
 

 

 

 

 

 

 

 

 

 

 

 

 

June 1, 2015 

 

 

 

Rep. Kevin Brady      Rep. Jim McDermott 

Chairman       Ranking Member 

House Ways and Means Health Subcommittee  House Ways and Means Health Subcommittee 

301 Cannon Senate Office Building   1035 Longworth House Office Building 

United States House of Representatives   United States House of Representatives 

Washington, DC 20515                  Washington, DC 20515 

 

 

Dear Chairman Brady and Ranking Member McDermott: 

 

On behalf of over 48,000 members of the American Association of Nurse Anesthetists (AANA), I am writing to thank you 

for holding the first of several hearings on improving Medicare access through increased competition. Advanced 

practice registered nurses (APRNs), including Certified Registered Nurse Anesthetists (CRNAs), practicing to the 

full scope of their training and expertise ensures patient safety and access to safe, high-quality care, and promotes 

healthcare cost savings as well as increased competition in the healthcare marketplace and the Medicare program. For 

your consideration, we are enclosing a synopsis of two letters the AANA submitted to the Federal Trade Commission 

regarding their workshops on ‘‘Examining Health Care Competition’’ for further information.  

 

Current reimbursement structures in Medicare impede full practice by CRNAs and add to waste in the program. 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”
1
 that provides a financial incentive for anesthesiologists to 

“medically direct” CRNAs who 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.
2
 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.
3
 

 

Furthermore, current Medicare regulations
4
 contain a costly and unnecessary requirement for physician supervision of 

CRNA anesthesia services that do not support delivery of health care in a manner that allows states and healthcare 

                                                           
1
 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   
2
 63 FR 58813, November 2, 1998, http://www.gpo.gov/fdsys/pkg/FR-1998-11-02/pdf/98-29181.pdf .  

3
 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   
4
 42 CFR 482.52(a)(4) for hospitals (see http://www.ecfr.gov/cgi-bin/text-

idx?SID=04387f6850fa030cb817311427be6f5f&mc=true&node=se42.5.482_152&rgn=div8), 42 CFR 485.639 (c) for CAHs (see 

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
http://www.ecfr.gov/cgi-bin/text-idx?SID=04387f6850fa030cb817311427be6f5f&mc=true&node=se42.5.482_152&rgn=div8
http://www.ecfr.gov/cgi-bin/text-idx?SID=04387f6850fa030cb817311427be6f5f&mc=true&node=se42.5.482_152&rgn=div8


facilities nationwide to make their own decisions based on state laws and patient needs. These requirements are more 

restrictive than the majority of state laws and impede local communities from implementing the most innovative and 

competitive model of providing quality care. Given the growing population of persons in the United States requiring 

healthcare, particularly among Medicare eligible populations, physician supervision requirements stand in the way of 

deploying the vast workforce contained with the supply of APRNs. Unnecessary requirements for physician supervision 

of APRNs contribute to duplication and waste in the healthcare delivery system. Scientific peer-reviewed research 

underscores that such supervision does not affect quality or outcomes and increases healthcare costs and also illustrates 

how CRNAs consistently deliver safe, high-quality, cost-effective anesthesia care.
5
   

 

CRNAs play a vital role in ensuring access to safe, high quality and cost effective anesthesia care. Congress and Medicare 

may advance patient access to care, reduce healthcare costs and waste in the Medicare program, while promoting 

competition, by eliminating policy barriers to the full use of CRNAs. We look forward to working with you on this 

important issue and should the Committee have any questions, please contact the AANA Senior Director of Federal 

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

 

 

Sincerely, 

 

 
Sharon P. Pearce, CRNA, MSN 

President 

 

 

Attached: Addendum I: AANA Comments to Federal Trade Commission Health Care Workshop Request for Comment 

 

  

                                                                                                                                                                                                                        
http://www.ecfr.gov/cgi-bin/text-idx?SID=04387f6850fa030cb817311427be6f5f&mc=true&node=se42.5.485_1639&rgn=div8), and 42 CFR 416.42 
(b)(2)for ASCs (see http://www.ecfr.gov/cgi-bin/text-idx?SID=8198c35c58c98715100eb32ff0046536&mc=true&node=se42.3.416_142&rgn=div8)  . 
5
 See American Association of Nurse Anesthetists, CRNAs: The Future of Anesthesia Care Today, http://www.future-of-anesthesia-care-

today.com/research.php, and Christopher J. Conover and Robert Richards, “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, February 2015, available at: 
http://chpir.org/wp-content/uploads/2015/02/Report-Final-Version.pdf.  
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Addendum I 

 

The following comments were submitted in response to FTC Health Care Workshop, Project No. P131207 on March 10, 

2014 and FTC Health Care Workshop, Project No. P13-1207 on February 16, 2015. 
 

