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The Association of Veterans Affairs Nurse Anesthetists (AVANA) represents some 900 

Certified Registered Nurse Anesthetists (CRNAs) providing anesthesia and pain 

management services for our Veterans in Veterans Health Administration (VHA) facilities. 

Anesthesia staffing is crucial to Veterans access to care, and AVANA appreciates past 

Congressional actions that have helped VHA CRNA services become more economically 

competitive in the healthcare professional staffing marketplace. Even so, the VHA Office of 

Inspector General (OIG) reported in January 2015 that CRNAs have been among VHA 

facilities’ ten most difficult specialties to recruit. In order to promote Veterans access to 

care, advance cost-efficiency in care delivery within the VHA, and to aid recruitment and 

retention of CRNAs in the VHA, the AVANA recommends that the VHA act to allow 

CRNAs and all Advanced Practice Registered Nurses (APRNs) to practice to their Full 

Practice Authority (FPA) as Full Practice Providers (FPP).  

 

 

The Association of Veterans Affairs Nurse Anesthetists (AVANA) represents some 900 

Certified Registered Nurse Anesthetists (CRNAs) providing anesthesia and pain care to our 

Veterans in Veterans Health Administration (VHA) facilities.  On their behalf, I am privileged to 

offer written testimony to the House Veterans Affairs Subcommittee on Health, and I thank 

Chairman Benishek and Ranking Member Brownley for extending this opportunity. In my 

testimony today to the Subcommittee’s hearing on VHA staffing, I will discuss the staffing and 

role of CRNAs in the VHA, and summarize recent Congressional actions to address past 

shortages. To promote patient safety, access to care, and cost-efficient care delivery, I will offer 
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a recommendation that the VHA recognize CRNAs and other Advanced Practice Registered 

Nurses (APRNs) to their Full Practice Authority (FPA). 

 

 

About the Association of Veterans Affairs Nurse Anesthetists and Certified Registered 

Nurse Anesthetists  

 

The AVANA is the professional association representing roughly 900 CRNAs practicing in the 

VHA. CRNA services include every aspect of the delivery of anesthesia and include 

administering the anesthetic, monitoring the patient's vital signs, staying with the patient 

throughout the surgery, and providing acute and chronic pain management services. CRNAs 

provide anesthesia for a wide variety of surgical cases and have provided the majority of 

anesthesia to our active duty military in combat arenas since the Civil War. CRNAs predominate 

in Veterans hospitals and the U.S. Armed Services through active duty and the reserves, staffing 

ships, remote U.S. military bases, and forward surgical teams without physician anesthesiologist 

support. CRNAs work in every setting in which anesthesia is delivered, including hospital 

surgical suites and obstetrical delivery rooms, ambulatory surgical centers, pain management 

units and the offices of dentists, podiatrists and plastic surgeons. CRNAs provide high-quality 

anesthesia care to all patient types and case complexities.  

 

Nurse anesthetists are experienced and highly trained anesthesia professionals who provide safe, 

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

landmark Institute of Medicine (IOM) report “To Err is Human” found in 2000 that anesthesia 

was 50 times safer than in the 1980s.
1
 Though many studies have demonstrated the high quality 

of nurse anesthesia care, the results of a 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 more safe in opt-out and non-opt-out states alike.
2
  Most recently, a 2014 

publication prepared by The Cochrane Collaboration, the internationally recognized authority on 

evidence-based practice in healthcare, 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.
3
  

 

 

  

                                                 
1
 Kohn L, Corrigan J, Donaldson M, ed. (2000). To Err is Human. Institute of Medicine, National Academy Press, 

Washington DC.   
2
 Dulisse B, Cromwell J. (2010). No Harm Found When Nurse Anesthetists Work Without Supervision By 

Physicians. Health Affairs. http://content.healthaffairs.org/content/29/8/1469.full.pdf   
3
 Lewis SR, Nicholson A, Smith AF, Anderson P. (2014). Physician anaesthetists versus non-physician providers of 

anaesthesia for surgical patients. The Cochrane Database of Systematic Reviews. 

