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July 22, 2016 

 

Mr. Michael Shores 

Acting Director 

Office of Regulation Policy and Management, Office of Secretary  

Department of Veterans Affairs 

810 Vermont Ave, NW 

Room 1068 

Washington DC, 20420 

 

RE: RIN 2900-AP44 – Advanced Practice Registered Nurses Proposed Rule, (81 Fed. Reg. 

33155, May 25, 2016) 
 

 

Dear Mr. Shores:  

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

comment on the proposed rule, RIN 2900-AP44 – Advanced Practice Registered Nurses 

Proposed Rule.  The issues addressed in our comment are outlined as follows: 

 
I. Background of the AANA and CRNAs 

 

II. AANA Supports Full Practice Authority for APRNs, including CRNAs, Because it 

Ensures Increased Access to Safe and High-Quality Care for Veterans 

 

A. AANA Comment: CRNA Full Practice Authority Increases the Safety of 

Veterans’ Care 

 

B. AANA Comment: CRNA Full Practice Authority Increases Veterans Access to 

Care and Promotes Safe, Efficient Healthcare Delivery 

 

C. AANA Comment: An Outline of a Current Model of CRNA Full Practice 

Authority Increasing Veterans Access to Care  

 

D. AANA Comment: Allowing Full Practice Authority for CRNAs in the VHA 

System  Would Make it Consistent with other Federal Delivery System Policies 

 

E. AANA Comment: Support for CRNA Full Practice Authority is Widespread 

including Veterans Groups, Members of Congress, Healthcare Organizations and 

the Broader APRN Community  

 

F. AANA Comment: AANA Addresses Objections to CRNA Full Practice Authority  
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III. Suggestions for Improvement of Proposed Rule Language and for Rule 

Implementation 

 

A. AANA Comment: Implementation of Full Practice Authority for CRNAs in the 

VHA System Should be Immediate 

 

B. AANA Comment: Request the Agency to Grandfather Practitioners in the VHA 

System Licensed as CRNAs Before January 1, 1999 in Lieu of the Graduate 

Degree Requirements for an APRN and Consider Adopting Alternative Language 

for this Requirement  

 

C. AANA Comment: Federal Agencies Should Create Interagency Working Group 

to Modernize APRN Prescriptive Authority Rules 

 

 

I. 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, including approximately 900 members serving in the Veterans Health 

Administration (VHA), 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.   Numerous peer reviewed studies have shown that CRNAs are safe, high 

quality and cost effective anesthesia professionals who should practice to the full extent of their 

education and abilities.  According to a May/June 2010 study published in the journal of Nursing 
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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, the internationally recognized authority on evidence-based practice in healthcare.
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 

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 of 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
   

 

                                                             
1
 Paul F. 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  

2 B. Dulisse and J. Cromwell, “No Harm Found When Nurse Anesthetists Work Without Physician Supervision.”  
Health Affairs.  2010; 29: 1469-1475. http://content.healthaffairs.org/content/29/8/1469.full.pdf  

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. 
http://onlinelibrary.wiley.com/doi/10.1002/14651858.CD010357.pub2/abstract  

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 Liao, op cit. 

http://www.aana.com/resources2/research/Documents/nec_mj_10_hogan.pdf
http://content.healthaffairs.org/content/29/8/1469.full.pdf
http://onlinelibrary.wiley.com/doi/10.1002/14651858.CD010357.pub2/abstract
http://www.aana.com/resources2/research/Pages/NursingEconomics2015.aspx
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CRNAs also have provided the majority of anesthesia to our active duty military in combat 

arenas since World War I and predominate in Veterans hospitals and the U.S. Armed Services.  

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.  

 

II. AANA Supports Full Practice Authority for APRNs, including CRNAs, Because 

it Ensures Increased Access to Safe and High-Quality Care for Veterans 

 

 

The AANA commends the agency for proposing this rule amending medical regulations to 

permit Full Practice Authority of all APRNs, including CRNAs, when they are acting within the 

scope of their employment within the VHA system.  In the interest of expanding Veteran access 

to quality healthcare, we express strong support for the VHA recognizing all APRNs, including 

CRNAs, to practice to the full extent of their education, training, and certification, without the 

clinical supervision of physicians.  Permitting Full Practice Authority for CRNAs will ensure 

Veterans receive the full scope of high-quality anesthesia and pain management care they so 

rightfully deserve.  An Independent Assessment of the healthcare delivery system and 

management processes of the Department of Veterans Affairs (VA), required by the Veterans 

Choice Access and Accountability Act of 2014, recommended formalizing Full Nursing Practice 