The AANA provided the FTC Health Care Workshop content covering the following areas: 

 

I. Background of the AANA and Certified Registered Nurse Anesthetists (CRNAs) 

II. Alternatives to Traditional Fee-for-Service Payment Models 

III. Provider Network and Benefit Design 

IV. Professional regulation of healthcare providers 

V. Measuring and assessing quality of care 

VI. Price transparency of healthcare services. 
 

The content was composed so that each section could be read and considered independently by each workshop panel, 

therefore some material was repeated throughout the subject areas.  
 

I. BACKGROUND OF THE AANA AND CRNAs 
 

The AANA is the professional association for CRNAs and student nurse anesthetists. AANA membership includes more 

than 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, according to the 2012 AANA 

Practice Profile Survey. 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 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.
i 
 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.
ii
 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.
iii
 

 

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.
iv
 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.
v
 

 

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.
vi
 

 

II. ALTERNATIVES TO TRADITIONAL FEE-FOR-SERVICE PAYMENT MODEL 
 

The AANA supports the FTC’s efforts to better understand the potential benefits of alternative payment models and 

whether they can offer significant cost savings while maintaining, or helping to improve, quality of care.  Under the 

current fee-for-service model, there are instances where the current model contributes to high costs without improving 

quality. Similar to general physician payment, Medicare reimburses CRNAs and anesthesiologists 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. It also includes a system for “anesthesiologist medical direction”
vii

 that provides a financial 

incentive for anesthesiologists to “medically direct” CRNAs who are capable of and are often providing patient access to 

high quality anesthesia care unassisted. An anesthesiologist claiming medical direction services may be reimbursed 50 

percent of a fee in each of up to four concurrent cases, a total of 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.
viii

 Furthermore, 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.
ix
   

 

In demonstrating the increased costs, suppose that there are four identical cases: (a) has anesthesia delivered by a non-

medically directed CRNA; (b) has anesthesia delivered by a CRNA medically directed at a 4:1 ratio by a physician 

overseeing four simultaneous cases and attesting fulfillment of the seven conditions of medical direction in each; (c) has 

anesthesia delivered by a CRNA medically directed at a 2:1 ratio; and (d) has anesthesia delivered by a physician 

personally performing the anesthesia service. (There are instances where more than one anesthesia professional is 

warranted; however, neither patient acuity nor case complexity is a part of the regulatory determination for medically 

directed services.  The literature demonstrates that the quality of medically directed vs. non-medically directed CRNA 

services is indistinguishable in terms of patient outcomes, quality and safety.) Further suppose that the annual pay of the 

anesthesia professionals approximate national market conditions, $170,000 for the CRNA
x
 and $540,314 for the 

anesthesiologist.
xi
 Under the Medicare program and most private payment systems, practice modalities (a), (b), (c) and (d) 

are reimbursed the same. Moreover, the literature indicates the quality of medically directed vs. non-medically directed 

CRNA services is indistinguishable. However, the annualized labor costs (excluding benefits) for each modality vary 

widely.  The annualized cost of practice modality (a) equals $170,000 per year. For case (b), it is ($170,000 + (0.25 x 

$540,314) or $305,079 per year. For case (c) it is ($170,000 + (0.50 x $540,314) or $440,157 per year. Finally, for case 

(d), the annualized cost equals $540,314 per year. 
 

