
 

 

American Association of Nurse Anesthetists Office of Federal Government Affairs 
25 Massachusetts Ave. NW, Suite 550, Washington, DC 20001 / ph 202-484-8400 / fx 202-484-8408 / www.aana.com 

 

November 2, 2015 

 
Andrew M. Slavitt 
Acting Administrator 
Centers for Medicare & Medicaid Services 
Department of Health and Human Services 
Attn:  CMS-3321-NC 
P.O. Box 8016 
7500 Security Boulevard 
Baltimore, MD  21244-8016 
 

RE: CMS-3321-NC – Request for Information Regarding Implementation of the Merit-

Based Incentive Payment System, Promotion of Alternative Payment Models, and Incentive 

Payments for Participation in Eligible Alternative Payment Models (80 Fed.Reg. 59102 

October 1, 2015) 

 

Dear Mr. Slavitt:  

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

comment on the Request for Information Regarding Implementation of the Merit-Based 

Incentive Payment System, Promotion of Alternative Payment Models, and Incentive Payments 

for Participation in Eligible Alternative Payment Models (80 Fed. Reg. 59102, October 1, 2015).  

The AANA makes the following comments and requests in the following areas:  

• MIPS EP IDENTIFIER AND EXCLUSIONS 
 

o CMS should not create another distinct identifier for the Merit-Based Incentive 
Payment System (MIPS) and should contact EPs annually to let them know if 
they need to participate in MIPS. 

 

• VIRTUAL GROUPS 
 

o Ensure equal treatment among CRNAs and physicians with respect to 
opportunities for participating in virtual groups. 

 
o Virtual groups should not be mandatory for qualified clinical data registries. 

 

• QUALITY PERFORMANCE CATEGORY—REPORTING MECHANISMS 
AVAILABLE FOR QUALITY PERFORMANCE CATEGORY 
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o CRNAs and APRNs should not be forced to participate in a physician specialty 
association’s qualified clinical data registry. 
 

o CMS should maintain all PQRS reporting mechanisms under MIPS including 
claims-based reporting for specialty providers. 
 

o CMS should maintain the measure applicability verification process for claims 
and registry reporting for individuals and for groups. 
 

• QUALITY PERFORMANCE CATEGORY—DATA ACCURACY 
 

o Keep in mind fairness and accuracy of measures. 
 

• RESOURCE USE PERFORMANCE CATEGORY 
 

o CMS should not penalize anesthesia providers for resource use category until 
more measures that improve anesthesia quality are considered. 
 

o CMS should consider measures related to the costs attributed to meeting medical 
direction billing requirements and the costs of receiving anesthesia subsidies per 
anesthetizing location, both of which could count negatively towards the score on 
the resource use performance category. 
 

• CLINICAL PRACTICE IMPROVEMENT ACTIVITIES PERFORMANCE 
CATEGORY 
 

o Until CMS can assure that CRNAs have equal opportunities as their physician 
counterparts to participate in network plans, do not include participation in the 
network of plans in the Federally-Facilitated Marketplace as part as subcategory 
of promoting health equity and continuity. 
 

o Allow flexibility in options for attesting that EPs have met the CPIA category and 
do not mandate use of a portal in which EPs must become a member. 

 

o Consider AANA’s previous recommendations on activities to include under  
CPIA performance category and ensure equal treatment among CRNAs and 
physicians. 
 

• MEANINGFUL USE OF CERTIFICATION EHR TECHNOLOGY PERFORMANCE 
CATEGORY 
 

o Allow CRNAs to be granted a neutral score for their performance on Meaningful 
Use/EHR as part of the MIPS composite performance. 
 

• DEVELOPMENT OF PERFORMANCE STANDARDS 
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o CMS should provide clarification regarding the use of the ABCTM Benchmark and 
provide assurances that measure outcomes are attributed to anesthesia. 

 

• FLEXIBILITY IN WEIGHTING PERFORMANCE CATEGORIES 
 

o CMS should grant EPs a neutral score when an EP is exempt from a particular 
category. 
 

• MIPS COMPOSITE PERFORMANCE SCORE AND PERFORMANCE THRESHOLD 
 

o CMS should allow EPs to the ability to attain the maximum score of 100 even 
when they have a neutral score in one or more performance categories. 
 

• DEFINITION OF PHYSICIAN-FOCUSED PAYMENT MODELS  
 

o Do not exclude APRNs and CRNAs from the definition of a physician-focused 
payment model. 
 

• CRITERIA FOR PHYSICIAN-FOCUSED PAYMENT MODELS 

o Committee should ensure that physician-focused payment models use cost-
effective anesthesia when anesthesia is involved. 

o Committee should ensure that physician-focused payment models do not impose 
unnecessary supervision requirements. 

o Committee should evaluate whether physician-focused payment models promote 
full scope of practice. 