Authority for all APRNs including CRNAs throughout the VHA.
6
  In addition, in June 2016 

following an exhaustive 10-month assessment of the VHA, the independent federal Commission 

on Care reported that 23 percent of healthcare professionals in the VHA are not working to the 

top of their licensure, identifying this underuse of available resources as a major barrier to 

effective healthcare provision.
7
  One solution recommended by the Commission is 

implementation of policy that allows full practice authority for APRNs, which adds further data 

to the increasing amount of evidence in support of allowing CRNAs and other APRNs to 

practice to the full scope of their education, training, and abilities in the VHA, without physician 

                                                             
6
 U.S. Department of Veterans Affairs Assessment B - Health Care Capabilities (September 1, 2015), 

http://www.va.gov/opa/choiceact/documents/assessments/Assessment_B_Health_Care_Capabilities.pdf  

7
 The Commission on Care, Final Report on the Commission on Care (June 30, 2016), 

https://commissiononcare.sites.usa.gov/files/2016/07/Commission-on-Care_Final-Report_063016_FOR-WEB.pdf  

http://www.va.gov/opa/choiceact/documents/assessments/Assessment_B_Health_Care_Capabilities.pdf
https://commissiononcare.sites.usa.gov/files/2016/07/Commission-on-Care_Final-Report_063016_FOR-WEB.pdf
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supervision.
8
  This policy would not only help address the increasing healthcare demands of our 

nation’s Veterans, but would also improve healthcare efficiency in the VHA system by reducing 

wait times and also increasing cost-effective care.   Thus, we urge the VHA to finalize and begin 

implementation of this proposal to continue improving healthcare for our Veterans throughout 

the country for the reasons listed below. 

 

A. AANA Comment: CRNA Full Practice Authority Increases the Safety of 

Veterans’ Care 
 

Nurse anesthetists are experienced and highly trained anesthesia professionals who provide high-

quality patient care, which has been proven through decades of scientific research.  Appendix A 

summarizes select peer-reviewed research and authoritative policy documents that illustrate how 

CRNAs consistently deliver safe, high-quality, cost-effective anesthesia care in today’s ever-

changing healthcare environment.  By standardizing care delivery models across the country via 

Full Practice Authority for APRNs, including CRNAs, Veterans can be assured consistently safe 

and high quality care delivery in any VHA healthcare facility.  Over 900 CRNAs provide every 

type of anesthesia care, as well as chronic pain management services, for our Veterans in the 

VHA. The safety of CRNA services has long been recognized by the VHA and underscored by 

peer-reviewed scientific studies.   

 

The landmark National Academy of Medicine (formerly the Institute of Medicine) report To Err 

is Human found in 2000 that anesthesia was 50 times safer than in the 1980s.   Though many 

studies have demonstrated the high quality of nurse anesthesia care, the results of a study 

published in Health Affairs 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 grow more safe in opt-out and non-opt-out 

states alike.  A June 2016 study published in the independent scientific journal Medical Care 

                                                             
8 The Commission on Care, op cit. 
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found no measurable impact in anesthesia complications from nurse anesthetist scope of practice 

or practice restrictions.
9
  The study, which is the first to focus on the effects of state scope of 

practice laws and anesthesia delivery models on patient safety, also concluded that limitations on 

CRNA practice such as state scope of practice restrictions and physician supervision reduce 

patient access to quality care and increase costs of healthcare services.
10

    Furthermore, a 2014 

Cochrane Collaboration publication found no differences in care between nurse anesthetists and 

physician anesthesiologists.   

 

B. AANA Comment: CRNA Full Practice Authority Increases Veterans Access to 

Care and Promotes Safe, Efficient Healthcare Delivery 

 

Recognizing APRNs to their full practice authority corresponds with the first policy 

recommendation from the National Academy of Medicine report titled The Future of Nursing: 

Leading Change, Advancing Health.  This report outlines several paths by which patient access 

to care may be expanded, quality preserved or improved, and costs controlled through greater use 

of APRNs.
11

  The National Academy of Medicine report specifically recommends that, 

“advanced practice registered nurses should be able to practice to the full extent of their 

education and training.”
12

   

 

Dr. David J. Shulkin, the Under Secretary for Health for the VA, has claimed that there is not an 

access problem for anesthesia services in the VA because there are not many vacancies of jobs 

for anesthesiologists
13

 and “that right now in the VA, the current system is serving Veterans 

                                                             
9 Negrusa B, Hogan PF, Warner JT, Schroeder CH, Pang B. Scope of Practice Laws and Anesthesia Complications: No 
Measurable Impact of Certified Registered Nurse Anesthetist Expanded Scope of Practice on Anesthesia-related 
Complications. Med Care. (May 20, 2016). http://journals.lww.com/lww-
medicalcare/Abstract/publishahead/Scope_of_Practice_Laws_and_Anesthesia.98905.aspx   

10
 Negrusa op cit. 

11 National Academy of Medicine (formerly Institute of Medicine). (2011). The Future of Nursing: Leading Change, 
Advancing Health. Washington, DC: The National Academies Press. http://www.iom.edu/Reports/2010/The-
Future-of-Nursing-Leading-Change-Advancing-Health.aspx  