Anesthesia Payment Model FTEs / Case Clinician costs per year / FTE 

(a) CRNA Nonmedically Directed 1.00 $170,000 

(b) Medical Direction 1:4 1.25 $305,079 

(c) Medical Direction 1:2 1.50 $440,157 

(d) Anesthesiologist Only 1.00 $540,314 

   

Anesthesiologist mean annual pay $540,314 MGMA, 2014 

CRNA mean annual pay $170,000 AANA, 2014 
 

If Medicare and private plans pay the same rate whether the care is delivered according to modalities (a), (b), (c) or (d), 

someone in the health system is bearing the additional cost of the medical direction service authorized under the Medicare 

regulations at 42 CFR §415.110. This additional cost is shifted onto hospitals and other healthcare facilities, and 

ultimately to patients, premium payers and taxpayers. With CRNAs providing over 38 million anesthetics in the U.S., and 

a considerable fraction of them being “medically directed,” the additional costs of this medical direction service are 

substantial.  In addition, the most recent peer-reviewed literature makes clear that the requirements of anesthesiologist 

medical direction are often not met in practice– and if anesthesiologists submit claims to Medicare for medical direction 

but did not perform all of the required services in each instance, then the likelihood of widespread Medicare fraud in this 

area is high. Lapses in anesthesiologist supervision of CRNAs are common even when an anesthesiologist is medically 

directing as few as two CRNAs, according to an important new study published in the journal Anesthesiology.
xii

 
 



Another factor driving up the cost of healthcare under the current fee-for-service model is the practice of hospital 

subsidization of anesthesiology groups, in which hospitals pay high compensation to anesthesiology groups to offset the 

shortfall from decreasing reimbursement to these anesthesiology groups. According a nationwide survey of 

anesthesiology group subsidies,
xiii

 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 pays an average of $3.2 million in anesthesiology subsidy. Such payments from hospitals to 

anesthesiology groups do not appear on hospitals’ Medicare cost reports or their billings to health plans, making 

information about them hard to come by except from survey information. Anesthesiology groups receive this payment 

from hospitals in addition to their direct professional billing. Without question, such subsidy payments to anesthesiology 

groups represent cost-shifting away from other critical services within the healthcare delivery system.   
 

As the FTC examines the merits of alternative payment systems, we recommend ensuring that these alternatives are in the 

best interests of the patients receiving care, that they encourage improvements in patient care quality and efficiency, and 

that the alternative payment systems have been developed and deployed in a manner that healthcare professionals deem as 

valid.   
 

Alternative payment systems should recognize and reward all qualified healthcare providers, not just physicians, for 

ensuring patient access to safe, cost-effective healthcare services. Bundled payment systems can reward care coordination 

and cost-efficiency, but without an equal and crucial focus on quality such systems can lead to a harmful “race to the 

bottom” when incentives  to cut costs are not balanced with quality standards – an outcome that must be avoided.  

Bundled payment systems should recognize the full range of qualified healthcare providers delivering care, including 

CRNAs and other APRNs, and avoid physician-centricity that increases costs without improving quality or access.  
 

Alternative payment models, such as bundled payment, have the potential to drive value-based healthcare delivery, 

particularly in anesthesia care and related services, and meet the triple health care aims of improving patient experience of 

care, improving population health and reducing health care costs. But certain alternative payment models do not follow 

these goals and instead lead to higher healthcare costs and decreased access to safe, high quality anesthesia providers such 

as CRNAs. One type of payment model that does not drive value-based healthcare delivery can be found in large group 

practices composed solely of anesthesiologists. Holding substantial market power, these large anesthesiologist-only group 

practices enter into exclusive single source contract service agreements with health systems, facilities and surgeons where 

the group practice’s market power increases costs, limits choice of anesthesia provider, and imposes opportunity costs that 

deprive resources from delivery of other critical healthcare services. Such enterprises may use their market power to 

maximize their income without relation to the actual costs of performing the procedure.xiv For example, according to the 

New York Times, a patient was billed $8,675 for anesthesia during cardiac surgery. The anesthesia group accepted $6,970 

from United Healthcare, $5,208.01 from Blue Cross and Blue Shield, $1,605.29 from Medicare and $797.50 from 

Medicaid.xv This type of model drives up healthcare costs and puts additional economic strain on consumers and the 

country. 
 

III.  PROVIDER NETWORK AND BENEFIT DESIGN 
 

We have found that in some states, health plan networks operating in exchanges and in the private market conduct 

discriminatory behaviors based on provider licensure which violates the provider nondiscrimination provision in the 

Affordable Care Act and inhibits CRNAs’ ability to practice to full extent of their scope of practice. The end result of 

these practices is increased healthcare costs, diminished competition and reduced patient choice for safe, high quality and 

cost-effective anesthesia and related services. 
 