 
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 49,000 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 40 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.   
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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, 

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. 

                                                           

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

28:159-169. 

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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MIPS EP IDENTIFIER AND SPECIFIC EXCLUSIONS 

AANA Comments: CMS Should Not Create Another Distinct Identifier for the Merit-

Based Incentive Payment System (MIPS) and Should Contact EPs Annually to Let Them 

Know if They Need to Participate in MIPS 

 

The AANA appreciates the complex issues that the Centers for Medicare & Medicaid Services 

(CMS) must undertake in implementing the Merit-Based Incentive Payment System (MIPS).  

We would like to raise a couple points for the agency’s consideration as they develop and 

operationalize an identifier to associate with an individual MIPS eligible professional (EP) or a 

group practice. 

 

First, CMS should not create another distinct identifier, and, instead, may wish to consider using 

existing identifiers, such as the NPI, NPI/TIN combination, or the PTAN for MIPS. We have 

concerns that the creation of another separate identifier could lead to complications and errors, 

ultimately resulting in inaccurate composite scores and negative payment adjustments for MIPS 

EPs.  

 

Second, CMS should make every effort to identify and contact all MIPS EPs annually, prior to 

the start of the reporting year, to announce whether they have been identified by CMS as being 

qualified EPs under MIPS or whether they do not need to participate in MIPS because they meet 

the requirements to be a qualifying APM participant.  Doing so will help minimize confusion on 

part of the EPs and will help to encourage active and competitive participation in the program.  

 

VIRTUAL GROUPS 

 

AANA Comments: Ensure Equal Treatment among CRNAs and Physicians with Respect 

to Opportunities for Participating in Virtual Groups 

 

As CMS develops parameters for virtual groups, we urge CMS to consider how all EPs, 

including APRNs and CRNAs, can be treated equally under this program.  In doing so, we ask 

that CMS not hamper their eligibility for and participation in these groups.   
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We offer the following recommendations regarding parameters for establishing virtual groups.  

First, CMS should not limit the number of virtual groups that can combine their MIPS reporting.  

Allowing for virtual groups to report under a virtual TIN is a positive step towards ensuring that 

smaller group practices can participate in MIPS.  Second, CMS should not limit the size of 

virtual groups for the purpose of MIPS reporting.  Third, CMS should not place a geographic 

limitation with respect to participation in a virtual group.  Due to the global nature of healthcare, 

geographical limitations are not necessarily valid.  Furthermore, if patients can communicate 

with their providers regardless of location, it appears unreasonable and impractical to constrain 

virtual groups by such a limitation.  Instead, CMS may want to consider limiting virtual groups 

to be of the same specialty.  

 

AANA Comments: Virtual Groups Should Not Be Mandatory for Qualified Clinical Data 

Registries 

 

As CMS is seeking information on mechanisms by which data can be reported under the quality 

performance category to specific methods, the AANA supports virtual groups as an option for 

qualified CMS registries as a way to bolster registry reporting for MIPS.  Virtual groups should 

not be mandatory for qualified clinical data registries (QCDRs) as QCDRs are often developed 

by a physician specialty and are not subject to a transparent interdisciplinary consensus 

evaluation process.  Further issues with QCDRs are outlined in the following comment. 

 

QUALITY PERFORMANCE CATEGORY—REPORTING MECHANISMS 

AVAILABLE FOR QUALITY PERFORMANCE CATEGORY 

 

AANA Comment: CRNAs and APRNs Should Not be Forced to Participate in a Physician 

Specialty Association’s Qualified Clinical Data Registry 

 

The AANA urges CMS to maintain all PQRS reporting mechanisms under MIPS including 

claims-based reporting for specialty providers, and CRNAs should not be forced to participate in 

a physician specialty association’s QCDR.  Many QCDRs have been developed by physician 

specialty societies and are currently not subject to a transparent interdisciplinary consensus 

evaluation process, which impairs their credibility especially when those physician services are 
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also provided by APRNs and CRNAs who are excluded from these QCDRs.  The AANA 

supports the use of quality measures that are transparent, actionable, evidence-based, patient-

centered and consensus-driven.  Quality measures pertaining to anesthesia services should take 

into account all appropriate stakeholders, including CRNA input, regarding their professional 

role in the spectrum of anesthesia services and pain management.  For this reason, the AANA 

supports measures that are subject to a legitimate stakeholder consensus development process, 

such as one as demonstrated by the National Quality Forum (NQF) consensus process, which 

includes a wide variety of healthcare stakeholders and employs a rigorous process of 

accountability to assure validity and reliability. We oppose the agency propagating quality 

measures that have not met such a standard.  The AANA maintains that a legitimate stakeholder 

consensus development process is one that follows NQF’s “Candidate Consensus Standard 

Review,”5 which allows for public and member comment period. Furthermore, any anesthesia 

measure that has not undergone a consensus development process involving full disclosure of the 

measure, CRNA input, and vote, should put into question the integrity of that measure.  

