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March 10, 2016 
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RE: Draft Local Coverage Determinations for Lumbar Epidural Injections For Pain 

Management (DL34892)  

 

 

To Whom It May Concern:  

 

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

comment on the draft local coverage determination (LCD) for Lumbar Epidural Injections for 

Pain Management (DL 34892). The AANA makes the following comments in the following 

areas:  

• PROVIDER QUALIFICATIONS SECTION 
 

o CRNAs are appropriately educated and certified to deliver pain management 
services. 

 
o Provide clarification on how Novitas arrived at decision to grandfather the 

training requirement at 10 years. 
 
o Remove requirement for CRNAs regarding radiologic imaging. 

 
o Clarify requirement that a practitioner be credentialed in the hospital and 

outpatient and office settings. 
 

• PROVIDER SPECIALTIES SECTION 
 

o Amend training requirements to be the same across healthcare professionals. 
  



American Association of Nurse Anesthetists 
 AANA - 2 

 

  

• INDICATIONS FOR COVERAGE SECTION 
 

o Amend draft LCD to reflect provider neutral language. 
 

• PROCEDURAL REQUIREMENTS SECTION 
 

o Allow for a transforaminal or interlaminal injection in conjunction with a caudal 
injection when medically necessary. 

 

 
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.   

 

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, chronic, and interventional 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 
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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. 

 

PROVIDER QUALIFICATIONS SECTION 

 

CRNAs are Appropriately Educated and Certified to Deliver Pain Management Services 

 

CRNAs play a vital role in providing consistent and comprehensive pain care in communities 

throughout the United States and the services listed in the draft LCD relate to techniques which 

are common to CRNA pain management practice.  Pain management is central to the scope and 

                                                           

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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practice of a CRNA.5  The Institute of Medicine (IOM) report entitled Relieving Pain in America 

states many more health care professionals are needed to assess and treat pain.6  The IOM report 

estimates that the total number of certified, currently practicing physician pain specialists is 

3,000-4,000.7  The report also states that 100 million Americans suffer from chronic intractable 

pain that costs $635 billion each year in medical treatment and lost productivity.8  Policies to the 

contrary would ultimately threaten to diminish the access and robustness of a care modality 

already identified as inadequate in volume and number to serve the demands of the population. 

 

The draft LCD requires that, “At a minimum, training must cover and develop an understanding 

of anatomy and drug pharmacodynamics and kinetics as well as proficiency in diagnosis and 

management of disease, the technical performance of the procedure and utilization of the 

required associated imaging modalities.”  The Council on Accreditation of Nurse Anesthesia 

Educational Programs (COA) standards mandates that nurse anesthesia programs provide content 

in, but not limited to, anatomy, physiology, pathophysiology, pharmacology, and acute and 

chronic pain management, and require that nurse anesthesia students obtain clinical experiences 

in regional anesthetic techniques (i.e., spinal, epidural, and peripheral nerve blocks). By virtue of 

education and clinical experience, the CRNA possesses the knowledge and competencies 

outlined in the draft LCD to employ therapeutic, physiological, pharmacological, interventional, 

and psychological modalities in the management and treatment of acute and chronic pain.   

 

The COA specifies the didactic and clinical experience requirements necessary to develop 

regional anesthesia and pain management core competencies for graduation and to qualify for the 

national certification exam.  All CRNAs are certified and recertified to practice by an accredited 

nationally recognized organization, the National Board for Certification and Recertification of 

                                                           

5
 See AANA Scope of Nurse Anesthesia Practice, 2013, available at: 

http://www.aana.com/resources2/professionalpractice/Documents/PPM%20Scope%20of%20Nurse%20Anesthesia
%20Practice.pdf.  

6
 IOM (Institute of Medicine). Relieving Pain in America: A Blueprint for Transforming Prevention Care, 

Education, and Research (Washington, DC: The National Academies Press, 2011). 
7 IOM (Institute of Medicine).Op. cit., p. 198. 

8 IOM (Institute of Medicine).Op. cit., p. 1. 
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Nurse Anesthetists (NBCRNA).  Nurse anesthesia education, specialty study and ongoing 

education are foundational to the development of a chronic practice pain management practice.   

 

As professionals, CRNAs engage in life-long learning and quality improvement activities for 

safety and excellence in all aspects of patient-centered anesthesia care, including procedures for 

chronic pain management practice.  CRNAs who provide pain management do so in accordance 

with their professional scope of practice, federal and state law, and facility policy.  As the 

provider integrates new technologies and techniques into their practice, they acquire specific 

education and mentored experience to demonstrate the requisite knowledge, skills, judgments, 

and quality outcomes.   

 

Fellowship training along with subspecialty certification, although not required for either 

CRNAs or anesthesiologists, is available to those who those who would like further recognition 

in the field of pain management.  Several chronic pain education pathways are available to the 

CRNA including formalized education and mentored practice.  The AANA has developed an 

Advanced Pain Management Fellowship program that is accredited by the COA to educate 

CRNAs in this subspecialty practice.  Graduates are eligible to take the non-surgical pain 

management (NSPM) certification examination offered by the NBCRNA and enter in the field as 

advanced, subspecialty practitioners beyond that required for initial certification of nurse 

anesthetists. Ultimately, CRNAs may choose the learning pathway that best suits their individual 

needs for specialty practice. 