http://www.ncbi.nlm.nih.gov/pubmed/25019298  
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Congress Has Addressed VHA CRNA Staffing Shortages in the Recent Past, Helping VHA 

Facilities Compete More Effectively in Recruitment and Retention 

 

During the early 2000s, many VHA facilities struggled to recruit and retain CRNAs. According 

to a 2007 report by the Government Accountability Office (GAO),
4
 shortages of CRNAs 

contributed to surgical and other services delays. The GAO conducted surveys of VA CRNAs, 

human resource officers, and chief anesthesiologists, and the results were reported as follows: 

 

“Overall, 54 percent of VA medical facility chief anesthesiologists reported temporarily 

closing some operating rooms and 72 percent reported delaying some elective surgeries. 

VA's retention challenge comes from a projected substantial attrition rate. Based on the 

results of its survey, GAO projects that 26 percent of VA's CRNAs will either retire from 

or leave VA in the next 5 years. VA medical facility officials reported in GAO's survey 

that the recruitment and retention challenges are caused primarily by the low level of VA 

CRNA salaries when compared with CRNA salaries in local market areas.” 

 

A statutory pay cap then in effect constrained VHA facilities from being able to offer 

competitive compensation to recruit and retain CRNAs. Moreover, the GAO found that facility 

administrators were unaware of even limited bonus availability that could have helped close pay 

gaps at the time.   

 

Congress responded by enacting the Caregivers and Veterans Health Services Act of 2010,
5
 

which, among other provisions, eliminated the statutory pay cap on VHA CRNAs and enabled 

local VHA facilities to compete more effectively for CRNA services in the local marketplace. 

The agency published implementation guidance for facility administrators in 2012.
6
  Our 

experience is where VHA facility administrators were aware of the new authority and took 

advantage of it, facilities were able to compete more effectively for CRNA services and to 

replace retiring CRNAs. Even so, the large number of retirees to replace, as well as other factors 

within VHA recruitment, placed CRNAs among the top ten most difficult specialties to recruit 

into VHA facilities in four of the past five years, according to a January 2015 report of the VA 

Office of Inspector General.
7
 

 

 

  

                                                 
4
 Government Accountability Office. VA Health Care: Many medical facilities have challenges in recruiting and 

retaining nurse anesthetists. Dec. 13, 2007. http://www.gao.gov/products/GAO-08-56  
5
 P.L. 111-163. http://www.gpo.gov/fdsys/pkg/PLAW-111publ163/pdf/PLAW-111publ163.pdf  

6
 VA Handbook 5007/42 Transmittal Sheet, “Pay Administration,” March 7, 2012. http://www.vacrna.org/5007-

42_T38_Premium_Pay_%282%29 %283%29.docx . 
7
 VA Office of Inspector General, Office of Healthcare Inspections. OIG Determination of Veterans Health 

Administration’s Occupational Staffing Shortages. Report No. 15-00430-103, Jan. 30, 2015. 

http://www.va.gov/oig/pubs/VAOIG-15-00430-103.pdf.  

http://www.gao.gov/products/GAO-08-56
http://www.gpo.gov/fdsys/pkg/PLAW-111publ163/pdf/PLAW-111publ163.pdf
http://www.vacrna.org/5007-42_T38_Premium_Pay_%282%29%20%283%29.docx
http://www.vacrna.org/5007-42_T38_Premium_Pay_%282%29%20%283%29.docx
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To Improve Veteran Access to Quality Care, Healthcare Cost Efficiency, and CRNA 

Recruitment and Retention, the VHA Should Recognize CRNAs and Other APRNs to their 

Full Practice Authority, Consistent with Policy in U.S. Military Health Systems 

 

To improve Veteran access to quality care, promote healthcare cost efficiency, and advance 

CRNA recruitment and retention, the AVANA recommends that the VHA should recognize 

CRNAs and other APRNs to their FPA. Since the safety of CRNA services has already been 

established, it is worth examining current VHA policy governing CRNAs, and the specific 

benefits of extending CRNAs FPA. Such a policy is under development in the VHA as the 

agency modernizes nursing policy into a regulation consistent with the recommendations of the 

IOM and with the benefit of extensive review and comment from stakeholders over more than a 

year. 