Therefore, the AANA urges CMS not to allow the use of any anesthesia specific measure where 

a CRNA was not involved in the development of the measure when applied as CRNAs as MIPS 

EPs, and CRNAs should not be forced to participate in a physician specialty association qualified 

clinical data registries (QCDRs). 

 

AANA Comment: CMS Should Maintain all PQRS Reporting Mechanisms under MIPS 

Including Claims-Based Reporting for Specialty Providers 

 

The AANA urges the agency not to eliminate or phase-out claims reporting under MIPS for 

newly proposed measures and to not rely on registry reporting since CRNAs prefer to use claims 

over all other reporting mechanisms.6  Moreover, registry reporting options harbor additional 

costs that may de-incentivize CRNAs from participating in MIPS.  Therefore, the AANA 

                                                           

5
 See 

http://www.qualityforum.org/Measuring_Performance/Consensus_Development_Process_s_Principle/Candidate_

Consensus_Standard_Review.aspx.  

6
 Centers for Medicare & Medicaid Services. 2013 Reporting Experience Including Trends (2007-2014): 

Physician Quality Reporting System and Electronic Prescribing Incentive Program.  April 8, 2015. 
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requests that CMS maintain all PQRS reporting mechanisms under MIPS including claims-based 

reporting.  

 

AANA Comment: CMS Should Maintain the Measure Applicability Verification Process 

for Claims and Registry Reporting for Individuals and for Groups 
 

CMS should maintain the Measure Applicability Verification (MAV) process for both claims 

and registry reporting for individuals and groups.  This process is very important for specialty 

providers, such as CRNAs, where there are few measures to report.  This process is preferably to 

having EPs being forced to participate in QDCRs for which are not subject to a transparent 

interdisciplinary consensus evaluation process as noted earlier.  We request that the MAV 

process continue until CMS has resolved the issue of including those specialties that have 

difficulty meeting measures that do not apply to them.  

 

QUALITY PERFORMANCE CATEGORY—DATA ACCURACY 

 

AANA Request: Keep in Mind Fairness and Accuracy of Measures 

 

We appreciate the agency’s concern over data accuracy.  While we believe data accuracy is 

important, as CMS considers data quality issues specific to reporting via a QCDR, CMS should 

also be concerned with the validity and fairness of the measures in relation to maintaining data 

integrity.  As stated earlier, we remind CMS that many QCDR’s have been developed by 

physician specialty societies and are currently not subject to a transparent interdisciplinary 

consensus evaluation process.  The Federal Trade Commission has noted that physician specialty 

societies use policy advocacy to impair or eliminate competition, increasing healthcare costs and 

reducing access to care without improving quality,7 and Medicare recognition of physician 

specialty society sponsored QCDRs poses precisely the same anticompetitive and harmful risk.  

Furthermore, we oppose the agency propagating quality measures that have not met a legitimate 

stakeholder consensus development process. The AANA maintains that a legitimate stakeholder 

                                                           

7
 Federal Trade Commission (2014, March). Policy Perspectives: Competition and the Regulation of 

Advanced Practice Nurses. Retrieved from http://www.ftc.gov/system/files/documents/reports/policy-

perspectivescompetition-regulation-advanced-practice-nurses/140307aprnpolicypaper.pdf.  
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consensus development process is one that follows NQF’s “Candidate Consensus Standard 

Review,”8 which allows for public and member comment period. 

 

RESOURCE USE PERFORMANCE CATEGORY 

 

AANA Comment: CMS Should Not Penalize Anesthesia Providers for Resource Use 

Category Until More Measures that Improve Anesthesia Quality are Considered 

 

As CMS is using their experience under the value modifier (VM) to shape this category, we note 

that many of the cost measures do not directly apply to anesthesia.  Furthermore, under the VM, 

CMS uses an attribution approach based on a plurality of primary care services to the 

beneficiary, in which CMS has stated that specialty groups like anesthesiology may not be 

attributed any beneficiaries.  As such, we recommend that CMS should not penalize anesthesia 

providers for the resource use category until more measures that improve anesthesia outcomes in 

the episode of care are developed through a legitimate stakeholder consensus process are 

considered. 