12
 National Academy of Medicine op cit., p. 9. 

13 U.S. Department of Veterans Affairs press release, “VA Proposes to Grant Full Practice Authority to Advanced 
Practice Registered Nurses” (May 29, 2016) http://www.va.gov/opa/pressrel/pressrelease.cfm?id=2793  

http://journals.lww.com/lww-medicalcare/Abstract/publishahead/Scope_of_Practice_Laws_and_Anesthesia.98905.aspx
http://journals.lww.com/lww-medicalcare/Abstract/publishahead/Scope_of_Practice_Laws_and_Anesthesia.98905.aspx
http://www.iom.edu/Reports/2010/The-Future-of-Nursing-Leading-Change-Advancing-Health.aspx
http://www.iom.edu/Reports/2010/The-Future-of-Nursing-Leading-Change-Advancing-Health.aspx
http://www.va.gov/opa/pressrel/pressrelease.cfm?id=2793
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adequately and safely.”
14

  Representatives of the American Society of Anesthesiologists say that 

the proposed rule change is not necessary because "there is no shortage of physician 

anesthesiologists in the VA."
15

  Access to safe and high quality anesthesia care should not be 

measured by the number of job openings in VHA facilities.   Access to care should be measured 

by whether Veterans are getting the services they need.  Notwithstanding the VA’s efforts to 

reform access issues, Veterans are still experiencing long wait times for care, which has been 

identified in numerous instances by published government reports, the VA’s Independent 

Assessment and by observations within the VHA.  Such delays justify prompt implementation of 

Full Practice Authority for VHA CRNAs. 

 

A major VHA workforce evaluation published January 2015 reported that CRNAs have been 

among the VHA’s most difficult to recruit specialties over four of the past five years.
16

  Also, the 

Department of Veterans Affairs’ Independent Assessment finds within Appendices E through I 
17

 

the following examples of delays relating to procedures requiring anesthesia: 

 The paper outlines in detail feedback from healthcare administrators and professionals 

associated with the VHA.  One noted delay in cardiovascular surgery delivery is because 

of “lack of CV anesthesia support” because “(a)nesthesia staff resistant to doing more 

than 1 case/day.” (p 611, 612, 613, 631, 634, 637).   

 There are several expressed desires to increase availability of out-of-OR anesthesia (p 

638, several subsequently).  

 The process for obtaining a colonoscopy is noted as especially burdensome (p 681).  

 

                                                             

14 House Appropriations Committee Subcommittee on Military Construction, Veterans Affairs, and Related 
Agencies Budget Hearing: Department of Veterans Affairs (March 2, 2016), 
https://www.youtube.com/watch?v=VNJanEDPG8g&feature=youtu.be&t=4800  
15 McKelway, D. (2016, June 1). VA takes heat over plan to let nurses treat vets without doc supervision. 
FoxNews.com. http://www.foxnews.com/politics/2016/06/01/va-takes-heat-over-plan-to-let-nurses-treat-vets-
without-doc-supervision.html  

16 VA Office of the Inspector General, OIG Determination of Veterans Health Administration’s Occupational Staffing 
Shortages (January 30, 2015) http://www.va.gov/oig/publications/report-summary.asp?id=3276  

17
 VA Independent Assessment, Appendices E – I, 

http://www.va.gov/opa/choiceact/documents/assessments/Assessment_B_Health_Care_Capabilities_Appendices
_E-I.pdf  

https://www.youtube.com/watch?v=VNJanEDPG8g&feature=youtu.be&t=4800
http://www.foxnews.com/politics/2016/06/01/va-takes-heat-over-plan-to-let-nurses-treat-vets-without-doc-supervision.html
http://www.foxnews.com/politics/2016/06/01/va-takes-heat-over-plan-to-let-nurses-treat-vets-without-doc-supervision.html
http://www.va.gov/oig/publications/report-summary.asp?id=3276
http://www.va.gov/opa/choiceact/documents/assessments/Assessment_B_Health_Care_Capabilities_Appendices_E-I.pdf
http://www.va.gov/opa/choiceact/documents/assessments/Assessment_B_Health_Care_Capabilities_Appendices_E-I.pdf
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A logical solution to delays to Veteran access to anesthesia care in VHA facilities would be to 

promptly allow CRNAs to practice to the full extent of their education and training.  CRNAs are: 

 Fully educated and qualified to provide anesthesia services for cardiovascular procedures. 

Thus, making more efficient use of CRNA services may increase the number of 

cardiovascular procedures a VHA facility may provide a given community of Veteran 

patients. 

