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May 27, 2015 

 

Mr. Andrew Slavitt  

Acting Administrator 

Centers for Medicare & Medicaid Services 

Department of Health and Human Services 

Attn:  CMS-3310-P 

P.O. Box 8013 

Baltimore, MD  21244-8013 

 

RE: Medicare and Medicaid Programs: Electronic Health Record Incentive Program – 

Stage 3 (80 Fed. Reg. 16732, March 30, 2015) 

 

 

Dear Mr. Slavitt:  

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

comment on the proposed rule Medicare and Medicaid Programs: Electronic Health Record 

Incentive Program – Stage 3 (80 Fed. Reg. 16732, March 30, 2015). 

 

The issues addressed in our comment are outlined as follows: 

 

I. Section D – Payment Adjustments and Hardship Exceptions 

AANA Recommendation:  CMS Should Work to Ensure that Future Medicare and 

Medicaid EHR Programs are Developed to not Penalize Providers who were not 

Previously Incentivized to Develop or Adopt Meaningful Use of Certified EHR 

Technology 

 

Background of the AANA and CRNAs 

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

and student nurse anesthetists.  AANA membership includes over 48,000 CRNAs and student 

registered nurse anesthetists representing over 90 percent of the nurse anesthetists in the United 

States.  CRNAs are advanced practice registered nurses (APRNs) and anesthesia professionals 

who safely administer more than 38 million anesthetics to patients each year in the United States.  

Nurse anesthetists have provided anesthesia care to patients in the U.S. for over 150 years, and 

high quality, cost effective and safe CRNA services continue to be in high demand.  CRNAs are 

http://www.aana.com/
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Medicare Part B providers and since 1989, have billed Medicare directly for 100 percent of the 

physician fee schedule amount for services.  

 

CRNAs practice in every setting in which anesthesia is delivered: traditional hospital surgical 

suites and obstetrical delivery rooms; critical access hospitals; ambulatory surgical centers; the 

offices of dentists, podiatrists, ophthalmologists, plastic surgeons, and pain management 

specialists; and U.S. military, Public Health Services, and Department of Veterans Affairs 

healthcare facilities.  CRNA services include providing a pre-anesthetic 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 are the sole 

anesthesia providers in nearly 100 percent of rural hospitals, affording these medical facilities 

obstetrical, surgical, trauma stabilization, and pain management capabilities.  

 

Peer-reviewed scientific literature shows CRNA services ensure patient safety and access to 

high-quality care, and promote healthcare cost savings.  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 

                                                           
1
 Paul F. Hogan et. al, “Cost Effectiveness Analysis of Anesthesia Providers.” Nursing Economic$. 2010; 28:159-169, 

available at  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, available at 
http://content.healthaffairs.org/content/29/8/1469.full?ijkey=ezh7UYKLtCyLY&keytype=ref&siteid=healthaff.  

http://www.aana.com/resources2/research/Documents/nec_mj_10_hogan.pdf
http://content.healthaffairs.org/content/29/8/1469.full?ijkey=ezh7UYKLtCyLY&keytype=ref&siteid=healthaff
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research literature published in the United States and around the world, according to a scientific 

literature review prepared by the Cochrane Collaboration.3 

 

According to a 2007 Government Accountability Office (GAO) study, CRNAs are the 

predominant anesthesia provider where there are more Medicare beneficiaries and where the gap 

between Medicare and private pay is less.
4
  Nurse anesthesia predominates in Veterans 

Hospitals, the U.S. Armed Forces and Public Health Service.  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.  As colleagues and competitors in the provision 

of anesthesia and pain management services, CRNAs and anesthesiologists have long been 

considered substitutes in the delivery of surgeries.
5
 

 

In its landmark publication The Future of Nursing: Leading Change, Advancing Health, the 

Institute of Medicine made its first recommendation that advanced practice registered nurses 

(APRNs), such as CRNAs, be authorized to practice to their full scope, in the interest of patient 

access to quality care, and in the interest of competition to help promote innovation and control 

healthcare price growth.
6
 

 

 

 

 

                                                           

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
 U.S. Government Accountability Office (GAO). Medicare Physician Payments: Medicare and Private Payment 

Differences for Anesthesia Services. Report to Subcommittee on Health, Committee on Ways and Means, U.S. 
House of Representatives. GAO-07-463. July 2007;15, available at http://www.gao.gov/new.items/d07463.pdf.  
5
 Cromwell, J. et al. CRNA manpower forecasts, 1990-2010. Medical Care 29:7(1991), available at 

http://practice.sph.umich.edu/practice/files/cephw/PDFs/Cromwell_1991.pdf. 

6
 Institute of Medicine. (2010), The future of nursing: Leading change, advancing health, available at   

http://books.nap.edu/openbook.php?record_id=12956&page=R1.  Report recommendations in summary at 
http://www.iom.edu/~/media/Files/Report%20Files/2010/The-Future-of-
Nursing/Future%20of%20Nursing%202010%20Recommendations.pdf.   

http://www.gao.gov/new.items/d07463.pdf
http://practice.sph.umich.edu/practice/files/cephw/PDFs/Cromwell_1991.pdf
http://books.nap.edu/openbook.php?record_id=12956&page=R1
http://www.iom.edu/~/media/Files/Report%20Files/2010/The-Future-of-Nursing/Future%20of%20Nursing%202010%20Recommendations.pdf
http://www.iom.edu/~/media/Files/Report%20Files/2010/The-Future-of-Nursing/Future%20of%20Nursing%202010%20Recommendations.pdf


American Association of Nurse Anesthetists 

 AANA - 4 
 

   

SECTION D – PAYMENT ADJUSTMENTS AND HARDSHIP EXCEPTIONS 

 

AANA Recommendation:  CMS Should Work to Ensure that Future Medicare and 

Medicaid EHR Programs are Developed to not Penalize Providers who were not Previously 

Incentivized to Develop or Adopt Meaningful Use of Certified EHR Technology 
 

The AANA is a determined advocate for policy development that results in a connected, patient-

centered healthcare system where health information is routinely shared across providers and 

settings of care to encourage the consistent provision of high-quality, safe and affordable care. 