 

AANA Request: CMS Should Consider Measures Related to the Costs Attributed to 

Meeting Medical Direction Billing Requirements and the Costs of Receiving Anesthesia 

Subsidies Per Anesthetizing Location, Both of Which Could Count Negatively Towards the 

Score on the Resource Use Performance Category 

 

As CMS considers measures for the resource use performance category, we believe that CMS 

has an interest in promoting high-quality, cost-effective anesthesia care.  Furthermore, 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 

between CRNAs and other anesthesia providers or by anesthesia delivery model.9  Conversely, 

the AANA notes the resource use costs expended from having to meet medical direction billing 

                                                           

8
 See 

http://www.qualityforum.org/Measuring_Performance/Consensus_Development_Process_s_Principle/Candidate_

Consensus_Standard_Review.aspx.  

9
 Paul F. Hogan et. al, “Cost Effectiveness Analysis of Anesthesia Providers.” Nursing Economic$. 2010; 

28:159-169. 
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requirements.10  AANA offers two suggestions that the agency could use to count negatively 

towards the score on the resource use category.  These measures should be developed through a 

legitimate stakeholder consensus process.  The first suggestion would be the costs attributed to 

having to meet medical direction billing requirements.  The second suggestion would be the cost 

of receiving anesthesia subsidies, which add to high resource use costs.  Both suggestions are 

outlined below as follows: 

 

• The agency may want to consider the costs of meeting the seven medical direction steps11 

as part of a resource use 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.12  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 attributed having to meet medical 

direction billing requirements.  For every minute spent waiting for an anesthesiologist to 

arrive and be present at induction of anesthesia, 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 

requirement that the anesthesiologist be present at patient 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 

                                                           

10
 42 CFR §415.110(a), Conditions for payment: Medically directed anesthesia services. 

11
 Ibid. 

12
 63 FR 58813, November 2, 1998. 
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conditions for coverage. Lapses in anesthesiologist supervision are common even when 

an anesthesiologist is medically directing as few as two CRNAs, according to a 2012 

study published in the journal Anesthesiology,13 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, costs also are incurred in keeping a patient anesthetized until 

the anesthesiologist arrives for emergence from anesthesia.   

 

• Another aspect of a resource use measure could include the cost of receiving an 

anesthesia subsidy.  According a nationwide survey of anesthesiology group subsidies,14 

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 in the healthcare system.   

 

CLINICAL PRACTICE IMPROVEMENT ACTIVITIES PERFORMANCE CATEGORY 

 

AANA Comment:  Until CMS can Assure that CRNAs Have Equal Opportunities as their 

Physician Counterparts to Participate in Network Plans, Do Not Include Participation in 

the Network of Plans in the Federally-Facilitated Marketplace as Part as Subcategory of 

Promoting Health Equity and Continuity 

 

                                                           

13
 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.  

14
 Healthcare Performance Strategies.  Anesthesia Subsidy Survey 2012.   
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The AANA supports the agency’s efforts and goals in ensuring that dual eligible beneficiaries 

have access to services, and applauds CMS for keeping their welfare in mind as part of the 

subcategory of promoting health and equity.  Furthermore, the AANA believes that patients 

benefit the greatest from a health care system where they receive easily accessible care from an 

appropriate choice of safe, high quality and cost-effective providers, such as CRNAs.  However, 

we have concerns about agency’s proposal to include participation in a network of plans in the 

Federally Facilitated Marketplace as part of this subcategory.  We note that healthcare carriers 

predominately determine providers to include in a network, and network participation is often 

not left up to the EP.  Furthermore, the AANA has witnessed many instances in which healthcare 

carriers have excluded CRNAs from their networks.  Until CMS can assure that CRNAs have 

equal opportunities as their physician counterparts to participate in network plans, we would 

request that CMS not include participation in a network of plans in Federally-Facilitated 

Marketplace as part of a subcategory of promoting health and equity. 

 

AANA Comment: Allow Flexibility in Options for Attesting that EPs have Met the CPIA 

Category and Do not Mandate Use of a Portal in Which EPs Must Become a Member 

 

As CMS is evaluating how EPs attest that they have met the Clinical Practice Improvement 

Performance (CPIA) category, we note that we have concerns with relying on an outlet, such as a 

QCDR, for which a CRNA must be a member or have access to an advanced HIT system.  We, 

therefore, recommend that CMS allow EPs flexibility in options for attesting that they have met 

the CPIA category, and that the agency does not mandate the use of any portal for which an EP 

must be a member.   