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),
xvi

 which 

took effect January 1, 2014, states that “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.”  

It also states that, “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.” 
 

Section 2706 is an important law because it promotes competition, consumer choice and high quality healthcare by 

prohibiting discrimination based on provider licensure that keeps patients from getting the care they need. To promote 



patient access to high quality healthcare, market competition and cost efficiency, health insurance exchanges, health 

insurers and health plans must avoid discrimination against qualified, licensed healthcare professionals, such as CRNAs, 

solely on the basis of licensure. Proper implementation of the provider nondiscrimination provision is crucial because 

health plans have wide latitude to determine the quantity, type, and geographic location of healthcare professionals they 

include in their networks, based on the needs their enrollees. However, when health plans organize their healthcare 

delivery in such a way that they discriminate against whole classes of qualified licensed healthcare professionals by 

licensure -- by prohibiting reimbursement for anesthesia and pain management services provided by CRNAs, for example 

-- patient access to care is impaired, consumer choice suffers, and healthcare costs climb for lack of competition.   
 

The provider nondiscrimination provision also respects local control and autonomy in the organization of healthcare 

delivery systems, 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. 
 

Types and Examples of Provider Discrimination 
 

The AANA believes 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. Medicare reimburses 

CRNAs directly for their services and does so at 100 percent of the physician fee schedule amount for services, the same 

rate as physicians for the same services. The Omnibus Budget Reconciliation Act (OBRA) of 1986 authorized direct 

reimbursement of CRNA services under Medicare Part B beginning in 1989.
xvii

  The Medicare regulation implementing 

the OBRA law, updated as part of a November 2012 final rule further clarifying the authorization of direct reimbursement 

of nurse anesthesia services within the provider’s state scope of practice,
xviii

 states, “Medicare Part B pays for anesthesia 

services and related care furnished by a certified registered nurse anesthetist who is legally authorized to perform the 

services by the State in which the services are furnished.”
xix

  The final rule also states, “Anesthesia and related care means 

those services that a certified registered nurse anesthetist is legally authorized to perform in the state in which the services 

are furnished.” The agency also said in the rule’s preamble, “In addition, we agree with commenters that the primary 

responsibility for establishing the scope of services CRNAs are sufficiently trained and, thus, should be authorized to 

furnish, resides with the states.”
xx

 Therefore, the Medicare agency stands on solid ground in clarifying that the 

nondiscrimination provision should apply to private plans in a way that is consistent with Medicare direct reimbursement 

of CRNA services where they are allowed to furnish those services under state law. 
 

Unfortunately, we have heard from our members who state that certain health plans and insurers across the United States 

have policies that discriminate against CRNAs. In many of these cases, health plans or insurers either do not reimburse 

CRNAs at all for anesthesia services that are fully reimbursed when performed by anesthesiologists, or they reimburse 

CRNAs at a lower rate than anesthesiologists for performing the same services. For example, effective November 1, 2013, 

Regence Blue Shield of Idaho lowered CRNA reimbursement by 15 percent for anesthesia services. Its new policy states, 

“Physician conversion factor is $55.10. Certified Registered Nurse Anesthetist conversion factor is $46.84.”
xxi

 When 

justifying its rationale for setting the reimbursement rates for all non-physician healthcare providers, including CRNAs, at 

85 percent of the physician rate, Regence stated in a letter to a CRNA that the decision was in part “based on the 

difference in education, training and scope of practice” between physician and non-physician providers. Regence did not 

identify any differences in “quality or performance measures” to explain the reimbursement differential. As we have 

shown above, the literature is clear in showing that no quality outcomes difference can be found between the models of 

CRNA anesthesia care, anesthesiologist services, or both professionals providing anesthesia care together. 
 

If a health plan or health insurer network offers a specific covered service, Section 2706 requires that the health 

insurer or health plan network include all types of qualified licensed providers who can offer that service. If a 

health plan offers coverage for anesthesia services, it should allow all anesthesia provider types to participate in their 

networks and should not refuse to contract with CRNAs just based on their licensure alone. For example, as of April 2012, 

Blue Cross Blue Shield of South Carolina states in its anesthesia guidelines policy manual that it will not reimburse 

CRNAs for monitored anesthesia care (MAC), but it will pay anesthesiologists for these same services.
xxii

 Specifically the 

policy states, “BlueCross may reimburse for modifiers QS, G8 and G9 if a physician personally performs the procedure 

(modifier AA) and if the procedure meets medical necessity criteria. BlueCross will not reimburse CRNAs for MAC.”
xxiii

   
 

The AANA views all of these policies outlined above as examples of discrimination against CRNAs based on their 

licensure and not based on CRNA quality and performance, and such discrimination clearly is prohibited by Section 2706. 