 

Further, the Medicare agency in its 2013 final rule covering all Medicare services provided by 

CRNAs within their state scope of practice9 clearly defers to states on the issue of what services 

are within that scope. The preamble to that final rule states in part: 

 

We believe that using state scope of practice law as a proxy for services encompassed in 
the statutory benefit language “anesthesia and related care” is preferable to choosing 
among individual interpretations of whether particular services fall within the scope of 
“anesthesia and related care.”  Moreover, we believe states are in an ideal position to 

                                                           

9
 77 Fed. Reg. 68892, 69005 et seq., Nov. 16, 2012, amending 42 CFR §410.69(b).  Certified Registered 

Nurse Anesthetists scope of benefit. http://www.gpo.gov/fdsys/pkg/FR-2012-11-16/pdf/2012-26900.pdf . 
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gauge the status of, and respond to changes in, CRNA training and practice over time that 
might warrant changes in the definition of the scope of “anesthesia services and related 
care” for purposes of the Medicare program. As such, we believe it is appropriate to look 
to state scope of practice law as a proxy for the scope of the CRNA benefit.10   
 
This proposal is consistent with the Institute of Medicine’s report on advanced practice 
nursing, which recommends that Medicare should “include coverage of advanced 
practice registered nurse services that are within the scope of practice under applicable 
state law, just as physicians’ services are covered.”11 

 

The agency’s final rule concluded, “Anesthesia and related care means those services that a 

certified registered nurse anesthetist is legally authorized to provide in the state in which the 

services are furnished.”12 

 

Pain management is an evolving field, and CRNAs can further develop their expertise through 

multiple routes that may include a formal fellowship, an informal fellowship, observation and 

direct mentorship, continued education, anatomic dissection labs, practicums in imaging and 

radiation safety, basic and various levels of advanced pain practice courses available to the 

provider.  It is incumbent upon individual health care professionals to assure his or her 

competency when providing patient care, including pain management and treatment. 

 

Furthermore, prior to performing a pain management technique, pain management practitioners 

conduct a comprehensive patient evaluation to confirm the necessity of the planned technique.  

These evaluation and management (E&M) services may include conducting a history and 

physical examination, ordering and reviewing diagnostic tests including imaging studies, and 

performing the indicated diagnostic and therapeutic pain management techniques.  Some of these 

management techniques include temporary or long-term neural blocks, and neuromodulatory 

techniques.   

 

                                                           

10 Ibid, 69007. 

11 Ibid, 69008. 

12 Ibid, 69009. 
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The AANA agrees that the provision of high-quality and safe pain management service is most 

important.  CRNAs have long had and sought additional education, training, and experience to 

safely deliver high-quality pain management services.  Should Novitas read this matter 

differently from the way we have interpreted it, we would request a meeting with the appropriate 

officials prior to the MAC issuing a final LCD on this topic.  

 

AANA Request: Provide Clarification on how Novitas Arrived at Decision to Grandfather 

the Training Requirement at 10 Years 
 

We request the opportunity to review the evidence that supports Novitas’s decision to impose a 

training requirement for individuals who have not provided interventional pain management 

services at least twice a month over a ten-year period.  Novitas does not provide any evidence or 

rationale for how this decision was made.  A requirement of this magnitude could impair 

Medicare beneficiary access to care for patients receiving pain care from CRNAs who have not 

provided services at least twice a month every month over ten consecutive years.  

 

AANA Request: Remove Requirement for CRNAs Regarding Radiologic Imaging 

 

The AANA has significant concerns with statement in the Provider Qualifications section of the 

LCD, which states, “[n]on-Physician Practitioners (PA, NP, CRNA) may only perform 

procedures requiring radiologic imaging if their respective state allows such in their practice act 

and formally license or certify the practitioner to use radiation, magnetic resonance imaging, 

ultrasound and associated contrast material.”  State licensing and certification laws for imaging 

professionals are intended to license and certify those professionals (e.g., radiologic 

technologists).  CRNAs are typically not licensed or certified under these laws.  Requiring 

formal imaging licensure/certification of CRNAs and other non-physician practitioners would 

ultimately preclude them from performing many of the injections that require imaging in this 

LCD.  More importantly, this action would limit access to vital treatment for Medicare patients. 