 

AANA Comment: Consider AANA’s Previous Recommendations on Activities to Include 

Under CPIA Performance Category and Ensure Equal Treatment among CRNAs and 

Physicians 

 

As noted in the AANA’s comment to the CMS Physician Fee Schedule CY 2016 proposed rule 

(80 Fed. Reg. 41686, July 15, 2015),15 we recommended for the Agency’s consideration the 

following six activities under the subcategory for patient safety and practice assessment:  

                                                           

15
 See comments at: http://www.regulations.gov/#!documentDetail;D=CMS-2015-0081-1197.  
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• Instituting fire safety time outs in the operating room.  An estimated 550 to 650 surgical 

fires occur in the United States per year, some causing serious injury, disfigurement, and 

even death.  Surgical fires, which are preventable medical errors, are fires that occur in, 

on or around a patient who is undergoing a medical or surgical procedure.  

 

• Instituting Surgical Care Improve Project (SCIP) protocols.  Surgical site infections (SSI) 

are the second most common healthcare-associated infection, and the current literature 

estimates that 60 percent of SSIs are preventable.16  SCIP is a national quality partnership 

of organizations committed to improving patient safety by promoting evidence-based 

interventions as the standard of care to minimize the incidence of surgical 

complications.17 These protocols include providing the patient with timely antibiotics 

prior to incision to prevent infection, temperature homeostasis, providing beta blockers, 

and barrier precautions in deep line placement.   

 

• Instituting anesthesia and surgical time out.  Taking a time out in anesthesia to confirm 

that ventilator settings and to evaluate readiness to deliver anesthesia care can prevent 

adverse health outcomes.18  The use of surgical time outs, taking a planned pause before 

the procedure to review important aspects of the procedure with all involved healthcare 

personnel is intended to prevent surgical errors regarding operating on the wrong site, 

using the wrong procedure and operating on the wrong patient.19 

 

• Instituting procedures for turnovers and standardization in the handoff process, such as 

reporting out during turnover of a case and restricting provider turnover in protracted 

                                                           

16
 Meeks DW, Lally KP, Carrick MM, et al. Compliance with guidelines to prevent surgical site infections: as 

simple as 1-2-3? Am J Surg. 2011;201(1):76-83 

17
 Fry DE. Surgical site infections and the Surgical Care Improvement Project (SCIP): evolution of national 

quality measures. Surg Infect. 2008;9(6):547-552. 

18
 2.Arbous MS, Meursing AE, van Kleef JW, de Lange JJ, Spoormans HH, Touw P, Werner FM, Grobbee DE. 

Impact of anesthesia management characteristics on severe morbidity and mortality. Anesthesiology 

2005;102:257-68. 

19
 Agency for Healthcare Research and Quality. Patient Safety Primer: Wrong-Site, Wrong-Procedure, and 

Wrong-Patient Surgery. March 2015, available at: http://psnet.ahrq.gov/primer.aspx?primerID=18.  
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procedures.  The Joint Commission estimates that 80% of medical errors are due to 

communication failure during the handoff process.20  Lack of standardization increases 

the risk of information loss by depending on the communication abilities of the providers 

exchanging the information.21   

 

• Instituting effective transfer of care processes.  The transfer of care can pose a major 

threat to patient safety in the operating room largely because of the lack of awareness on 

the part of the incoming anesthesia provider regarding the current patient, surgical, and 

operating room conditions.22 Studies show that ineffective and frequent hand offs can 

increase morbidity and mortality.   

 

• Utilizing acute postoperative pain management to prevent the development of chronic 

pain syndromes. Acute pain management services provided by anesthesia professionals 

can aid patients in their recovery and increase patient satisfaction.  Studies have 

demonstrated that preemptive analgesia may improve the patient’s postoperative acute 

pain experience, minimize the transition to a chronic pain state and have a positive, long-

term effect.23 

 

Furthermore, as we noted in comments submitted September 4, 2015, in response to CMS’s 

proposed rule revising payment policies under the Medicare Part B fee schedule for calendar 

year 2016 (80 Fed. Reg. 41686, July 15, 2015), we urge that these clinical practice improvement 

                                                           

20
 Joint Commission. Joint Commission introduces new, customized tool to improve hand-off 

communications. 2012. 

http://www.jointcommission.org/issues/article.aspx?Article=RZlHoUK2oak83WO8RkCmZ9hVSIJT8ZbrI4NznZ1LEUk

%3D. 

21
 Jayaswal S, Berry L, Leopold R, et al. Evaluating safety of handoffs between anesthesia care providers. 

Ochsner J. 2011;11(2):99-101. 