Furthermore, we recognize that health information exchange has the potential to improve the 

healthcare system in numerous ways and believe advancing interoperability and health 

information exchange between providers and health care settings is an important step toward 

realizing this potential.  As the agency begins work on Medicare and Medicaid EHR incentive 

programs in the future, and as the Merit-Based Incentive Payment System (MIPS) system under 

the new Medicare and CHIP Reauthorization Act ties into these programs, we recommend that 

providers who were not previously incentivized to adopt EHR technology, such as CRNAs, not 

be penalized if they have not yet been able to adopt this technology and that CMS engage 

CRNAs in existing and future incentive programs.   

 

By way of background, the Health Information Technology for Economic and Clinical Health 

(HITECH) Act, enacted as part of the American Recovery and Reinvestment Act of 2009, 

created the Medicare and Medicaid EHR Incentive Programs.  The HITECH Act provides 

incentive payments to eligible professionals, eligible hospitals and critical access hospitals 

(CAHs) as they adopt, implement, upgrade or demonstrate meaningful use of certified EHR 

technology.  The AANA is very supportive of the general goals of the HITECH Act and we are 

committed to the value electronic health records can help improve patient safety, the quality of 

care provided and workload efficiency.  The AANA also supports the agency’s objective of 

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

improving the health of populations, and reducing per capita costs of health care.  CRNAs are an 

important component in helping achieve the triple aim because they ensure patient safety and 

access to safe, high-quality care, and promote healthcare cost savings.   
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However, CRNAs were not included in the definition of “Eligible Professional” in the HITECH 

Act even though CRNAs provide over 38 million anesthetics and pain care services in America 

annually in all settings for all types of patients.  In addition to CRNAs being ineligible for 

incentive programs, whole categories of healthcare facilities such as ambulatory surgical centers 

(ASCs) are also ineligible for EHR incentive programs. Many of our members work in the 

outpatient and ASC settings.  These multiple levels of ineligibility cause an additional burden for 

CRNAs to have access to this technology in order to report quality measures electronically.   

 

Since CRNAs are not currently eligible for incentive payments as they are not considered to be 

eligible professionals under this program
7
, there is a gap in adoption of electronic medical 

records in the operating room environment.  Ineligibility for incentive payments is a barrier that 

has impaired CRNAs from adopting and using EHRs.  Our members inform us that in many 

facilities, they do not have access to or control over the availability of the Health IT 

infrastructure that other types of providers who are eligible for incentive payments may access.   

The evidence shows that adoption of specific anesthesia information management systems 

(AIMS) lags behind other segments in the healthcare industry and has low implementation rates 

in anesthesia departments.
8
  According to an August 2012 KLAS Performance Report

9
, which 

reports on vendor performance data, fewer than 300 organizations nationwide are using or 

implementing AIMS.  Low adoption of AIMS means that the surgical patient experience remains 

a black hole in the center of the grand plan for health information exchange.   

 

The AANA supports CMS’ goal of developing and implementing EHR policies to encourage 

providers to routinely exchange health information through interoperable systems in support of 

higher quality and more coordinated care.  CRNAs, as treating providers, can play a significant 

role in accelerating standards-based electronic data sharing between and among healthcare 

                                                           
7
 Section 4101 of the American Recovery and Reinvestment Act of 2009, Pub.L. No. 110-275.   

8
 Peterson, Jessica et al. Anesthesia Information Management Systems: Imperatives for Nurse Anesthetists. AANA 

Journal 82:5 (October 2014), available at 
http://www.aana.com/newsandjournal/20102019/1014anesinfomanagsystems.pdf.  
9
 KLAS Report “Clinical Market Share 2012: Meaningful Use Momentum Continues,” 

http://www.klasresearch.com/KLASReports/?productid=778&PR_CMS  

http://www.aana.com/newsandjournal/20102019/1014anesinfomanagsystems.pdf
http://www.klasresearch.com/KLASReports/?productid=778&PR_CMS


American Association of Nurse Anesthetists 

 AANA - 6 
 

   

professionals in the pre-admission, preoperative, intra-operative, post-operative and post-

discharge domains.  Allowing CRNAs to become part of the Health IT incentive structure will 

also help CRNAs continue to provide safe, high quality and cost-effective anesthesia care for 

patients.  It would also support the goals of the Centers for Medicare and Medicaid Services 

(CMS) and the Office of the National Coordinator for Health Information Technology, (ONC) 

which are to further drive health information exchange to help advance safe, high quality, value 

driven and patient-centered care. 

 

We thank you for the opportunity to comment on this proposed rule.  Should you have any 

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

Federal Government Affairs, Frank Purcell, at 202.484.8400, fpurcell@aanadc.com. 

 

Sincerely, 

 

 
Sharon P. Pearce, CRNA, MSN 

AANA President 

 

 

cc:  Wanda O. Wilson, CRNA, MSN, PhD, AANA Executive Director 

Frank J. Purcell, AANA Senior Director of Federal Government Affairs 

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