These policies impair patient access to care provided by CRNAs, and they expressly impair competition and choice, and 



contribute to unjustifiably higher healthcare costs without improving quality or access to care. The negative impacts of 

provider discrimination can 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 otherwise might be forced to travel 

long distances for these essential care. As stated above, CRNAs have been providing safe and high-quality anesthesia care 

in the United States for 150 years and the AANA is a determined advocate for patients and CRNAs concerning issues 

such as access to quality healthcare services and patient safety.   
 

We believe proper implementation of the provider nondiscrimination provision by preventing health plans and health 

insurers from discriminating against specific types of health providers, such as CRNAs, will ensure full access to 

anesthesia services and to the procedures and services that they make possible, efficient delivery and local management 

and optimization of these services, and equitable reimbursement for CRNA services based on quality and performance, 

rather than licensure. This is consistent with the FTC’s and the public’s interests in quality, access and cost-effectiveness.  

Ensuring that health plans and health insurers adhere to the provider nondiscrimination law will protect competition and 

patient choice and promote patient access to a range of beneficial, safe, and cost-efficient healthcare services, such as 

those provided by CRNAs. 
 

IV. PROFESSIONAL REGULATION OF HEALTHCARE PROVIDERS 
 

Several constraints in the legislative, regulatory, and practice arenas inhibit CRNAs’ ability to practice to full extent of 

their scope, reducing competition and choice and increasing healthcare costs.  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. In particular, the requirement for physician 

supervision of CRNA services is costly and unnecessary.
xxiv

 This requirement is more restrictive than the majority of state 

laws and impedes local communities from implementing the most innovative and competitive model of providing quality 

care. Reforming the CfCs and the CoPs to eliminate the costly and unnecessary requirement for physician supervision of 

CRNA anesthesia services supports delivery of health care in a manner allowing states and healthcare facilities 

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

delivering quality care.  
 

Though one common argument for additional regulation is to protect public safety, 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 Affairs
xxv

 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.”
xxvi

 
 

Another restriction in the Part A CfC regulations impairs CRNAs’ ability to evaluate the risk of anesthesia in ambulatory 

surgical centers (ASCs), which again constrains competition and choice and increases healthcare costs without improving 

quality.  Performing the comprehensive preanesthetic assessment and evaluation of the risk of anesthesia is within the 

scope of practice of a CRNA.
xxvii

 We have asked that CMS recognize CRNAs as authorized to evaluate the risk of 

anesthesia immediately before a surgical procedure performed in an ASC in the same manner that the agency recognizes 

both CRNAs and physicians conducting the final pre-anesthetic assessment of risk for a patient in the hospital. 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.
xxviii

 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 

pre-anesthesia evaluation for hospital patients presenting with a greater range of complexity and multiple chronic 

conditions than ASC patients.   
 

Yet another restrictive regulation in the CoPs is the requirement that a physician serve as the director of anesthesia 



services. This requirement places regulatory burdens on hospitals where they need to pay a stipend for a physician “in 

name only” to serve as director of the anesthesia department instead of allowing the hospital to 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, solely because there is a federal regulation.  

There is no evidence supporting the requirement for a physician or osteopathic doctor to direct anesthesia services.  

Again, such a regulation impairs choice and competition, and increases healthcare costs without improving quality. 
 

Constraints in the legislative, regulatory, and practice arena can ultimately result in anticompetitive practices and 

collusion, increasing healthcare costs and diminishing quality of care and patient choice. In the early 2000s, the FTC and 

DOJ conducted two years of hearings on healthcare and antitrust, yielding a landmark joint report entitled Improving 

Health Care: A Dose of Competition.
xxix

  More recently, the IOM report entitled The Future of Nursing:  Leading Change, 

Advancing Health
xxx

 specifically recommended that the FTC examine how anticompetitive acts, such as limiting APRNs 

like CRNAs from providing care to the fullest extent of their education and skill, reduce patient choice and increase 

healthcare costs without improving quality.     
 