22
 Hudson C. Better outcomes seen with standardized handoff protocol. Anesthesiol News. 2011;37(8):53. 

23
 See: Choi PT, Bhandari M, Scott J, Douketis J. Epidural analgesia for pain relief following hip or knee 

replacement. Cochrane Database Syst Rev. 2003(3):CD003071;  Kairaluoma PM, Bachmann MS, Rosenberg PH, 

Pere PJ. Preincisional paravertebral block reduces the prevalence of chronic pain after breast surgery. Anesth 

Analg. Sep 2006;103(3):703-708; Ong CK, Lirk P, Seymour RA, Jenkins BJ. The efficacy of preemptive analgesia for 

acute postoperative pain management: a meta-analysis. Anesth Analg. Mar 2005;100(3):757-773, table of 

contents; and Obata H, Saito S, Fujita N, Fuse Y, Ishizaki K, Goto F. Epidural block with mepivacaine before surgery 

reduces long-term post-thoracotomy pain. Can J Anaesth. Dec 1999;46(12):1127-1132. 
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activities capture and recognize the contributions of CRNAs and APRNs in every instance.  As 

CMS had referenced maintaining certification as part of clinical practice improvement activities 

in the same proposed rule, we also request that the agency treat processes used by CRNAs and 

APRNs the same as the processes taken by physician colleagues.  In previous Physician Fee 

Schedule rules and in the Affordable Care Act,24 physicians who are governed by medical 

specialty boards could report quality measures through a medical Maintenance of Certification 

Program and receive an incentive payment for doing so, but such incentive payment programs 

were denied to CRNAs and other APRNs engaged in analogous professional recertification.  We 

request that the agency afford CRNAs and other APRNs the same opportunities as physicians in 

the development, implementation, and evaluation of clinical practice improvement activities, and 

that any certification processes so recognized include those used by CRNAs and APRNs as well 

as physicians.  

 

 

MEANINGFUL USE OF CERTIFICATION EHR TECHNOLOGY PERFORMANCE 

CATEGORY 

 

AANA Comment:  Allow CRNAs to be Granted a Neutral Score for their Performance on 

Meaningful Use/EHR as part of the MIPS Composite Performance 

 

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 a general 

principle, the AANA believes that CRNAs should be treated the same as anesthesiologists with 

respect to the electronic health record (EHR) incentive program. However, where CMS develops 

Meaningful Use/EHR Category as part of MIPS, CMS should extend CRNAs a neutral score for 

this component for the reasons indicated below.  

 

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 
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 The Patient Protection and Affordable Care Act of 2010, Pub.L. No. 111-148. 
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professionals, eligible hospitals and critical access hospitals (CAHs) as they adopt, implement, 

upgrade or demonstrate meaningful use of certified EHR technology.  The AANA supports the 

general goals of the HITECH Act and we are committed to the idea that 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 healthcare which 

includes improving the experience of care, improving the health of populations, and reducing per 

capita costs of healthcare.  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.   

 

However, CRNAs were not included in the definition of “Eligible Professional” in the HITECH 

Act even though CRNAs provide over 40 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,25 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 
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 Section 4101 of the American Recovery and Reinvestment Act of 2009, Pub.L. No. 110-275.   
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in anesthesia departments.26  According to an August 2012 KLAS Performance Report27, 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.   

 

As the agency develops this category as part of the MIPS, 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.  We request that the hardship exception 

within the existing EHR Incentive program stay in effect at the time that the program is 

incorporated into MIPS.  We also request that CRNAs not be penalized for submitting a hardship 

exemption, nor should this exception result in a lower MIPS composite performance score, so 

that CRNAs can be competitive participants in every other aspect of MIPS for factors that they 

can control. 

 

 

DEVELOPMENT OF PERFORMANCE STANDARDS 

 

AANA Comment: CMS Should Provide Clarification Regarding the Use of the ABC
TM

 

Benchmark and Provide Assurances that Measure Outcomes are Attributed to Anesthesia 

 

As CMS is considering using the ABCTM benchmark methodology for determining MIPS 

performance standards, we ask that the agency maximize the true transparency for CRNAs in 

this process.  We would ask the agency for clarification regarding the use of this benchmark and 

to provide assurances that the measure outcomes used in this benchmark can be attributed to 

anesthesia.   

 

 

                                                           

26
 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.  
27

 KLAS Report “Clinical Market Share 2012: Meaningful Use Momentum Continues,” 

http://www.klasresearch.com/KLASReports/?productid=778&PR_CMS  
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FLEXIBILITY IN WEIGHTING PERFORMANCE CATEGORIES 

 

AANA Comment: CMS Should Grant EPs a Neutral Score When an EP is Exempt from a 

Particular Category 

 

CMS should grant EPs a neutral score when an EP is exempt from a particular category.   

Doing so will allow CRNAs to be competitive participants in every other aspect of MIPS for 

factors that they can control. 