Furthermore, as this requirement is not mandated also for physicians, it unfairly and unjustly 

applies different standards between physicians and those who are not physicians and does not 

provide any evidence-based rationale for doing so.  Therefore, we request that this requirement 

be removed from the final LCD. 
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We also would like clarification from Novitas to address the inclusion of ultrasound as part of 

radiologic imaging.  As noted by the U.S. Food and Drug Administration (FDA), ultrasound does 

not use ionizing radiation exposure and possesses very low risks to patients and providers.13  

Furthermore, as part of FDA’s Initiative To Reduce Unnecessary Radiation Exposure From 

Medical Imaging, the FDA has recommended that health care providers consider examinations 

with ultrasound as a way to reduce unnecessary radiation exposure.14   

 

AANA Request: Clarification on Requirement that a Practitioner be Credentialed in the 

Hospital and Outpatient and Office Settings 

 

The provider requirements also state, “[i]f the practitioner works in a hospital facility at any time 

and/or is credentialed by a hospital for a procedure, the practitioner must be credentialed or 

approved to perform the same procedure in the outpatient setting or office setting...”  In some 

instances, especially in rural or frontier parts of the country, there might not be a complimentary 

outpatient or office setting locally available.  The AANA requests background information to 

understand the requirement that a practitioner be credentialed for the same procedure in the 

hospital, an outpatient setting, and an office setting even though the practitioner may not provide 

services in an outpatient or office setting.  Absent compelling evidence supporting the 

recommendation for its patient safety benefits – and we are not aware of the existence of such 

evidence - we recommend this proposed requirement be stricken from the final LCD. 

 

  

                                                           

13 See http://www.fda.gov/Radiation-
EmittingProducts/RadiationEmittingProductsandProcedures/MedicalImaging/ucm115357.htm#careproviders 

14 Ibid. 
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PROVIDER SPECIALTIES SECTION  

 

AANA Request: Amend Training Requirements to be the Same Across Healthcare 

Professionals 

 

The AANA strongly objects to the Provider Specialty Section of this draft LCD.  To exempt 

physician specialties from training requirements, but not to do so for all types of healthcare 

professionals who currently provide these services is arbitrary and discriminatory.  Furthermore, 

it should be noted that disciplines, such as anesthesiology, also offer subspecialty fellowship 

training to those who those who would like further recognition in the field of pain management.  

In its current form, it clearly conflicts with settled Medicare payment policy described below.  

We urge Novitas to amend this training requirement so that it is the same across healthcare 

professionals and does not discriminate on the basis of licensure in violation of Medicare policy. 

 

INDICATIONS FOR COVERAGE 

 

AANA Request: Amend Draft LCD to Reflect Provider Neutral Language 

 

The draft LCD states “[each] patient must be thoroughly evaluated by a physician…”  The 

AANA is concerned that the term “physician” is used here when in fact other practitioners may 

assess the patient to determine appropriate care for the same types of services.  It is our 

understanding that this draft LCD pertains to all eligible healthcare providers, to include 

physicians and advanced practice registered nurses, such as CRNAs. The Centers for Medicare 

& Medicaid Services (CMS) in its 2013 final rule covering all Medicare services provided by 

CRNAs within their state scope of practice15 clearly defers to states on the issue of what services 

are within that scope. The agency’s final rule concluded, “Anesthesia and related care means 

those services that a certified registered nurse anesthetist is legally authorized to provide in the 

state in which the services are furnished.”16  We therefore request that Novitas Solutions in its 

                                                           

15 77 Fed. Reg. 68892, 69005 et seq., Nov. 16, 2012, amending 42 CFR §410.69(b).  Certified Registered 

Nurse Anesthetists scope of benefit. http://www.gpo.gov/fdsys/pkg/FR-2012-11-16/pdf/2012-26900.pdf.  . 

16 Ibid, 69009. 
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final LCD replace the term “physician” with provider neutral or inclusive language such as 

“practitioners” or “clinicians.” 

 

PROCEDURAL REQUIREMENTS SECTIONS 

AANA Request: Allow for a Transforaminal or Interlaminal Injection in Conjunction with 

a Caudal Injection When Medically Necessary 

 

The AANA is concerned that the draft LCD will not allow for a transforaminal or an interlaminal 

injection in conjunction with a caudal injection.  There are instances when an interlaminar or a 

transforaminal injection is be indicated as a supplement to a caudal epidural.  Based on 

epidurography contrast flow patterns, a subsequent interlaminar or transforaminal injection may 

be indicated.  The caudal epidural may not reach the upper lumbar levels because of an 

obstruction by scar tissue or severe narrowing or anatomical changes; therefore, a second 

injection above the caudal site may be required to treat specific pathology. We therefore ask that 

Novitas’ final LCD eliminate this blanket limitation, and allow Medicare coverage of a 

transforaminal or an interlaminal injection in conjunction with a caudal injection in the same 

session as there may be instances where it is medically necessary. 

 

 

Thank you for the opportunity to comment on this draft local coverage determination. 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, 
 

 
Juan F. Quintana, DNP, MHS, CRNA 

AANA President 
 
 
 

cc:  Wanda O. Wilson, PhD, MSN, CRNA, AANA Executive Director 
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Frank J. Purcell, AANA Senior Director of Federal Government Affairs 
Romy Gelb-Zimmer, MPP, AANA Associate Director Federal Regulatory and Payment 
Policy 