 Commonly applied to anesthesia services in locales outside of main operating rooms, 

such as gastrointestinal settings, cardiac catheterization facilities, and outpatient and 

ambulatory surgery.  Thus, applying CRNA services to each of these settings may 

substantially improve patient flow and Veteran access to care in VAMCs offering these 

capabilities. 

 Preferred anesthesia providers in outpatient colonoscopy facilities.  Assigning CRNA 

coverage to VHA endoscopy units may help substantially increase the delivery of these 

needed services for our Veterans. 

 

Observations within the VHA facilities have found that Veterans are experiencing access issues 

regarding critical regional anesthesia services.  CRNAs are appropriately educated and trained to 

provide general and regional anesthesia, and these services are well within their scope of 

practice.  However, some supervising anesthesiologists prohibit CRNAs from providing regional 

anesthesia services to Veterans undergoing certain procedures, such as orthopedic, urological, 

and vascular, for which regional anesthesia may be the preferred choice.  Further, many of these 

patients suffer from multiple chronic conditions such as lung disease, obstructive sleep apnea, 

and obesity.  In these instances, regional anesthesia services are frequently the best anesthetic. 

Administering large amounts of narcotics to these patients, as in general anesthesia, introduces 

risks beyond those of regional anesthesia care.  Instead of the surgeon authorizing the CRNA to 

provide regional anesthesia, anesthesiologists are ordering CRNAs to administer general 

anesthesia which requires a higher dosage of narcotic medications and inhalational agents putting 

the patient at greater risk of postoperative pulmonary problems, slower recovery times and 

greater postoperative pain, and contributing to delays in physical therapy services. All of these 

factors compromise the patient’s ability to recover as promptly and safely as possible. 
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Additional observations within the VHA find CRNAs are commonly supervised by 

anesthesiologists at 1:1 and 1:2 ratios not generally found in the commercial healthcare delivery 

marketplace, and which do not correlate positively with improved outcomes.
18

  Because these 

arrangements are so costly compared with alternatives, they divert resources from VHA delivery 

of other priority services such as primary care, women’s healthcare or mental healthcare 

services.  Anesthesia services provided by CRNAs and anesthesiologists are considered 

extremely safe and except in rare instances a single anesthesia provider is sufficient to administer 

an excellent anesthetic.  CRNAs administer anesthesia in all settings working in collaboration 

with surgeons as a surgical team and in anesthesia teams.  A Lewin Group peer reviewed 

economic analysis noted, “There are no circumstances examined in which a 1:1 direction model 

is cost effective or financially viable.”
19

   

 

 

On the access to care issues raised by additional outside observations, the findings are as follows: 

 In regional anesthesia, allowing CRNAs to practice to their Full Practice Authority and 

offer regional anesthesia in these cases can yield a higher quality of care, safer and faster 

recovery times, and higher patient satisfaction.  

 With respect to eliminating unnecessary supervision, the current structure duplicates 

staffing and increases healthcare costs.  Permitting CRNAs the ability to practice to their 

Full Practice Authority and modifying care delivery models would both ensure patient 

safety and result in substantial cost savings, allowing the VHA to allocate scarce 

resources toward other Veteran healthcare needs.  Instead of needlessly supervising 

CRNAs, VHA anesthesiologists should be allotted to actual anesthesia care and delivery 

and chronic pain management services in the areas where Veterans access to care is a 

demonstrated problem.   Anesthesiologist medical direction reimbursement models 

                                                             
18 Dulisse, op cit.,  http://content.healthaffairs.org/content/29/8/1469.full.pdf and Negrusa op cit., 
http://journals.lww.com/lww -
medicalcare/Abstract/publishahead/Scope_of_Practice_Laws_and_Anesthesia.98905.aspx   
19

 Hogan op cit.,  http://www.aana.com/resources2/research/Documents/nec_mj_10_hogan.pdf     
 

http://content.healthaffairs.org/content/29/8/1469.full.pdf
http://journals.lww.com/lww%20-medicalcare/Abstract/publishahead/Scope_of_Practice_Laws_and_Anesthesia.98905.aspx
http://journals.lww.com/lww%20-medicalcare/Abstract/publishahead/Scope_of_Practice_Laws_and_Anesthesia.98905.aspx
http://www.aana.com/resources2/research/Documents/nec_mj_10_hogan.pdf
http://www.aana.com/resources2/research/Documents/nec_mj_10_hogan.pdf
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contribute to increased healthcare system costs without improving access or quality when 

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

such services.  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.   

 

In conclusion, Veterans have experienced access to care issues arising in cardiovascular surgery, 

procedural services outside the operating room, and colonoscopy and also experienced impaired 

access to regional anesthesia services and unusually intensive and costly regimes of supervision.  

It is evident now more than ever that granting CRNAs Full Practice Authority across the VHA 

health system can help advance access to high-quality care by standardizing care delivery 

models, improving resource utilization, ensuring access to regional anesthesia care and the 

procedures this care affords, and reallocating unnecessary supervision resources to primary care, 

mental health services, and women’s health. 