 

 

MIPS COMPOSITE PERFORMANCE SCORE AND PERFORMANCE THRESHOLD 

 

AANA Comment: CMS Should Allow EPs to the Ability to Attain the Maximum Score of 

100 Even When They Have a Neutral Score in One or More Performance Categories 

 

In development of the MIPS composite performance score, we ask that neutral scores in 

performance categories should not result in lower overall score for EPs.  Furthermore, a neutral 

score should not prohibit an EP from being able to attain a maximum score of 100.  As stated 

earlier, EPs, such as CRNAs, should be able to be competitive participants in every other aspect 

of MIPS for factors that they can control. 

 

DEFINITION OF PHYSICIAN-FOCUSED PAYMENT MODELS 

 

AANA Comment: Do Not Exclude APRNs and CRNAs from the Definition of a Physician-

Focused Payment Model 

 

The AANA urges CMS to include CRNAs and APRNs in the definition of physician-focused 

payment model.  Furthermore, the Institute of Medicine (IOM) recommends that government 

policy expand opportunities for nurses to lead collaborative healthcare improvement efforts, and 

prepare and enable nurses to lead changes that advance health.28  Increasingly, the healthcare 

industry is recognizing APRNs for their leadership role in clinical, educational and academic, 

                                                           

28
 IOM (Institute of Medicine). The Future of Nursing: Leading Change, Advancing Health (Washington, DC: 

The National Academies Press, 2011), see Recommendation #2: Expand opportunities for nurses to lead 

and diffuse collaborative improvement efforts, p.11 and Recommendation #7: Prepare and enable nurses to lead 

change to advance health, p. 14. 
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executive, board, legislative, and regulatory domains.  In addition to their roles as expert 

healthcare professionals, APRNs are CEOs of hospitals and health systems, chief nursing 

officers, chairs of regulatory bodies and advisory committees, and have taken many other 

positions with wide spans of responsibility.     

 

 

CRITERIA FOR PHYSICIAN-FOCUSED PAYMENT MODELS 

 

AANA Request: Committee Should Ensure that Physician-Focused Payment Models Use 

Cost-effective Anesthesia When Anesthesia is Involved 

 

When anesthesia delivery is applicable in a physician-focused payment model (PFPM), we 

believe that CMS has an interest in promoting high-quality, cost-effective anesthesia care and 

that Physician-Focused Payment Model Technical Advisory Committee should include as a 

criterion the use of cost-effective anesthesia care.  All models of anesthesia delivery being 

equally safe according to extensive published research, the most cost-effective safe anesthesia 

care delivery model is the CRNA non-medically directed model, and we recommend that CMS 

promote its use in this regard. 

 

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 
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the CRNA29 and $540,314 for the anesthesiologist30.  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. 

 
 

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 – not to mention patients 

and employers paying for commercial health plan coverage – are bearing the additional costs.  

Therefore, we recommend that that the Physician-Focused Payment Model Technical Advisory 

Committee should include as a criterion the use of cost-effective anesthesia care.  

 

AANA Request: Committee Should Ensure that Physician-Focused Payment Models Do 

Not Impose Unnecessary Supervision Requirements 

 

Another criterion that the Physician-Focused Payment Model Technical Advisory Committee 

should consider in evaluating PFPMs is that they do not impose unnecessary physician 

supervision requirements.31  Waiving unnecessary supervision requirements is consistent with 

                                                           

29
 AANA member survey, 2014 

30
 MGMA Physician Compensation and Production Survey, 2014. www.mgma.com  

31
 See 42 CFR §§ 482.52, 482.639, 416.42. 
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Medicare policy reimbursing CRNA services in alignment with their state scope of practice,32 

and with the Institute of Medicine’s (IOM) recommendation, “Advanced practice registered 

nurses should be able to practice to the full extent of their education and training.”33 

 

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 

Affairs34 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.”35 

 

CRNA safety in anesthesia is further evidenced by the significant decrease in liability premiums 

witnessed in recent decades.  In 2015, self-employed CRNAs paid 33 percent less for 

malpractice premiums nationwide when compared to the average cost in 1988.  When adjusted 

for inflation through 2015, the reduction in CRNA liability premiums is an astounding 65 

percent less than approximately 25 years ago according to Anesthesia Insurance Services, Inc.  

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 
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 42 CFR §410.69(b), 77 Fed. Reg. 68892, November 16, 2012. 

33
 Institute of Medicine (IOM). The future of nursing: leading change, advancing health. Washington, DC: 

The National Academies Press, p. 3-13 (pdf p. 108) 2011. 

34
 Dulisse, op. cit.   

35
 Who should provide anesthesia care?  (Editorial) New York Times, Sept. 6, 2010. 
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without any measurable difference in the quality of care between CRNAs and other anesthesia 

providers or by anesthesia delivery model.36 

 

The evidence also demonstrates that the supervision requirement is costly.  Though Medicare 

requires supervision of CRNAs (except in opt-out states) by an operating practitioner or by an 

anesthesiologist who is immediately available if needed, hospitals and healthcare facilities often 

misinterpret this requirement to be a quality standard rather than a condition of participation.  

