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To Whom It May Concern:  

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

comment on this white paper entitled “Accelerating and Aligning Clinical Episode Payment 

Models:  Maternity Care.”  The AANA makes the following comments and requests in the 

following areas:  

• Clarify the role of anesthesia and anesthesia professionals such as CRNAs in the design 
elements  

• Recommendations on design elements should encourage cost efficient anesthesia delivery 
models when anesthesia is used 

 

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, 
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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, Nicholson A, 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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AANA Request: Clarify the Role of Anesthesia and Anesthesia Professionals Such as 

CRNAs in the Design Elements 

 

The AANA is concerned that the roles of anesthesia and that of anesthesia professionals, such as 

CRNAs, are missing from the draft white paper.  Because anesthesia services and CRNAs are 

critical to labor and delivery, we recommend that the final white paper should recognize and 

incorporate anesthesia services and CRNA care.  We offer our professional organization as a 

resource to the LAN in helping to complete this task. 

 

As CRNAs personally administer more than 40 million anesthetics to patients each year in the 

United States, including for labor and delivery, CRNA services contribute extensively to the 

successful development and implementation of the maternity payment episode of care.  

Anesthesia contributes to a maternity episode through multimodal pain management that allows 

the parturient to be comfortable, yet able to engage in activities related to labor, delivery, neonate 

bonding and personal recovery.5  Further, anesthesia professionals, such as CRNAs, play an 

integral role in these episodes of care as proper anesthesia services management can make a 

tremendous difference in terms of improving patient flow, patient safety, and ultimately in cost 

savings.6  Yet, neither anesthesia nor CRNAs are mentioned in this draft white paper.   

 

We request clarification on how anesthesia fits into the model as it is not apparent in this white 

paper.  More to the point, the healthcare professionals who contribute to the success of an 

episode of care should be included not only in reimbursement discussions, but more importantly 

in the design of care and outcome measures to identify successes and opportunity to improve 

across transitions of care.  Additionally, the metrics should reflect the elements of care that allow 

the team, including the patient, to improve outcomes.  

 

 
                                                           

5
 See for example Ding T et al. Epidural labor analgesia is associated with a decreased risk of postpartum 

depression: a prospective cohort study. Anesth Analg. 2014 Aug;119(2):383-92.  

6
 See for example Rice AN, Muckler VC, Miller WR, Vacchiano CA. Fast-tracking ambulatory surgery 

patients following anesthesia. J Perianesth Nurs. Apr 2015;30(2):124-133 and Kimbrough CW et al. Improved 

Operating Room Efficiency via Constraint Management:  Experience of a Tertiary-Care Academic Medical Center. 

Journal of the American College of Surgeons 2015; 221: 154-162. 
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AANA Request: Recommendations on Design Elements Should Encourage Cost Efficient 

Anesthesia Delivery Models When Anesthesia is Used 

 

For the maternity episodes of care that do involve the use of anesthesia services, the Clinical 

Episode Payment (CEP) Work Group has an interest in patient safety and access to anesthesia 

care as well as its cost-efficient delivery.  Where anesthesia services are involved in labor and 

delivery, in most instances they are analgesia services such as placement of epidural analgesia, 

though in some instances additional services including general anesthesia are required. While all 

models of anesthesia delivery are equally safe according to extensive published research, the 

most cost-effective anesthesia care delivery model is the CRNA non-medically directed model.7  

Therefore, the white paper should encourage the adoption of safe and cost-efficient anesthesia 

delivery models for the reasons outlined below. 

 

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

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

anesthesia delivered by an anesthesia care team where a CRNA medically directed at a 4:1 ratio 

by a physician overseeing four simultaneous cases and attesting fulfillment of the seven 

conditions of medical direction in each; (c) has anesthesia delivered by an anesthesia care team 

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

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

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

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

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

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

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

the CRNA8 and $540,314 for the anesthesiologist9.  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.  

                                                           

7
 Paul F. Hogan et. al, op cit. 

8
 AANA member survey, 2014 

9
 MGMA Physician Compensation and Production Survey, 2014. www.mgma.com  
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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 are bearing the additional 

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

incur with respect to how they provide their anesthesia care.   

 

Therefore, we recommend that the white paper promote safe and cost-efficient anesthesia 

delivery models, such as non-medically directed CRNA services.  Furthermore, we recommend 

that the development clinical episode payment models not include any policy or requirement in 

this payment model that would result in different payment for the anesthesia service when 

furnished by a CRNA, an anesthesiologist, or both working together, except in the instance of 

medical necessity for more than one anesthesia professional in a case.  
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We thank you for the opportunity to comment on this draft white paper. 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 
Frank J. Purcell, AANA Senior Director of Federal Government Affairs 
Romy Gelb-Zimmer, MPP, AANA Associate Director Federal Regulatory and Payment 
Policy 