 

 

C. AANA Comment: An Outline of a Current Model of CRNA Full Practice 

Authority Increasing Veterans Access to Care  

 

The experience of the Iowa City VA Medical Center illustrates the considerable benefits for our 

Veterans and for the VHA by extending Full Practice Authority to CRNAs as well as other 

APRNs.  Recently, the Iowa City VA Medical Center achieved promising results after moving to 

a CRNA Full Practice Authority anesthesia delivery model.  According to a review by an Iowa 

City Veterans Affairs Medical Center surgeon, over a one year period the acuity of patient cases 

increased while mortality rates decreased and morbidity ratios remained unchanged.  

 

Additionally, over the course of a year in utilizing a CRNA-only anesthesia model in the 

facility’s anesthesia department, labor costs per relative value unit (a measure of case complexity 

plus time) decreased to $19 compared to $24 for the Veterans Integrated Services Network 

(VISN) and $68 per unit nationally.  The relationship of these units to overall costs is that an 
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average case might involve 10-15 relative value units, and an average hospital may provide 

thousands of cases per year.  

 

The experience of this VHA facility is underscored by decades of scientific research stating that 

CRNAs provide safe anesthesia services at the lowest economic cost to the facility.  Iowa is also 

a state where CRNAs have Full Practice Authority.  Granting Full Practice Authority to CRNAs 

and other APRNs in VHA facilities in every state nationwide and standardizing care delivery 

models accordingly promises significant benefits for our Veterans and the VHA. 

 

D. AANA Comment: Allowing Full Practice Authority for CRNAs in the VHA 

System  Would Make it Consistent with other Federal Delivery System Policies 
 

This proposal would make the VHA consistent with the Federal markets in the U.S. Military 

service branches - such as the Army, Navy, Air Force, Combat Support Hospitals, Forward 

Surgical Teams and Indian Health Services - and commercial healthcare, which currently allow 

CRNAs and other APRNs to practice to the full scope of their education and abilities.  Nurse 

anesthetists, who first provided healthcare to wounded soldiers on the battlefields of the 

American Civil War, have been the main providers of anesthesia care on the front lines of every 

U.S. military conflict since World War I.  It only makes sense that our military APRNs who use 

their full scope of practice to provide care for severely injured military personnel in the most 

austere environments should also be able to provide that full scope of practice when they muster 

out of the service, join the VHA team, and provide care to those same personnel in the VHA 

setting. The use of APRNs and CRNAs to their Full Practice Authority is consistent with patient 

safety – and with cost-efficient healthcare delivery.   

 

Given our Veterans' need for high quality healthcare, and because of present and anticipated 

challenges to access to healthcare services requiring anesthesia and pain management, limiting 

CRNA practice in the VHA impairs Veterans’ access to care, risks lengthening delays in 

healthcare delivery, increases healthcare costs, and fails to promote patient safety or to put our 

Veterans first.  This proposal is instrumental as the VA continues to improve care delivery for 

our nation's Veterans.  With over nine million patients utilizing VHA services across 1,700 VA 
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care sites each year, ensuring an adequate number of qualified health professionals will increase 

access to safe and high quality care and also help alleviate the significant demand. 

 

E. AANA Comment: Support for CRNA Full Practice Authority is Widespread 

including Veterans Groups, Members of Congress, Healthcare Organizations 

and the Broader APRN Community  
 

This policy change, consistent with recommendations from the National Academy of Medicine, 

is supported by more than 60 organizations, including Veterans groups such as the Military 

Officers Association of America and the Air Force Sergeants Association.  The policy is also 

supported by AARP (whose membership includes 3.7 million veteran households), numerous 

healthcare professional organizations including the AANA and other APRN associations and 

from 80 Democratic and Republican members of Congress.  Senators Mike Rounds (R-SD) and 

Jeff Merkley (D-OR) introduced S.2279, which provides full practice authority to advanced 

practice registered nurses, physician assistants, and such other licensed VA health care 

professionals as consistent with their education, training, and certification.
20

  In the House, 

Representatives Peter DeFazio (D-OR) and Ann Kuster (D-NH) introduced similar legislation 

with H.4134.
21

  Furthermore, Representatives Reps. Sam Graves (R-MO) and Jan Schakowsky 

(D-IL) introduced H.1247 which authorizes the VA to allow an APRN to practice to the full 

scope of the nurse's practice, as defined by the applicable national professional association, under 

a set of VA-approved privileges, regardless of the state in which VA employs the APRN.
22

  

Furthermore, the nursing community, which represents 61 nursing organizations, also supports 

this proposal.  Please see the attached document that includes over one hundred letters of support 

of Full Practice Authority for CRNAs to Secretary McDonald.  