The AANA receives reports from the field that anesthesiologists suggest erroneously that 

supervision is some type of quality standard, an assertion bearing potential financial benefit for 

anesthesiologists marketing their medical direction services as a way to comply with the 

supervision condition of participation.  When this ideology is established, anesthesiologist 

supervision adds substantial costs to healthcare by requiring duplication of services where none 

is necessary.  Further, the Medicare agency has clearly stated that medical direction is a 

condition for payment of anesthesiologist services and not a quality standard.37  But there are 

even bigger costs involved if the hospital administrator believes that CRNAs are required to have 

anesthesiologist supervision. 

 

According to a nationwide survey of anesthesiology group subsidies,38 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.   

 

                                                           

36
 Paul F. Hogan et. al, “Cost Effectiveness Analysis of Anesthesia Providers.” Nursing Economic$. 2010; 

28:159-169. 

37
 63 FR 58813, November 2, 1998. 

38
 Healthcare Performance Strategies.  Anesthesia Subsidy Survey 2012.   
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As independently licensed professionals, CRNAs are responsible and accountable for judgments 

made and actions taken in his or her professional practice.39  The scope of practice of the CRNA 

addresses the responsibilities associated with anesthesia practice and pain management that are 

performed by the nurse anesthetist as a member of inter-professional teams.  The same principles 

are used to determine liability for surgeons for negligence of anesthesiologists or nurse 

anesthetists.  The laws’ tradition of basing surgeon liability on control predates the discovery of 

anesthesia and continues today regardless of whether the surgeon is working with an 

anesthesiologist or a nurse anesthetist. 40  

 

There is strong evidence in the literature that anesthesiologist supervision fails 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 directing as few as two CRNAs, according to a 2012 study published in the journal 

Anesthesiology,41 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.  This is consistent with over ten years of AANA 

membership survey data.  Moreover, the American Society of Anesthesiologists ASA Relative 

Value Guide 2013 newly suggests loosening further the requirements that anesthesiologists must 

meet to be “immediately available,” stating that it is “impossible to define a specific time or 

distance for physical proximity.”  This new ASA Relative Value Guide definition marginalizes 

any relationship that the “supervisor” has with the patient and is inconsistent with the Medicare 

CoPs and CfCs, and with the Medicare interpretive guidelines for those conditions, which 

require anesthesiologists claiming to fulfill the role of “supervising” CRNA services be 

physically present in the operating room or suite.  
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 American Association of Nurse Anesthetists.  Code of Ethics for the Certified Registered Nurse 

Anesthetist.  Adopted 1986, Revised 2005. 

40
 Blumenreich, G. Another article on the surgeon’s liability for anesthesia negligence.  AANA Journal.  

April 2007. 

41
 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.  
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If a regulatory requirement is meaningless in practice, contributes to greater healthcare costs, and 

is contrary to existing evidence regarding patient safety and access to care, we recommend that it 

not be imposed in PFPMs.   

 

AANA Comment: Committee Should Evaluate Whether Physician-Focused Payment 

Models Promote Full Scope of Practice 
 

Another criterion that the Physician-Focused Payment Model Technical Advisory Committee 

should consider in evaluating PFPMs is whether they support and encourage APRNs, including 

CRNAs, to practice to their full professional education, skills, and scope of practice.  PFPM 

applicants should be required to document how they will include high-quality, cost-effect CRNA 

and APRN services, and how they will use CRNAs and APRNs to the fullest extent of their 

training.  Our policy recommendation corresponds with a 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, including CRNAs.42  The IOM report specifically 

recommends that, “advanced practice registered nurses should be able to practice to the full 

extent of their education and training.”43  Moreover, the IOM states with regard to one type of 

APM, the accountable care organizations (ACOs), that “ACOs that use APRNs and other nurses 

to the full extent of their education and training in such roles as health coaching, chronic disease 

management, transitional care, prevention activities, and quality improvement will most likely 

benefit from providing high-value and more accessible care that patients will find to be in their 

best interest.”44 

 

We thank you for the opportunity to comment on the request for information. 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. 
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 IOM (Institute of Medicine). The Future of Nursing: Leading Change, Advancing Health (Washington, DC: 

The National Academies Press, 2011), 69. 
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 IOM op. cit. p. 7-8. 
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 IOM op. cit. p. 3-41. 
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Sincerely, 
 

 
 

Juan F. Quintana, CRNA, DNP, MHS 
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 


