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May 21, 2015 

 

The Honorable Paul Ryan     The Honorable Sander Levin 

Chairman       Ranking Member 

House Ways and Means Committee   House Ways and Means Committee 

1102 Longworth House Office Building  1106 Longworth House Office Building 

United States House of Representatives  United States House of Representatives 

Washington, DC 20515    Washington, DC 20515 

 

Dear Chairman Ryan and Ranking Member Levin,  

 

On behalf of the 48,000 members of the American Association of Nurse Anesthetists (AANA), I 

am writing to respectfully express concern about HR 2138, the “Medicare Access to Rural 

Anesthesiology Act of 2015,” and to request that this controversial provision be excluded from 

hospital payment reform legislation under Committee consideration this Congress.  As proposed, 

HR 2138 will increase the overall cost of anesthesia delivery in rural America without improving 

outcomes or access for rural Americans, placing additional financial burdens upon rural hospitals 

already facing financial challenges. 

 

The longstanding Medicare Part A reasonable cost based pass-through program ensures that rural 

hospitals have access to anesthesia services at a level that is economically sustainable for 

facilities and providers, so that the qualifying facility may provide the full range of surgical, 

interventional and labor and delivery care that anesthesia services afford. The program’s 

payment to qualifying hospitals for Certified Registered Nurse Anesthetist (CRNA) services 

helps ensure that the anesthesia and pain management care they provide is safe and cost-

effective. Researchers at the Lewin Group published a study in Nursing Economic$ citing among 

all anesthesia delivery models, anesthesia delivered by a CRNA is extremely safe and 25 percent 

more cost-effective than the next least costly anesthesia delivery model.
1
 Another study 

published in Health Affairs
2
 indicates that there are no differences in patient outcomes when 

anesthesia services are provided by CRNAs compared to the anesthetics delivered by 

anesthesiologists. Most recently, the internationally recognized foundation for evidence-based 

care, The Cochrane Collaboration, found that “(n)o definitive statement can be made about the 

possible superiority of one type of anesthesia care over another.”
3
 

 

This effective program allows CRNA services to enable rural healthcare delivery, and supports 

healthcare access as an economic engine for rural America. In some states, CRNAs are the sole 

anesthesia provider in nearly 100 percent of rural hospitals and they ensure patients have access 

to the highest quality anesthesia care including obstetrical, surgical, trauma stabilization, and 

pain management services. Nationwide, CRNAs are the sole anesthesia provider in 42 percent of 

U.S. counties. In roughly 60 percent of U.S. counties, there are two or more times the CRNAs 

than anesthesiologists available to provide anesthesia care.
4
  

 

The provisions of HR 2138 disrupt patient access to rural healthcare by introducing substantial 

increased costs – the costs of anesthesiologists who cost on average about three times what 
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CRNAs do nationwide
5
.  Such increased costs driven by HR 2138 would pose additional burdens 

upon both rural hospitals and the Medicare program without expanding patient access to care or 

improving quality or outcomes. 

 

The risk that HR 2138, if enacted, would damage already fiscally strapped rural healthcare 

systems is considerable. As reported by North Carolina Rural Health Research Program in USA 

Today, increasing financial constraints have driven 44 rural hospitals to close in the United 

States over the last four years. Introducing Medicare support for anesthesiologist “reasonable 

cost” in the way that HR 2138 does would expose rural hospitals to substantial increased cost 

burdens not covered by the Medicare program.   According a nationwide survey of 

anesthesiology group subsidies, hospitals pay an average of $160,096 per year per anesthetizing 

location to anesthesiologist groups – an amount that facilities pay over and above 

anesthesiologist’s direct professional billing.
6
  Introducing new financial burdens on facilities in 

this way would force rural hospitals to make tough decisions about increasingly scarce resources, 

driving them to pass the additional costs onto patients and/or reallocate funds from other critical 

services. In a system already seeing rapid closures, this legislation would further limit access to 

essential healthcare services in the most underserved of communities.  

 

In addition to increasing costs by up to 300 percent for the same services for facilities and 

patients without improving quality, enactment of HR 2138 may also allow hospitals to seek 

reimbursement for anesthesiologists not providing direct anesthesia care.  As the legislation is 

drafted, it appears to permit hospital billing for unnecessary remote supervision services that do 

not provide additional “boots on the ground” services in rural America.  

 

The risk that HR 2138 might risk Medicare cost increases without improving access or quality is 

significant and straightforward.  Of nearly 2,000 rural community hospitals in the United States 

(not all of which participate in the Medicare anesthesia reasonable cost pass-through program), 

every hospital that switches to the “reasonable cost” of an anesthesiologist vs. a Certified 

Registered Nurse Anesthetist effectively triples its cost to the Medicare program simply because 

an anesthesiologist “reasonable cost” is about three times that of a CRNA.  Assuming the annual 

per-hospital cost of this program is currently $200,000, trebling its cost to $600,000 represents a 

$400,000 cost increase per hospital.  If a thousand hospitals switch to anesthesiologist coverage 

under HR 2138, the annual increased Medicare cost is estimated at $4 billion per year.  

 

Finally, a problem that does exist with the rural pass-through program is that it no longer covers 

rural on-call anesthesia services that were blocked following a Medicare administrator decision 

in 2011. This issue can be corrected through enabling the Secretary of Health and Human 

Services the ability to include CRNA standby costs and on-call costs incurred by the hospital or 

critical access hospital in the calculation.  

 

On behalf of our 48,000 members, we appreciate your interest in ensuring that high quality and 

affordable healthcare is accessible in rural America. We appreciate your consideration of our 

concerns with HR 2138 and would also request a meeting to further discuss these issues and our 

recommendations. If we can be of any assistance, please contact Frank Purcell, Senior Director 

Federal Government Affairs, at fpurcell@aanadc.com or at 202-484-8400. 
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Sincerely, 

 

 
Sharon P. Pearce, CRNA, MSN 

AANA President 

 

 

cc:  Rep. Kevin Brady 

Chairman, U.S. House of Representatives Committee on Ways and Means, 

Subcommittee on Health 

 

Rep. Lynn Jenkins 

U.S. House of Representatives Committee on Ways and Means, Subcommittee on Health  

 

Attached: Map of U.S. Anesthesia Providers by County.  
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