                                                             
20 Veterans Health Care Staffing Improvement Act, S. 2279, 114th Cong. (2015-2016). 
https://www.congress.gov/bill/114th-congress/senate-
bill/2279/text?q=%7B%22search%22%3A%5B%22S.+2279%22%5D%7D&resultIndex=1   

21 Veterans Health Care Staffing Improvement Act, H.4134, 114th Cong. (2015-2016). 
https://www.congress.gov/bill/114th-congress/house-
bill/4134/text?q=%7B%22search%22%3A%5B%22HR+4134%22%5D%7D&resultIndex=1  

22
 Improving Veterans Access to Quality Care Act of 2015, H.1247, 114

th
 Cong. (2015-2016). 

https://www.congress.gov/bill/114th-congress/house-
bill/1247?q=%7B%22search%22%3A%5B%22H1247%22%5D%7D&resultIndex=1 

https://www.congress.gov/bill/114th-congress/senate-bill/2279/text?q=%7B%22search%22%3A%5B%22S.+2279%22%5D%7D&resultIndex=1
https://www.congress.gov/bill/114th-congress/senate-bill/2279/text?q=%7B%22search%22%3A%5B%22S.+2279%22%5D%7D&resultIndex=1
https://www.congress.gov/bill/114th-congress/house-bill/4134/text?q=%7B%22search%22%3A%5B%22HR+4134%22%5D%7D&resultIndex=1
https://www.congress.gov/bill/114th-congress/house-bill/4134/text?q=%7B%22search%22%3A%5B%22HR+4134%22%5D%7D&resultIndex=1
https://www.congress.gov/bill/114th-congress/house-bill/1247?q=%7B%22search%22%3A%5B%22H1247%22%5D%7D&resultIndex=1
https://www.congress.gov/bill/114th-congress/house-bill/1247?q=%7B%22search%22%3A%5B%22H1247%22%5D%7D&resultIndex=1
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F. AANA Comment: AANA Addresses Objections to CRNA Full Practice 

Authority  

 

This proposal for allowing Full Practice Authority for CRNAs has faced opposition that both 

inaccurately characterizes the rule and misrepresents both current and proposed policy related to 

the delivery of anesthesia in the VHA system.  The VA’s Independent Assessment states that 

“allowing full nursing practice authority has historically been a controversial topic, and 

physician reluctance to accept the expanding role of nonphysician practitioners remains a 

persistent cultural barrier that will require sustained and intensive attention by VA leadership and 

beyond to overcome.”
23

  The opposition has stated that CRNA Full Practice Authority eliminates 

team care and would eliminate a nonexistent requirement for physician involvement in 

anesthesia.  We note that the proposed rule does not eliminate team based care.  Having CRNAs 

or other APRNs provide care to their full education and skill supports and does not diminish safe 

care of patients.  Under the rule, VA APRNs and CRNAs would still have to have valid licensure 

in a state.  Furthermore, VHA APRNs, including CRNAs, are also required to possess national 

certification, a requirement that the VA does not impose on anesthesiologists. 

 

The opposition also maintains that anesthesia in the VA is always delivered by CRNAs and 

anesthesiologists together, by policy.  This is not the case.  The VHA Handbook 1123 on 

Anesthesia Services describes the whole team of healthcare professionals responsible for patient 

care, and notes that, “Different models of anesthesiology practice may exist including facilities 

with only anesthesiologists, facilities with anesthesiologists and nurse anesthetists working in a 

care team approach, and facilities with nurse anesthetists only.”
24

  Some VHA facilities use 

CRNA-only anesthesia care already.  Furthermore, there is no requirement in the Handbook or 

anywhere else in VHA policy for physician or anesthesiologist supervision of anesthesia services 

provided by CRNAs. 

 

                                                             
23

 U.S. Department of Veterans Affairs Assessment B op cit., 
http://www.va.gov/opa/choiceact/documents/assessments/Assessment_B_Health_Care_Capabilities.pdf 

24 VA anesthesia handbook VHA-1123 on Anesthesia Services (2007) 

http://www.va.gov/opa/choiceact/documents/assessments/Assessment_B_Health_Care_Capabilities.pdf
http://www.va.gov/vhapublications/ViewPublication.asp?pub_ID=1548
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Allowing CRNAs to practice independently would not damage or affect the working 

relationships between physicians and CRNAs. CRNAs and physicians, including surgeons and 

anesthesiologists, work together collegially every day as members of the patient care team.  

However, as stated above, the VA Independent Assessment reports that Veterans are being 

denied access to many types of surgical procedures on account of insufficient anesthesia 

coverage – including outpatient, GI, orthopedic and cardiac procedures.  Making use of CRNAs 

and APRNs to their Full Practice Authority will help our Veterans benefit from all of their skills 

and expertise, and will help expand Veterans access to care. 