 

CRNAs are a type of APRN, and their services are generally governed in the VA health system 

by the VHA Anesthesia Handbook.
8
 This handbook, a guide to VHA facility policy locally, 

authorizes CRNAs to provide the full range of anesthesia services as part of the team of 

healthcare professionals focused on the needs of the Veteran patient. Notable also is what the 

anesthesia handbook does not include. It does not include language requiring physician or 

anesthesiologist supervision of CRNAs. Consistent with modernized and evidenced-based 

concepts of patient-centered, team-based healthcare delivery, each professional brings his or her 

expertise and responsibility to the case. Contrary to the notion that every such team must 

somehow be physician-led, taking nothing from the expertise of physicians, from time-to-time 

the team leader, in the interest of patient safety may even be a much lower-credentialed 

individual. When the surgeon has not adequately scrubbed-in, in the interest of patient safety, the 

operating room scrub tech must have the authority to stop the surgeon and order him or her to 

scrub in properly. In the operating room environment, the surgeon and the CRNA offer the 

Veteran the benefit of their spheres of expertise to yield optimal patient safety. 

 

In many VHA facilities CRNAs do offer their full scope of practice consistent with the 

anesthesia handbook to the benefit of the Veterans they serve. However, there are many 

exceptions to this rule, and for these the VHA is wisely promoting FPA for CRNAs and other 

APRNs through a modernized nursing regulation. Among the exceptions include extensive and 

duplicate requirements for burdensome physician supervision, costly anesthesiologist medical 

direction, or constraints on CRNAs providing regional anesthesia services in the best interests of 

the Veteran patients. These burdens, requirements, costs and constraints all combine to delay 

care for Veterans, to divert scarce funds from other priority Veteran healthcare needs, and to 

deny Veterans the best care that can be offered.   

 

Given the current and growing challenges facing the VHA in attracting qualified providers and in 

meeting the healthcare demands of our Veterans, unnecessary burdens and constraints stand in 

the way of deploying the existing APRN workforce in the most efficient manner possible to meet 

these challenges. They contribute to duplication and waste in the VHAs healthcare delivery 

                                                 
8
 U.S. Department of Veterans Affairs. VHA Anesthesia Services Handbook, VHA-1123. March 7, 2007. 

http://www.va.gov/vhapublications/ViewPublication.asp?pub_ID=1548  
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system. There is no evidence that supervision requirements contribute to higher quality, lower 

cost, or greater value or access to healthcare. On the contrary, ample evidence points to the value 

provided by APRNs, including CRNAs.    

 

Recognizing CRNAs and other APRNs to their FPA corresponds with the first policy 

recommendation from the IOM’s 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.
9
 

The IOM report specifically recommends that, “advanced practice registered nurses should be 

able to practice to the full extent of their education and training.”
10

 Given that the VHA often 

patterns care delivery models to those from the U.S. Armed Forces from which the VHA patient 

population arrives, recognizing APRNs including CRNAs to the FPA aligns with current practice 

in the Army, Navy, Air Force, Combat Support Hospitals, Forward Surgical Teams, the Public 

Health Service, and Indian Health Services systems which all recognize the FPA of CRNAs. 

Provisions included in the Veterans Access Choice and Accountability Act of 2014
11

 allow our 

Veterans, who are waiting too long or traveling too far, to seek care in a Department of Defense 

(DOD) or Indian Health Services (IHS) facility -- environments where CRNAs are currently 

serving to the top of their education and skill. 

 

 

CRNA Full Practice Authority Improves Veterans Access to Anesthesia Services 

 

Allowing CRNAs to practice to the full extent of their education, training, and experience as a 

FPA provider promotes Veterans access to care in several ways by eliminating redundancy, 

eliminating waits associated with delayed arrivals of supervising anesthesiologists, and 

promoting access to regional anesthesia services that are particularly important for orthopedic, 

urological, vascular and general surgery procedures common in VHA facilities.  