On the state level, the staff of the FTC’s Office of Policy Planning, Bureau of Economics, and Bureau of Competition has 

submitted comment letters in response to proposed bills and a proposed rule that, if adopted, would impact the scope of 

practice of CRNAs and advanced practice nurses. In these letters, the FTC discouraged unnecessary restrictions on CRNA 

practice
xxxi

  and supported eliminating requirements that advanced practice nurses collaborate with, or be supervised by, 

physicians.
xxxii

    
 

The FTC has warned that unnecessary legislative or regulatory restrictions on CRNA pain management practice, if 

adopted, could reduce competition, raise the prices of pain management services, reduce the availability of these services, 

especially for the most vulnerable patients, and discourage healthcare innovation in this area. 
xxxiii

 Allowing CRNAs to 

practice to the full scope of their training and expertise in all areas of their practice will increase competition in the 

healthcare marketplace, as reflected by the FTC’s own assessment of the competitive impact of various bills and proposed 

rules relating to regulatory restrictions on advanced practice nurses.  
 

The FTC submitted letters commenting on restrictive pain management bills in Tennessee (2011), Missouri (2012) and 

Illinois (2013) respectively, expressing significant concern about overbroad state proposals that would prohibit or unduly 

restrict CRNA pain management practice, thereby raising prices and reducing availability of CRNA services.
xxxiv

  In 

Tennessee and Missouri, the bills ultimately passed; however, the FTC comment letters generated discussion amongst the 

legislators and were cited during hearings. CRNAs utilized these letters as educational tools with legislators and as 

references during negotiations for more acceptable and less restrictive bill language. In Illinois, a restrictive pain 

management bill stalled at the committee level in 2013; a similar, revised restrictive pain management bill was introduced 

in Illinois in 2014 and is currently pending.
xxxv

  The CRNAs are using the FTC’s 2013 comment letter on the previous 

Illinois pain management bill in their efforts to educate legislators on the anti-competitive impacts of the bill.  
 

In addition, the FTC commented favorably on bills in Connecticut (2013) and Massachusetts (2014) that proposed 

eliminating unnecessary restrictions on advanced practice registered nurses (APRNs).
xxxvi

 The FTC stated that eliminating 

the requirement that APRNs have collaborative agreements with physicians in order to practice independently could 

benefit Connecticut health care consumers by expanding choices for patients, containing costs, and improving access to 

primary health care services (note that this collaborative agreement requirement does not apply to CRNAs). 
 

V. PRICE TRANSPARENCY OF HEALTHCARE SERVICES 
 

Anesthesia pricing is among the most opaque in all of healthcare, impairing competition and innovation. The medical 

direction payment model, in which an anesthesiologist performs seven specific tasks in each of up to four concurrent cases 

in exchange for 50 percent of a Medicare anesthesia fee, the CRNA providing the anesthesia service claiming the other 50 

percent
xxxvii

, is unique in healthcare, fails to fairly or accurately reflect the services provided to patients by each 

professional, and contributes significantly to healthcare cost growth. When a hospital employs CRNAs, and contracts with 

an anesthesiology group to provide anesthesiologist services, it is not uncommon for patients and plans to receive two 

bills for anesthesia services – or to learn, unpleasantly, that the anesthesiologist group is outside of the plan’s network and 

demands full payment directly. The medical direction payment model introduces high costs of additional personnel that 

are not required to deliver an anesthesia service safely and effectively. 



 

On account of the medical direction payment model, it is increasingly common that billings for anesthesia services do not 

represent all anesthesia costs in the system. One factor driving up the cost of healthcare is the practice of hospital 

subsidization of anesthesiology groups, in which hospitals pay high compensation to anesthesiology groups to offset the 

shortfall from decreasing reimbursement to these anesthesiology groups. According a nationwide survey of 

anesthesiology group subsidies,
xxxviii

 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. Anesthesiology groups 

receive this payment from hospitals in addition to their direct professional billing.   
 

The agency also asked for examples where price transparency might facilitate price coordination among healthcare 

providers thereby damaging competition. Some anesthesia groups establish single source contracts with hospitals and 

healthcare facilities and the anesthesiology group does not negotiate with health plans. The group bills the patient directly 

for specific procedures, resulting in high out of pocket costs for the patient and curbing competition that could give 

patients more choices that may be less expensive.
xxxix

 This type of model uses economic incentives and to drive up 

healthcare costs, while putting economic strains on consumers.  
 