 

III. Suggestions for Improvement of Proposed Rule Language and for Rule 

Implementation 

 

We fully support Full Practice Authority for APRNs, including CRNAs, and we offer further 

recommendations for improving and effectively implementing the rule.  

 

A. AANA Comment: Implementation of Full Practice Authority for CRNAs in the 

VHA System Should be Immediate  

 

We support the agency’s work in modernizing nursing policy into a regulation consistent with 

the recommendations of the VA’s Independent Assessment and the National Academy of 

Medicine.  With the benefit of extensive review and comment from stakeholders, it is important 

for Full Practice Authority to be implemented for all APRNs, including CRNAs, working in the 

VHA system immediately in order to improve Veteran access to quality anesthesia and pain 

management care and promote healthcare cost efficiency.  We are concerned that the May 29, 

2016 comments of VA Under Secretary for Health Dr. David J. Shulkin, which stated, “at this 

time, VA is not seeking any change to VHA policy on the role of CRNAs, but would consider a 

policy change in the future to utilize full practice authority when and if such conditions require 

such a change”
25

 imply a delay in implementing Full Practice Authority specifically for CRNAs, 

which would cause an additional delay in Veterans access to essential anesthesia care.  Our 

Veterans are waiting for care they deserve and have earned.  It is improper to formulate policy 

                                                             
25 U.S. Department of Veterans Affairs press release, (May 29, 2016) op cit. 
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through a press release instead of through the proper channels of a formal notice of proposed 

rulemaking (NPRM).  Nor should policy be generated on the basis of opinion uncorroborated by 

evidence. Instead nursing policy should be modernized through the NPRM process that includes 

taking into account scientific evidence and all appropriate stakeholders using legitimate 

stakeholder consensus development such as the one for this proposed rule for APRNs.  The 

common sense solution to avoid a further interruption in Veterans care  is to immediately 

implement the new Full Practice Authority policy for all CRNAs and APRNs working in the 

VHA system. 

 

 

B. AANA Comment: Request the Agency to Grandfather Practitioners in the VHA 

System Licensed as CRNAs Before January 1, 1999 in Lieu of the Graduate 

Degree Requirements for an APRN and Consider Adopting Alternative 

Language for this Requirement  

 

 

The AANA has concerns with the language in §17.415(a)(1) of the proposed rule that requires an 

APRN to have successfully completed an accredited graduate-level educational program in one 

of the four distinct APRN roles in order to qualify for Full Practice Authority within the VA.  

The APRN Consensus Work Group and the National Council of State Boards of Nursing APRN 

Advisory Committee created the  Consensus Model for APRN Regulation: Licensure, 

Accreditation, Certification & Education
26

 in 2008 and defines the four APRN roles as CRNA, 

Certified Nurse Practitioner (CNP), Clinical Nurse Specialist (CNS), and Certified Nurse 

Midwife (CNM).  Since CRNAs were only required to obtain graduate level degrees beginning 

in 1998, this new requirement would not allow certain CRNAs to obtain Full Practice Authority 

within the VHA system.  We request that the new graduate degree requirement in the proposed 

rule grandfather those VHA practitioners who became CRNAs before January 1, 1999.  We also 

recommend that the agency consider adopting an alternative to its language in §17.415(a)(1) to 

address CRNAs working in the VHA system who graduated prior to 1999 and who do not hold a 

graduate degree. The additional language we suggest is underlined below: 

                                                             
26

 The APRN Consensus Work Group & the National Council of State Boards of Nursing APRN Advisory Committee 
2008 “Consensus Model for APRN Regulation:  Licensure, Accreditation, Certification & Education 
https://www.ncsbn.org/Consensus_Model_for_APRN_Regulation_July_2008.pdf 

https://www.ncsbn.org/Consensus_Model_for_APRN_Regulation_July_2008.pdf
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(a) Advanced practice registered nurse (APRN). For purposes of this section, an 

advanced practice registered nurse (APRN) is an individual who: 

 

(1) Has completed a nationally accredited, graduate-level educational program that 

prepares them for one of the four APRN roles of Certified Nurse Practitioner (CNP), 

Certified Registered Nurse Anesthetist (CRNA), Clinical Nurse Specialist (CNS), or 

Certified Nurse-Midwife (CNM). This paragraph shall not be construed to require any 

certified registered nurse anesthetists employed within the Veterans Health 

Administration [on the effective date of this rule] who graduated from a nationally 

accredited nurse anesthesia educational program prior to January 1, 1999, to hold a 

graduate degree. This paragraph will require certified registered nurse anesthetists who 

seek employment within the Veterans Health Administration after the effective date of 

this rule to hold a graduate degree from a nationally accredited nurse anesthesia 

educational program. 

