
 

 

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 

 

April 13, 2016 

 

Mr. Andrew Slavitt  

Acting Administrator 

Centers for Medicare & Medicaid Services 

Department of Health and Human Services 

Attn:  CMS-6058-P 

Mail Stop C4-26-05 

Baltimore, MD  21244-1850 

 

RE: Medicare, Medicaid, and Children’s Health Insurance Programs; Program Integrity 

Enhancements to the Provider Enrollment Process, Proposed Rule (81 Fed. Reg. 10720, 

March 1, 2016) 
 

 

Dear Mr. Slavitt:  

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

comment on the proposed rule, Medicare, Medicaid, and Children’s Health Insurance Programs; 

Program Integrity Enhancements to the Provider Enrollment Process. The AANA makes the 

following comments and requests in the following areas:  

 

 AANA Comment and Recommendation: Instances of Fraud under Anesthesiologist 

Medical Direction in the Medicare Program Might also Occur in State Medicaid 

Programs. Emphasize the Use of Cost-Effective Anesthesia Care Provided by CRNAs in 

Medicare, Medicaid and CHIP Programs 

 

 AANA Comment: Specify a Timeline for Due Process and the Parameters Regarding 

Termination of Provider Participation in Medicare, Medicaid, and CHIP Programs 

 

 

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 
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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.   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
 

 

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.  The importance of 

CRNA services in rural areas was highlighted in a recent study which examined the relationship 

                                                             
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, Nicholson A, Smith AF,Alderson P. Physician anaesthetists versus non-physician providers of 
anaesthesia for surgical patients. Cochrane Database of Systematic Reviews 2014, Issue 7. Art. No.: CD010357. 
DOI: 10.1002/14651858.CD010357.pub2. 
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between socioeconomic factors related to geography and insurance type and the distribution of 

anesthesia provider type.
4
  The study correlated CRNAs with lower-income populations and 

correlated anesthesiologist services with higher-income populations.  Of particular importance to 

the implementation public benefit programs in the U.S., the study also showed that compared 

with anesthesiologists, CRNAs are more likely to work in areas with lower median incomes and 

larger populations of citizens who are unemployed, uninsured, and/or Medicaid beneficiaries.
5
  

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. 

 

I. §424.519(F) - UNDUE RISK 

AANA Comment and Recommendation: Instances of Fraud under Anesthesiologist 

Medical Direction in the Medicare Program Might also Occur in State Medicaid Programs. 

Emphasize the Use of Cost-Effective Anesthesia Care Provided by CRNAs in Medicare, 

Medicaid and CHIP Programs 

 

 

The AANA believes that fraud is a serious matter that can have negative implications for federal 

programs such as Medicare, Medicaid, and CHIP by increasing costs at the expense of patient 

care.  We commend the Centers for Medicare and Medicaid Services (CMS) for continuing work 

on this issue in this proposed rule.  As the agency continues to explore various program integrity 

issues and fraud vulnerabilities in the Medicare, Medicaid and CHIP programs, we want to bring 

your attention to a fraud risk that contributes to high costs without improving quality under the 

current fee-for-service Medicare model that may also apply to state Medicaid programs.  With 

this information in mind, we recommend that the agency emphasize the use of cost-effective 

anesthesia care provided by CRNAs as the agency and states continue to combat waste, fraud 

and abuse in the Medicare, Medicaid and CHIP programs. 

                                                             
4
 Liao CJ, Quraishi JA, Jordan, LM. Geographical Imbalance of Anesthesia Providers and its Impact on the Unisured 

and Vulnerable Populations. Nurs Econ. 2015;33(5):263-270.  
http://www.aana.com/resources2/research/Pages/NursingEconomics2015.aspx  

5 Ibid. 

http://www.aana.com/resources2/research/Pages/NursingEconomics2015.aspx
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Similar to general physician payment, Medicare reimburses CRNAs and anesthesiologists the 

same rate for the same high quality service -- 100 percent of a fee for providing non-medically 

directed (CRNA) or personally performed (anesthesiologist) services.  Medicare Part B also 

authorizes payment for “anesthesiologist medical direction”
6
 that provides a financial incentive 