 

Currently CRNAs are unnecessarily supervised by anesthesiologists, inflating costs and 

providing impediments to Veterans access to timely care. Though CRNAs are educated to 

provide the full range of anesthesia services, in many VHA facilities CRNAs are supervised by 

anesthesiologists at ratios of 1:2, and sometimes 1:1, noting that such levels of supervision are 

neither required by any state nor by Medicare. Removing supervision requirements frees up 

additional anesthesia professionals to provide additional critical anesthesia services to deserving 

Veteran patients. The cost savings attributed to a FPA model for APRNs is undeniable. Salaries 

alone for VHA anesthesiologists are twice the average CRNA compensation, thus a 1:1 or 1:2 

anesthesiologist to CRNA ratio is extremely costly and inefficient. By granting CRNAs the 

ability to practice to the top of their education and skill, the VHA can utilize both 

anesthesiologists and CRNAs in the most efficient manner possible to expand Veterans access to 

the care they have earned.  

                                                 
9
 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  
10

 IOM op cit., p. 9. 
11

 P.L. 113-146. http://www.gpo.gov/fdsys/pkg/BILLS-113hr3230enr/pdf/BILLS-113hr3230enr.pdf  

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
http://www.gpo.gov/fdsys/pkg/BILLS-113hr3230enr/pdf/BILLS-113hr3230enr.pdf
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While anesthesiologist supervision is promoted by anesthesiologist groups as a patient safety 

benefit, in fact anesthesiologist supervision frequently and commonly lapses, as noted by Epstein 

and Dexter in the journal Anesthesiology in 2012.
 12

 Researchers reviewed 15,000 anesthesia 

records at a leading U.S. Hospital and concluded lapses in anesthesiologist supervision of 

CRNAs are common even under Medicare medical direction reimbursement rules. This study 

raises concerns about the benefits of this costly anesthesia practice model and calls into question 

whether supervision requirements provide a cost-benefit to the VHAs healthcare system. In 

facilities that demand an anesthesiologist be present before a CRNA starts a case, a task CRNAs 

are educated and qualified to perform themselves in service to the Veteran undergoing a 

procedure, each minute of delay in the anesthesiologist’s arrival contributes to increased costs, 

cascading delays throughout a day, inconvenience to the Veteran patient, and impairments to 

access to care. Extending CRNAs FPA eliminates those waits and accumulated delays.  

 

In some VHA facilities supervision requirements impair the quality of care. Some supervising 

anesthesiologists prohibit CRNAs from providing regional anesthesia services to Veterans 

undergoing procedures for which regional anesthesia may be the preferred choice.  Such 

procedures include orthopedic, urological, vascular, and certain general surgery procedures. 

CRNAs are educated to provide regional anesthesia. Further, regional anesthesia services are 

frequently the best anesthetic for such patients. Many of these patients suffer from multiple 

chronic conditions such as lung disease, obstructive sleep apnea, and obesity.  Administering 

large amounts of narcotics to these patients, as in general anesthesia, introduces risks beyond 

those of regional anesthesia care. Instead of the surgeon authorizing the CRNA to provide 

regional anesthesia, anesthesiologists are ordering CRNAs to administer general anesthesia 

which requires a higher dosage of narcotic medications putting the patient at greater risk 

of postoperative pulmonary problems, slower recovery times and greater postoperative pain, and 

contributing to delays in physical therapy services. All of these factors compromise the patient’s 

ability to recover as promptly and safely as possible. Therefore, allowing CRNAs to practice to 

their Full Practice Authority, and to offer regional anesthesia in these cases, can yield a higher 

quality of care, safer and faster recovery times, and higher patient satisfaction. 

