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June 16, 2015 

 
Andrew M. Slavitt 
Acting Administrator 
Centers for Medicare & Medicaid Services 
Department of Health and Human Services 
Attn:  CMS-1632-P 
P.O. Box 8013 
7500 Security Boulevard 
Baltimore, MD  21244-8050 
 

RE: CMS-1632-P – Medicare Program; Hospital Inpatient Prospective Payment Systems 

for Acute Care Hospitals and the Long-Term Care Hospital Prospective Payment System 

Policy Changes and Fiscal Year 2016 Rates; Revisions of Quality Reporting Requirements 

for Specific Providers, Including Changes Related to Electronic Health Record Incentive 

Program; Proposed Rule (80 Fed.Reg. 24324 April 30, 2015) 

 

Dear Mr. Slavitt:  

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

comment on this proposed rule, Medicare Program; Hospital Inpatient Prospective Payment 

Systems for Acute Care Hospitals and the Long-Term Care Hospital Prospective Payment 

System Policy Changes and Fiscal Year 2016 Rates; Revisions to Quality Reporting 

Requirements for Specific Providers, Including Changes Related to Electronic Health Record 

Incentive Program (80 Fed.Reg. 24324, April 30, 2015).  The AANA makes the following 

comments and requests in the following areas:  

• Consider including the cost of anesthesia delivery models and cost of anesthesia subsidies 
per anesthetizing location as part of efficiency and cost reduction measures. 
 

• As the BPCI program is expanded, CMS should recognize and have a role for the full 
range of qualified healthcare providers delivering the care. 

 

• There are merits to having the facility or third-party convener responsible for 
administering the bundle payment amount, rather than giving control to physicians to 
administer. 

 

• Provide payment data transparency with respect to the components included in the 
bundled payment. 
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• In expanding the BCPI program, CMS should not institute any policy or requirement that 
would result in differential payment for the anesthesia service based on whether it is 
furnished by an anesthesia care team or by a sole anesthesia provider. 
 

 

Background of the AANA and CRNAs 

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

and student nurse anesthetists, and AANA membership includes more than 48,000 CRNAs and 

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

States.  CRNAs are advanced practice registered nurses (APRNs) who personally administer 

more than 38 million anesthetics to patients each year in the United States.  Nurse anesthetists 

have provided anesthesia in the United States for 150 years, and high-quality, cost-effective 

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.   

 

CRNA services include providing a pre-anesthesia patient assessment, obtaining informed 

consent for anesthesia administration, developing a plan for anesthesia administration, 

administering the anesthetic, monitoring and interpreting the patient's vital signs, and managing 

the patient throughout the surgery.  CRNAs also provide acute and chronic pain management 

services.  CRNAs provide anesthesia for a wide variety of surgical cases and in some states are 

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

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

to a May/June 2010 study published in the journal of Nursing Economic$, CRNAs acting as the 

sole anesthesia provider are the most cost-effective model for anesthesia delivery, and there is no 

measurable difference in the quality of care between CRNAs and other anesthesia providers or 

by anesthesia delivery model.1   Furthermore, an August 2010 study published in Health Affairs 

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

                                                           

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

28:159-169. 
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physicians, or CRNAs supervised by physicians.2  Researchers studying anesthesia safety found 

no differences in care between nurse anesthetists and physician anesthesiologists based on an 

exhaustive analysis of research literature published in the United States and around the world, 

according to a scientific literature review prepared by the Cochrane Collaboration.3 

 

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

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 and in 

the U.S. Armed Forces.  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. 

 

AANA Request: Consider Including Cost of Anesthesia Delivery Models and Cost of 

Anesthesia Subsidies Per Anesthetizing Location as Part of Efficiency and Cost Reduction 

Measures 

 

As CMS is considering measures to expand the efficiency and cost reduction domain for future 

years for the Hospital Value-Based Purchasing Program (p.24503), the AANA offers suggestions 

that the agency would be wise to examine with interested parties such as hospitals, CRNAs and 

other relevant stakeholders.  These suggestions include metrics on spending on anesthesia 

practice models and on anesthesia subsidies per anesthetizing location in hospitals.  The peer-

reviewed literature indicates that CRNAs acting as the sole anesthesia provider are the most cost-

effective model for anesthesia delivery without any measurable difference in the quality of care 

                                                           