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

patient access to high quality anesthesia care unassisted.  An anesthesiologist claiming medical 

direction services may be reimbursed 50 percent of a fee in each of up to four concurrent cases, a 

total of 200 percent over a given period of time, twice what the anesthesiologist may claim when 

personally performing anesthesia services in one case.  Under medical direction, the CRNA may 

claim the remaining 50 percent of a fee for his or her case.  Peer-reviewed evidence demonstrates 

anesthesiologist medical direction increases healthcare costs without improving value.
7
  

Furthermore, the Centers for Medicare & Medicaid Services (CMS) has stated that medical 

direction is a condition of payment of anesthesiologist services and not a quality standard.
8
   

 

In demonstrating the increased costs, suppose that there are four identical cases: (a) has 

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

CRNA medically directed at a 4:1 ratio by a physician overseeing four simultaneous cases and 

attesting fulfillment of the seven conditions of medical direction in each; (c) has anesthesia 

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

physician personally performing the anesthesia service.  (There are instances where more than 

one anesthesia professional is warranted; however, neither patient acuity nor case complexity is a 

part of the regulatory determination for medically directed services.  The literature demonstrates 

that the quality of medically directed vs. non-medically directed CRNA services is 

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

annual pay of the anesthesia professionals approximate national market conditions, $170,000 for 

                                                             
6
 42 CFR §415.110. http://www.gpo.gov/fdsys/pkg/CFR-2003-title42-vol2/pdf/CFR-2003-title42-vol2-sec415-

130.pdf  

7
 P. Hogan et. al, “Cost Effectiveness Analysis of Anesthesia Providers.” Nursing Economic$. 2010; 28:159-169. 

http://www.aana.com/resources2/research/Documents/nec_mj_10_hogan.pdf  

 
8 63 FR 58813, November 2, 1998, http://www.gpo.gov/fdsys/pkg/FR-1998-11-02/pdf/98-29181.pdf.  

http://www.gpo.gov/fdsys/pkg/CFR-2003-title42-vol2/pdf/CFR-2003-title42-vol2-sec415-130.pdf
http://www.gpo.gov/fdsys/pkg/CFR-2003-title42-vol2/pdf/CFR-2003-title42-vol2-sec415-130.pdf
http://www.aana.com/resources2/research/Documents/nec_mj_10_hogan.pdf
http://www.gpo.gov/fdsys/pkg/FR-1998-11-02/pdf/98-29181.pdf
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the CRNA
9
 and $540,314 for the anesthesiologist

10
.  Under the Medicare program and most 

private payment systems, practice modalities (a), (b), (c) and (d) are reimbursed the same.  

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

CRNA services is indistinguishable.  However, the annualized labor costs (excluding benefits) 

for each modality vary widely.  The annualized cost of practice modality (a) equals $170,000 per 

year.  For case (b), it is ($170,000 + (0.25 x $540,314) or $305,079 per year.  For case (c) it is 

($170,000 + (0.50 x $540,314) or $440,157 per year.  Finally, for case (d), the annualized cost 

equals $540,314 per year. 

 
 

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

(a) CRNA Nonmedically Directed 1.00 $170,000 

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

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

(d) Anesthesiologist Only 1.00 $540,314 

   

Anesthesiologist mean annual pay $540,314 MGMA, 2014 

CRNA mean annual pay $170,000 AANA, 2014 

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

(d), someone in the health system is bearing the additional cost of the medical direction service 

authorized under the Medicare regulations at 42 CFR §415.110 without improving access or 

quality of care.  This discrepancy has been noted in the literature from the perspective of 

healthcare costs.  In a recent study, time-driven activity-based costing (TDABC) was used to 

estimate the costs of anesthesia care and to identify the primary drivers of those costs of 11 

common oncologic outpatient surgical procedures.
11

  In the study, personnel cost was calculated 

by determining the hourly cost of each provider and the associated process time of the 11 

                                                             
9 AANA member survey, 2014 

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

11
 French, Katy E., Alexis B. Guzman, Augustin C. Rubio, John C. Frenzel, and Thomas Feeley. “Value Based Care and 

Bundled Payments: Anesthesia Care Costs for Outpatient Oncology Surgery Using Time-driven Activity-based 
Costing.” Healthcare: The Journal of Delivery Science and Innovation (2015). 
http://www.hbs.edu/faculty/Pages/item.aspx?num=50278  

http://www.mgma.com/
http://www.hbs.edu/faculty/Pages/item.aspx?num=50278
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surgical procedures.  The study concluded that CRNA to anesthesiologist staffing ratios 

profoundly influence the cost of care, and that changing staffing ratios to increase the share of 

