Rural Health Strategy, 2018, available at: https://www.cms.gov/About-CMS/Agency-

Information/OMH/Downloads/Rural-Strategy-2018.pdf.  

9 U.S. Department of Health and Human Services, Reforming America’s Healthcare System through Choice 

and Competition, available at: https://www.hhs.gov/sites/default/files/Reforming-Americas-Healthcare-System-

Through-Choice-and-Competition.pdf.  
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including CRNAs.10  The NAM report specifically recommends that, “advanced practice 

registered nurses should be able to practice to the full extent of their education and training.”11   

 

As part of this policy recommendation, an existing policy barrier we recommend that CMS 

permanently remove is unnecessary physician supervision requirements as part of the Medicare 

Conditions of Participation (CoPs).12  Permanently removing unnecessary supervision 

requirements is consistent with Medicare policy reimbursing CRNA services in alignment with 

their state scope of practice.13  

 

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  Previously stated, a 

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

complications from nurse anesthetist scope of practice or practice restrictions.16 

 

                                                        
10 National Academy of Medicine. The Future of Nursing: Leading Change, Advancing Health (Washington, 

DC: The National Academies Press, 2011); p. 69. 

11 NAM op. cit. p. 7-8. 

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

13 42 CFR §410.69(b), 77 Fed. Reg. 68892, November 16, 2012. 

14 Dulisse, op. cit.   

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

16 Negrusa B et al. op. cit. 
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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.17 

 

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

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

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

misinterpret this requirement to be a quality standard rather than a CoP.  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 CoP.  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 to 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, 

                                                        
17 Paul F. Hogan et. al, “Cost Effectiveness Analysis of Anesthesia Providers.” Nursing Economic$. 2010; 

28:159-169. 

18 63 FR 58813, November 2, 1998. 

19 Healthcare Performance Strategies.  Anesthesia Subsidy Survey 2012.   
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a hospital with 20 operating rooms hospital pays an average of $3.2 million in anesthesiology 

subsidy.  Anesthesiology groups receive this payment from hospitals in addition to their direct 

professional billing.   

 

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 conditions of participation or Part B conditions for 

coverage.  Lapses in anesthesiologist supervision are common even when an anesthesiologist is 

medically directing as few as two CRNAs, according to a 2012 study published in the journal 

Anesthesiology,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 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 

                                                        
20 American Association of Nurse Anesthetists.  Code of Ethics for the Certified Registered Nurse 

Anesthetist.  Adopted 1986, Revised 2018. See: https://www.aana.com/docs/default-source/practice-aana-com-

web-documents-(all)/code-of-ethics-for-the-crna.pdf?sfvrsn=d70049b1_2  

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.  
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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.  

 

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

is contrary to existing evidence regarding patient safety and access to care, we recommend that 

CMS remove unnecessary supervision requirements in the Medicare CoPs.   

 
 

AANA Request:  Policies Implemented Through This RFI Should Be Evidence-Based  
 

We note that in this RFI, CMS is citing the works of hospitals in designating Levels of Maternal 

Care (LoMC) with regard to quality improvement initiatives. While the intent is admirable, we 

have grave concerns with citing works that use the revisions to the 2019 Levels of Maternal Care 

published by the American College of Obstetricians and Gynecologists (ACOG), which are not 

uniformly based in evidence.  Furthermore, the changes to the LoMC may have serious 

repercussions for maternal patients across the country, but especially in rural and other medically 

underserved areas; for the ob-gyns and CRNAs who provide maternal patient care; and for the 

facilities that serve this patient population.  We request that CMS ensures that future maternal 

health policies implemented are evidence-based.   

 

The revised consensus statement for Level II requirements in the LoMC Consensus Statement 

state that an anesthesiologist be “readily available 24 hours a day, 7 days a week, for consultation 

and assistance, and able to be physically present onsite within a time frame that incorporates 

maternal and fetal/neonatal risks and benefits with the provision of care. Further defining this 

time frame should be individualized by facilities and regions, with input from their obstetric care 

providers.”  

 

The AANA is unaware of any evidence that supports the requirement for an anesthesiologist to 

be “available 24 hours a day, 7 days a week” or that shows this requirement will improve 
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maternal and child outcomes. The AANA is especially concerned that the adoption of this 

consensus statement will diminish the reputation of CRNAs in the eyes of the public, physicians, 

staff, legislators, regulators, payers, and facility administrators.   

 

The AANA believes that including an anesthesiologist preference in any consensus statement has 

the potential of negative consequences associated with adoption.  We are concerned that 

anesthesiologists will in turn market their skills as superior to CRNAs, pointing to support and 

confirmation from ACOG’s LoMCs. ACOG indicates the extensive benefits of complying with 

the LoMCs. If facilities cannot meet these requirements, they, like CRNAs, may risk loss of 

advantages in marketing, contracting, and reimbursement, may violate state law that incorporates 

these requirements, and may suffer other unnecessary harms.  CRNAs will suffer additional 

negative effects as small facilities that cannot afford extra staff and the cost of an 

anesthesiologist in addition to the CRNA are incentivized to replace CRNAs with 

anesthesiologists to meet the anesthesiologist readily available requirements. 