 

 

Full Practice Authority for CRNAs Promotes Cost-Effective Care Delivery in the VHA 

 

Savings are likely to be achieved by recognizing CRNAs to their full scope of practice in the 

VHA. A study published by Nursing Economic$
13

 found that nurse anesthesia care is 25 percent 

more cost effective than the next least costly anesthesia delivery model, and that 1:1 or 1:2 

anesthesiologist to CRNA supervision ratios represent the least cost efficient anesthesia delivery 

model. A 2015 publication by Conover and Richards, titled Economic Benefits of Less 

Restriction of Advanced Practice Nurses in North Carolina, published by the Duke University 

Center for Health Policy and Inequalities Research, states that, “expanded use of APRNs under 

                                                 
12

 Epstein, Dexter. (2012). Influence of supervision ratios by anesthesiologists on first-case starts and critical 

portions of anesthetics. Anesthesiology.  116(3):683-91. http://www.ncbi.nlm.nih.gov/pubmed/22297567  
13

 Hogan PF, Seifert RF, Moore CS, Simonson BE. (2010). Cost Effective Analysis of Anesthesia Providers. 

Nursing Economic$. http://www.aana.com/resources2/research/Documents/nec_mj_10_hogan.pdf  

http://www.ncbi.nlm.nih.gov/pubmed/22297567
http://www.ncbi.nlm.nih.gov/pubmed/22297567
http://www.ncbi.nlm.nih.gov/pubmed/22297567
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less restrictive regulation could produce health system savings from 0.63 to 6.2 percent.”
14

 In 

addition to previous studies, a recent literature review published by The Cochrane Collaboration 

titled, “Physician Anaesthetists versus Non-Physician Providers of Anaesthesia for Surgical 

Patients,” found no differences in care between nurse anesthetists and physician 

anesthesiologists.
15

  If all VHA facilities recognize CRNAs to their full scope of practice, 

improved cost savings can be achieved.  

 

Recently, the Iowa City VA Medical Center has achieved very promising results after moving to 

a CRNA Full Practice Authority anesthesia delivery model. According to a review by an Iowa 

City VAMC surgeon, over the past year the acuity of patient cases increased while mortality 

rates decreased and morbidity ratios remained unchanged. Additionally, over the course of the of 

a year utilizing a CRNA-only anesthesia model the facility’s anesthesia department labor costs 

per relative value unit (a measure of case complexity plus time) decreased to $19 compared to 

$24 for the VISN and $68 nationally. The experience of this VHA facility is underscored by 

decades of scientific research stating that CRNAs provide safe anesthesia services at the lowest 

economic cost to the facility.
16

 

 

The increased costs to the VHA associated with steep anesthesiologist supervision ratios can be 

calculated – and costs associated with such supervision are funds that cannot be spent by the 

VHA on other necessary Veteran care. If mean anesthesiologist pay is $274,394, and mean 

CRNA pay is $153,217,
17

 CRNA care in one operating room over a year amounts to $153,217. 

Anesthesiologist care is $121,277 more costly. Multiplied over 20 operating rooms, compared 

with CRNA services, anesthesiologist services cost $2.42 million more, anesthesiologists 

supervising CRNAs at a 1:2 ratio cost $2.74 million more, and anesthesiologists supervising 

CRNAs at a 1:1 ratio cost $5.49 million more per year. Twenty operating rooms might be found 

in one large VAMC, or across two or three VAMCs.  What savings are possible, with quality 

preserved and protected, across some 150 VAMCs, by making greater use of CRNAs practicing 

to their Full Practice Authority?  What additional care can be provided to our Veterans with the 

savings achieved? 

 

 

  

                                                 
14

 Conover CJ, Roberts R. (2015). Economic Benefits of Less Restrictive Regulation of Advanced Practice  

Registered Nurses in North Carolina: An Analysis of Local and Statewide Effects on Business Activity. Duke 

University, Center for Health Policy and Inequalities Research. http://chpir.org/_homepage-content/completed-

projects/economic-benefits-of-less-restrictive-regulation-of-advanced-practice-registered-nurses-in-north-carolina/  
15

 Lewis SR, Nicholson A, Smith AF, Anderson P. (2014). Physician anaesthetists versus non-physician providers of 

anaesthesia for surgical patients. The Cochrane Database of Systematic Reviews. 

http://www.ncbi.nlm.nih.gov/pubmed/25019298  
16

 Dulisse B, Cromwell J. (2010). No Harm Found When Nurse Anesthetists Work Without Supervision By 