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

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

3 Lewis SR, NicholsonA, SmithAF,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.  http://www.gao.gov/new.items/d07463.pdf.  
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between CRNAs and other anesthesia providers or by anesthesia delivery model.5  A new 

measure that encompasses spending on anesthesia practice models and on anesthesia subsidies 

information could be used to help hospitals determine and adopt the most efficient model of 

anesthesia care based on their needs.  The suggestions for consideration are outlined below as 

follows: 

 

• The agency may want to consider the costs of meeting the seven medical direction steps6 

as part of a cost-efficiency measure.  Under the medical direction anesthesia practice 

model, the medical directing anesthesiologist must complete seven steps in order to bill 

for this modality.  The agency has clearly stated that medical direction is a condition for 

payment for anesthesiologist services and not a quality standard.7  One of the seven 

necessary steps for making a medical direction claim includes being “present at 

induction.”  One aspect could measure costs of delayed starts to a case.  For every minute 

spent waiting for an anesthesiologist to arrive and be present at induction, some of the 

costliest resources in the hospital are wasted.  The clock is running on the surgeon, 

circulating nurse, scrub tech, and CRNA waiting in the operating room.  Waiting costs 

cascade throughout the day, postponing the surgery schedule to require overtime and on-

call staff, delaying the surgeon’s rounds to affect patient care and discharge of the patient 

from the healthcare facility.  Waiting costs also add opportunity costs, diverting needed 

resources from other patient care.  

 

Another of the seven necessary steps in making a medical direction claim includes the 

anesthesiologist being present at emergence from anesthesia.  However, strong evidence 

in the literature shows that anesthesiologists fail to comply with federal requirements, 

either the Part A conditions of participation or Part B conditions for coverage. Lapses in 

anesthesiologist supervision are common even when an anesthesiologist is medically 

                                                           

5
 Paul F. Hogan et. al, “Cost Effectiveness Analysis of Anesthesia Providers.” Nursing Economic$. 2010; 

28:159-169. 

6
 42 CFR §415.110(a), Conditions for payment: Medically directed anesthesia services. 

7
 63 FR 58813, November 2, 1998. 
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directing as few as two CRNAs, according to a 2012 study published in the journal 

Anesthesiology,8 the professional journal of the American Society of Anesthesiologists.  

The authors reviewed over 15,000 anesthesia records in one leading U.S. hospital, and 

found supervision lapses in 50 percent of the cases involving anesthesiologist supervision 

of two concurrent CRNA cases, and in more than 90 percent of cases involving 

anesthesiologist supervision of three concurrent CRNA cases.  According to the 2012 

AANA Annual Membership Survey, anesthesiologists are present for emergence for only 

5 percent of medically-directed cases.  As with instances in delayed starts to a case, 

hospital costs also are incurred in keeping a patient anesthetized until the anesthesiologist 

arrives for emergence from anesthesia.   

 

• Another aspect of a cost-efficiency measure could include the cost of anesthesia subsidies 

per anesthetizing location.  According a nationwide survey of anesthesiology group 

subsidies,9 hospitals pay an average of $160,096 per anesthetizing location to 

anesthesiology groups, an increase of 13 percent since the previous survey in 2008.  

Some 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 subsidies.  

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

professional billing, which also adds to the costs the hospital must pay.   

 

 

AANA Request: As the BPCI is Expanded, CMS should Recognize and Have A Role for 

the Full Range of Qualified Healthcare Providers Delivering the Care 

 

We applaud CMS for seeking public comment on expansion of the Bundled Payments for Care 

Improvement (BPCI) initiative.  We recognize that bundled payments have the potential to drive 

                                                           

8
 Epstein R, Dexter F. Influence of Supervision Ratios by Anesthesiologists on First-case Starts and Critical 

Portions of Anesthetics. Anesth. 2012;116(3): 683-691.  

9
 Healthcare Performance Strategies.  Anesthesia Subsidy Survey 2012.   
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value-based healthcare delivery, particularly in anesthesia care and related services, and meet the 

triple aims of improving patient experience of care, improving population health and reducing 

healthcare costs. Bundled payment systems should recognize and reward all qualified healthcare 

providers, not just physicians, for ensuring patient access to safe, cost-effective healthcare 

services.  CRNA play an important role of delivery of anesthesia and pain management services.  