CRNAs demonstrated potential savings between 13% and 28% across the 11 procedures.
 12

  

Furthermore, the study showed that TDABC can be used to identify areas of cost savings and 

model costs of anesthesia care, and that one basic concept of care redesign would be to 

emphasize the use of cost-effective anesthesia care provided by CRNAs.  

 

Pertinent to Medicaid, if a state Medicaid program reimburses for CRNA anesthesia services 

only to the extent that they are medically directed by an anesthesiologist (as is the case in 

Pennsylvania, for example), then that policy is driving additional healthcare costs and waste 

without improving healthcare quality or access to care.  This additional cost is shifted onto 

hospitals and other healthcare facilities, and ultimately to patients, premium payers and 

taxpayers.   

 

With CRNAs providing over 40 million anesthetics in the U.S., and a considerable fraction of 

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

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

requirements of anesthesiologist medical direction are often not met in practice– and if 

anesthesiologists submit claims to Medicare or Medicaid for medical direction but did not 

perform all of the required services in each instance, then the likelihood of widespread Medicare 

and Medicaid fraud in this area is high.  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.   

 

                                                             
12

 Ibid. 

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.  
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In conclusion, anesthesiologist medical direction reimbursement models contribute to increased 

healthcare system costs without improving access or quality, and also present fraud risk when 

medical direction requirements are not met by the anesthesiologist submitting a claim for such 

services.  Therefore, CMS should direct Medicare, Medicaid and CHIP programs to consider 

such costs in developing and carrying out their systems for anesthesia reimbursement, and to 

favor reimbursement systems that support the most cost-effective and safe anesthesia delivery 

models such as for nonmedically directed CRNA services.  Secondly (noting that at least one 

state, Pennsylvania, requires medical direction of CRNAs as a condition of Medicaid coverage 

for CRNA services, thus increasing costs and impairing patient access to CRNA services), CMS 

should direct states to eliminate from their Medicaid plans such requirements for medical 

direction of CRNA services.  We believe that CMS has an interest in increasing access to and 

promoting high-quality, cost-effective anesthesia care.  All staffing models of anesthesia delivery 

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

effective safe anesthesia care delivery model is the CRNA non-medically directed model, and we 

recommend the agency promote its use in the Medicare, Medicaid and CHIP programs.  

 

II. §424.530(7) –PAYMENT SUSPENSIONS  

 

AANA Comment: Specify a Timeline for Due Process and the Parameters Regarding 

Termination of Provider Participation in Medicare, Medicaid, and CHIP 

 

 

While we agree that CMS should use all credible sources to identify and prosecute fraud in the 

Medicare, Medicaid and CHIP programs, the AANA has concerns that the proposed rule does 

not specify a due process timeline for the suspension of payment process.  The proposed 

regulation permits the denial of a provider’s or supplier’s Medicare enrollment application if the 

current owner, physician or nonphysician practitioner has been placed under a Medicare payment 

suspension if CMS determines that a credible allegation of fraud against a provider or supplier 

exists.  However, the proposed rule does not give the timeline for due process when suspension 

of Medicare, Medicaid or CHIP payment is at stake.  If the provider is wrongfully accused of 

fraud and has had payments suspended, it is unclear how long the agency intends to keep that 
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provider’s Medicare reimbursements suspended notwithstanding the outcome of due process.  

Suspension of payments is justified in cases of actual fraud.  However, the proposed rule does 

not specify how long the agency might suspend payments to wrongly accused providers.  

Therefore, the AANA requests further clarification on the timeline CMS envisions for due 

process in cases where there are suspension of payments due to suspected fraud.  We hope the 

timeline that CMS envisions for due process is sufficiently short, especially when the allegation 

of fraud is not credible. 

 

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

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

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

 

Sincerely, 

 

         
           

Juan F. Quintana, DNP, MHS, CRNA 

AANA President 

 

 

 

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

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

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