Physicians. Health Affairs.  http://content.healthaffairs.org/content/29/8/1469.full  
17

 http://www.glassdoor.com/Salary/US-Department-of-Veterans-Affairs-Anesthesiologist-Salaries-

E41429_D_KO34,50.htm and http://www.glassdoor.com/Salary/US-Department-of-Veterans-Affairs-Nurse-

Anesthetist-Salaries-E41429_D_KO34,51.htm.   

http://chpir.org/_homepage-content/completed-projects/economic-benefits-of-less-restrictive-regulation-of-advanced-practice-registered-nurses-in-north-carolina/
http://chpir.org/_homepage-content/completed-projects/economic-benefits-of-less-restrictive-regulation-of-advanced-practice-registered-nurses-in-north-carolina/
http://www.ncbi.nlm.nih.gov/pubmed/25019298
http://content.healthaffairs.org/content/29/8/1469.full
http://www.glassdoor.com/Salary/US-Department-of-Veterans-Affairs-Anesthesiologist-Salaries-E41429_D_KO34,50.htm
http://www.glassdoor.com/Salary/US-Department-of-Veterans-Affairs-Anesthesiologist-Salaries-E41429_D_KO34,50.htm
http://www.glassdoor.com/Salary/US-Department-of-Veterans-Affairs-Nurse-Anesthetist-Salaries-E41429_D_KO34,51.htm
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Full Practice Authority Would Help VHA Recruit and Retain CRNAs, Particularly Those 

with Military Backgrounds, Ensuring Veterans Access to High Quality Care 

 

Many of the CRNAs practicing in the VHA are also Veterans of the U.S. Armed Forces, 

providing them with a unique clinical perspective. Many CRNAs, including those serving in 

active duty, have indicated that the supervisory practice environment within many VHA facilities 

has deterred qualified CRNAs from seeking employment in the VHA. This is yet another 

example of the need to align and streamline policies between the DOD and the VA. Additionally 

many employees looking to retire from the DOD and transfer to a VA facility find the narrow 

and restrictive practice environment discouraging enough to seek employment elsewhere upon 

leaving the DOD, draining the VA of qualified potential employees who understand the Veteran 

perspective at an intimate level. The high-quality patient care hinges on the recruitment and 

retention of qualified nurse anesthesia professionals. Several employment surveys of recent 

APRN graduates have noted that majority of new graduates flock to states and facilities that 

allow for APRN providers to practice to their full scope of education, training and experience.  

 

Our Veterans deserve the highest quality of care and the most qualified providers administering 

care. Allowing CRNAs to practice to their full scope of practice as a Full Practice Provider in the 

VHA will not only attract additional nurse anesthesia professionals but it will help retain the 

qualified CRNA providers already practicing in the VHA system.  

 

 

Conclusion  

 

On behalf of the members of AVANA, we applaud the Committee’s efforts to identify best 

practices and necessary steps to overcome barriers to more efficient healthcare staffing and 

overall healthcare delivery in the VHA.  We are confident that recognizing APRNs to their Full 

Practice Authority will help achieve this goal. We believe this is the right policy at the right time 

to improve Veterans access to timely, high quality healthcare and continue to extend our support 

for it. Consistent with the evidence-based recommendations advanced by the Institute of 

Medicine and the National Council of State Boards of Nursing APRN Consensus Model
18

, Full 

Practice Authority for APRNs will provide for greater team-based care delivery in the VHA, 

which is the reason that this recommendation is supported by 53 national nursing organizations, 

dozens of members of Congress from both chambers and both sides of the aisle, Veterans across 

the country, and by the AARP.   

 

Thank you for the opportunity to provide testimony. I would be happy to answer your questions. 

 

#  #  #  #  

 

 

 

                                                 
18

 National Council of State Boards of Nursing. APRN Consensus Model: the Consensus Model for APRN 

Regulation, Licensure, Accreditation, Certification and Education. https://www.ncsbn.org/736.htm  

https://www.ncsbn.org/736.htm