As CRNAs provide 38 million anesthetics per year, CRNAs practice with a high degree of 

autonomy.  In some states, CRNAs are the sole anesthesia providers in nearly 100 percent of 

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

pain management capabilities.  

 

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. Every bundled payment model that 

involves anesthesia services should recognize and account for, and so to be able to hold 

accountable, the qualified healthcare professionals who delivered care to the patient. 

 

AANA Request: There are Merits to having the Facility or Third-Party Convener 

Responsible for Administering the Bundled Payment Amount, Rather than Giving Control 

to Physicians to Administer 

 

As CMS seeks public comment on administering bundled payments (p.24418), CMS would be 

wise to preclude instituting risky policies that may drive up healthcare costs to a facility and to 

patients while also decreasing access to safe, high quality anesthesia providers, such as CRNAs.  

For example, CMS should be wary about allowing large group practices, such as those 

comprised solely of anesthesiologists, to have control of the bundle.  Evidence indicates that 

these groups have engaged in anticompetitive practices.  Holding substantial market power, these 

large anesthesiologist-only group practices have entered into exclusive single source contract 

service agreements with health systems, facilities and surgeons where the group practice’s 
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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.10  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.11  Providing these groups with control of the bundle would drive up 

healthcare costs and puts additional economic strain on consumers and the country. 

 

AANA Request: Provide Payment Data Transparency with Respect to Components in the 

Bundled Payment 

 

The Medicare agency is placing more and more emphasis on fostering transparency and 

facilitating public reporting, especially around the ability to access website information about 

Medicare payment by all types of providers.  We have seen as examples the use of the Hospital 

and Physician Compare websites and the issuance of physician and other supplier utilization and 

payment data on the CMS website. Medicare should expand the BPCI program by emulating 

existing successful models that promote the sharing of data on all services provided by all 

qualified providers in a bundled episode.  The public and providers should be able to examine 

claims history and quality reporting data related to components of the bundled episodes of care 

both individually and at the aggregate level.  In doing so, CMS should provide a quality control 

mechanism for which the data are examined by the providers furnishing the services so that they 

can examine the data for accuracy before it is published.   

 

AANA Request: In Expanding the BCPI Program, CMS Should not Institute Any Policy or 

Requirement that Would Result in Differential Payment for the Anesthesia Service Based 

on Whether it is Furnished by an Anesthesia Care Team or by a Sole Anesthesia Provider 

                                                           

10
 Rosenthal,  E.. (2013, June 1). The $2.7 Trillion Medical Bill. The New York Times,  pp. A1, A4. 

http://www.nytimes.com/2013/06/02/health/colonoscopies-explain-why-us-leads-the-world-in-health-

expenditures.html?_r=0 

11
 Ibid. 
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We applaud CMS for evaluating BPCI programs on whether they promote value-based health 

care delivery.  We note that most of the existing episodes of care in the current BCPI program 

require an anesthesia service. Clearly, therefore, CMS has an interest in patient safety and access 

to anesthesia care as well as its cost-efficient delivery.  All models of anesthesia delivery being 

equally safe according to extensive published research as noted above, the most cost-effective 

anesthesia care delivery model is the CRNA non-medically directed model.   

 

In demonstrating the costs of various modes of anesthesia delivery, suppose that there are four 

identical cases: (a) has anesthesia delivered by a non-medically directed CRNA; (b) has 

anesthesia delivered by an anesthesia care team where 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 an anesthesia care team 

where 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 CRNA12 and $540,314 for the anesthesiologist13.  Under the Medicare program, 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. 

                                                           

12
 AANA member survey, 2014 

13
 MGMA Physician Compensation and Production Survey, 2014. www.mgma.com  
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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 

 

Under the more costly anesthesia models, hospitals and other facilities are bearing the additional 

costs.  Hospitals and other facilities should be able to choose how much cost they are willing to 

incur with respect to how they provide their anesthesia care.  Therefore, we recommend that 

CMS not institute any policy or requirement in the BPCI program that would result in different 

payment for the anesthesia service by those furnished by an anesthesia care team and those 

furnished by a sole anesthesia provider.  

 

 

We thank you for the opportunity to comment on the 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, PhD, AANA Executive Director 
Frank J. Purcell, AANA Senior Director of Federal Government Affairs 
Romy Gelb-Zimmer, MPP, AANA Associate Director Federal Regulatory and Payment 
Policy 