 

Contrary to the ACOG consensus statement is the successful track record of CRNAs, who have 

been extensively studied and found to have excellent quality of care outcomes that are equivalent 

to anesthesiologists. As mentioned previously, gold-standard studies show that CRNAs acting as 

the sole anesthesia provider are the most cost-effective model for anesthesia delivery and there 

are no differences in patient outcomes when anesthesia services are provided by CRNAs, 

physicians, or CRNAs supervised by physicians.23  We therefore request that CMS implement 

policies through this RFI that are evidence-based. 

 

AANA Request:  Policies Should Promote and Incentive ERAS® Pathways for Obstetric 

Patients 
 

The AANA recommends that CMS implement policies that promote and incentivize ERAS® 

protocols for obstetric patients especially in rural areas that are the hardest hit by the nationwide 

opioid epidemic.  As anesthesia professionals, CRNAs’ goal is to decrease or eliminate the need 

for opioids to treat pain by collaborating with the patient and the interdisciplinary team on a 

                                                        
23 Paul F. Hogan et. al Op Cit and B. Dulisse and J. Cromwell Op Cit. 
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comprehensive plan for pain relief known as enhanced recovery after surgery (ERAS®).  

According to AANA position statement, 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.”24   

 

Using specific protocol-driven enhanced recovery after surgery (ERAS®) pathways improves 

patient outcomes by reducing the patient’s stress response to surgery, shortening the overall 

hospital length of stay, and accelerating the return to normal daily function.  The patient’s pain 

management plan of care begins pre-procedure and continues through post-discharge using 

opioid-sparing techniques such as regional anesthesia including placement of epidural catheters, 

targeted peripheral nerve blocks, non-pharmacologic approaches, and non-opioid based 

pharmacologic measures.  The evidence is quite clear that careful assessment, evaluation, and 

treatment of acute pain, with appropriate prescribing of an opioid, may prevent access to unused 

opioids and development of opioid dependency and abuse.  CRNAs play a critical role by 

ensuring proper anesthesia services management which can make a tremendous difference in 

terms of improving patient flow, patient safety, and cost savings.  

 

 The AANA is concerned in the increase in opioid drug use, abuse and deaths and is committed 

to collaboratively working toward a common solution to help curb the opioid epidemic in the 

United States.  A multimodal plan for labor and, when necessary, surgical analgesia, limits the 

use of opioids through a patient-specific plan of care that integrates non-pharmacologic, parental 

opioid, non-opioid, neuraxial and surgical field block.25
  Multimodal postoperative pain 

                                                        
24 See AANA Position Statement, “A Holistic Approach to Pain Management:  Integrated, Multimodal, and 

Interdisciplinary Treatment, July 2016, available at: www.aana.com/HolisticPainMgmt. 

25 AANA Analgesia and Anesthesia for the Obstetric Patient Practice Guidelines, November 2017, available 

at: https://www.aana.com/docs/default-source/practice-aana-com-web-documents-(all)/analgesia-and-

anesthesia-for-the-obstetric-patient.pdf?sfvrsn=be7446b1_8.  
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management, as an element of ERAS®, is important for the immediate and long-term success of 

patient’s surgical procedures, such as cesarean section. Appropriately managed postoperative 

pain optimizes the mother’s ability to be mobile, care for her neonate and breastfeed. 

Inappropriately managed pain may increase the risk of post-partum depression, thromboembolic 

event and dependence on opioids that may lead to substance use disorder and chronic pain 

development.26 

 

AANA Request:  To Promote Access to Care, Medicaid Should Cover CRNA Anesthesia 

Services 

 

CMS should include CRNA non-medically directed anesthesia services as a mandatory benefit in 

Medicaid. As nearly of half of all U.S. births are covered by Medicaid and as CRNAs are the 

sole anesthesia providers nearly 100 percent of rural hospitals, it is critical that CRNA non-

medically directed anesthesia services are covered.  Currently, anesthesia services provided by a 

non-medically-directed CRNA are not included among mandatory Medicaid benefits either for 

categorically needy or medically needy groups, and this could affect access to needed services 

for mothers.  We request that CMS amend 42 C.F.R. Part 440 Subpart A to add a definition of 

non-medically-directed CRNA services and amend 42 C.F.R. § 440.220 to require a state 

Medicaid plan to include CRNA non-medically directed anesthesia services.  

 

 

 

We thank you for the opportunity to comment on this request for information. Should you have 

any questions regarding these matters, please feel free to contact the AANA Senior Director of 

Federal Government Affairs, Ralph Kohl, at 202.484.8400, rkohl@aanadc.com.  

 

 

 

 

 

 

                                                        
26 AANA Analgesia and Anesthesia op. cit.  
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Sincerely, 
 

 
Kathryn Jansky, MHS, CRNA, APRN, USA LTC (ret) 

AANA President 
 
 
 
 
 

cc: Randall D. Moore, DNP, MBA, CRNA, AANA Chief Executive Officer 
Ralph Kohl, AANA Senior Director of Federal Government Affairs 
Romy Gelb-Zimmer, MPP, AANA Senior Associate Director Federal Regulatory and 
Payment Policy 