XI. MEASURING AND ASSESSING QUALITY OF HEALTH CARE 
 

As we have stated previously, 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.
xl 

 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.
xli

 
 

In three significant aspects, Medicare billing modalities tend to significantly underrepresent the contributions that CRNAs 

and other APRNs make to healthcare delivery. In the field of anesthesia, billing services as “medically directed” suggests 

that in such cases anesthesiologists have performed each of the seven medical direction steps for which medical direction 

reimbursement is claimed. According to AANA member surveys and more importantly the American Society of 

Anesthesiologists journal Anesthesiology, medical direction frequently lapses
xlii

 and one or more of the “medical 

direction” services are actually performed by the CRNA, just as they are performed when a service is billed nonmedically 

directed.  Second, in many fields, the services of CRNAs, APRNs and other healthcare providers are frequently billed 

“incident-to” the services of a physician. Under “incident-to,” the claim is paid at 100 percent, and the claim indicates that 

the service was provided by the physician not the CRNA or other APRN, without providing any modifier indicating who 

actually performed the service. “Incident-to” drives substantial underrepresentation of APRN services when claims data 

undergo examination. Last, not all Medicare Part B services provided by CRNAs are billed through Medicare Part B. In 

qualifying rural hospitals, Medicare Part A reimburses for the “reasonable cost” of CRNA services through a pass-through 

payment to the hospital. The CRNA may not bill Part B for services that the hospital bills Medicare through Part A. With 

CRNA services predominating in rural America, and many CRNA services noted not in Part B claims but embedded in 

Part A cost reports, ordinary Part B claims data underrepresents the anesthesia and pain management services CRNAs 

provide, particularly in rural and frontier parts of the United States.   
 

With respect to registries, we strongly recommend that the infrastructure for quality reporting be accessible and 

transparent, particularly when it drives incentive payments from public benefit programs. Current registry procedures 

raise serious concerns about their accuracy and reliability with respect to reporting CRNA service provision. Under many 

registry practice rules the services that CRNAs and APRNs provide are often kept from being reported to registries 

organized and managed by medical specialty societies. When APRN services and data are reportable, the terms for 

participation and data submission are different from those that medical specialty society registries extend to physicians. In 

some cases physician organizations charge exorbitant fees for non-guild members to enroll in a registry, which is 

prohibitive to advanced practice nursing groups’ participation. In this way, registries developed in response to public 

policy promoting healthcare quality may instead be used to justify illegitimate protection of guilds, higher healthcare 

costs, less competition and reduced access to care.   
 

The FTC asked for a description of any challenges that are encountered when measuring quality. The AANA remains 

concerned over the use of EHR reporting, especially when CRNAs and other APRNs are ineligible for EHR incentives, 



and note that this is a barrier to reporting of quality measures. We understand that the HITECH Act
xliii 

did not include 

CRNAs as an “Eligible Professional,” thus making them ineligible for incentive payments. However, CRNAs are “eligible 

professionals” under the Physician Quality Reporting System (PQRS) who regularly report quality measures and are 

eligible for incentive payments under that program. The AANA remains concerned that CRNAs must not be penalized in 

Medicare payment or in eligibility for PQRS incentives simply because they are currently ineligible for the EHR incentive 

program. We note that CMS seems to assume that CRNAs and other healthcare professionals will rely on the facilities 

where they work in order to adopt this technology.  However, whole categories of healthcare facilities, such as ambulatory 

surgical centers (ASCs), are also ineligible for EHR incentive programs. Multiple levels of ineligibility cause an 

additional obstacle for providers, such as CRNAs, to have access to this technology in order to report quality measures 

electronically. Furthermore, the AANA is concerned that as CMS moves from claims based reporting to solely reporting 

through EHR-based reporting systems and through clinical registries, information on CRNAs will be underreported. As 

CMS expands the quality measures that can be reported through an EHR and ultimately ends the way that CRNAs 

predominately report measures, healthcare professionals such as CRNAs are at risk for being penalized and being placed 

at a disadvantage if they do not have access to report through a qualified EHR.   
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