 

Grandfathering of CRNAs without graduate degrees is supported by the following: 

 The 2008 “Consensus Model for APRN Regulation:  Licensure, Accreditation, 

Certification & Education.”
27

 See footnote 7 on page 15 that states that currently 

practicing applicants should have “compliance with the APRN educational 

requirements of the state in which the APRN is applying for licensure that were 

in effect at the time the APRN completed his/her APRN education program.” 

 Section 11.7 of the National Council of State Boards of Nursing’s Model Act and 

Model Rules which provides that applicants for licensure shall be in 

“[c]ompliance with the APRN educational requirements of the state in which the 

APRN is applying for licensure that were in effect at the time the APRN 

completed his or her APRN education program.”
28

 

 AANA summary of advanced education requirements for state implementation of 

graduate degree requirements for CRNAs, which incorporate grandfathering.
29

   

                                                             
27

 The APRN Consensus Work Group & the National Council of State Boards of Nursing APRN Advisory Committee  
op cit.,https://www.ncsbn.org/Consensus_Model_for_APRN_Regulation_July_2008.pdf  
28

 National Council of State Boards of Nursing’s Model Act and Model Rules 
https://www.ncsbn.org/14_Model_Rules_0914.pdf 

29
 AANA Summary of state advanced education requirements for CRNAs, 

http://www.aana.com/advocacy/stategovernmentaffairs/Documents/advancededucationrequirements.pdf  

https://www.ncsbn.org/Consensus_Model_for_APRN_Regulation_July_2008.pdf
https://www.ncsbn.org/14_Model_Rules_0914.pdf
http://www.aana.com/advocacy/stategovernmentaffairs/Documents/advancededucationrequirements.pdf
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Decades of evidence showing the patient safety record of CRNAs are strong confirmation that 

supports the high quality of their educational training process.  The nurse anesthesia profession is 

known for its highly respected educational system and its strong commitment to quality 

education.
30

  Nurse anesthetists were among the first specialty nurses to require continuing 

education.  Currently, nurse anesthetists entering into practice in every state have earned at least 

a master’s degree.  CRNAs entering into practice will be required to receive a doctoral degree by 

2025.  CRNAs must attain a minimum of seven to eight years of education, training, and 

experience before becoming a CRNA.  The average student registered nurse anesthetist 

completes nearly 2,500 clinical hours and administers roughly 850 anesthetics during his/her 

clinical preparation, and completes clinical and didactic instruction emphasizing anatomy, 

physiology, advanced pathophysiology, biochemistry, chemistry, physics and advanced 

pharmacology.  All CRNAs must pass the National Certification Exam and complete 

recertification every two years, which includes meeting practice requirements and obtaining a 

minimum of 40 continuing education credits, and are held to the same national standard of care 

requiring the same level of expertise regardless of the state in which the CRNA practices.  While 

each anesthesia educational program may require coursework that exceeds national certification 

requirements, each nurse anesthesia program must be nationally accredited and meet national 

education standards for anesthesia by the Council on Accreditation of Nurse Anesthesia 

Educational Programs (COA). 

 

CRNAs who graduated from accredited programs prior to implementation of the graduate degree 

requirement are certainly qualified and competent providers of anesthesia and pain management 

care.  In 1986, a bachelor’s degree in nursing or a related degree was required for admission to 

nurse anesthesia programs, and by 1998 all programs were required to be at the graduate level, 

awarding at least a master’s degree.  Although the degree status granted by nurse anesthesia 

educational programs has changed over time, the rigors of the didactic and clinical elements of 

the programs have not changed.  Furthermore, the number of CRNAs without graduate degrees 

                                                             
30

 AANA Qualifications and Capabilities of the Certified Registered Nurse Anesthetist, 
http://www.aana.com/ceandeducation/becomeacrna/Pages/Qualifications-and-Capabilities-of-the-Certified-
Registered-Nurse-Anesthetist-.aspx  

http://www.aana.com/ceandeducation/becomeacrna/Pages/Qualifications-and-Capabilities-of-the-Certified-Registered-Nurse-Anesthetist-.aspx
http://www.aana.com/ceandeducation/becomeacrna/Pages/Qualifications-and-Capabilities-of-the-Certified-Registered-Nurse-Anesthetist-.aspx
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being grandfathered is a number that will decrease every year going forward.  As the COA has 

grandfathered in CRNAs who began administering anesthesia and pain management before 1998 

from graduate degree requirements, we ask that the VA grandfather in those CRNAs in the VHA 

system who graduated before January 1, 1999. 

 

C. AANA Comment: Federal Agencies Should Create Interagency Working Group 

to Modernize APRN Prescriptive Authority Rules 

 

We understand the agency was adhering to federal law by including §17.415(d)(2) of the 

proposed rule stating that “the full practice authority of an APRN is subject to the limitations 

imposed by the Controlled Substances Act
31

 and that APRN’s State licensure on the authority to 

prescribe, or administer controlled substances, as well as any other limitations on the provision 

of VA care set forth in applicable Federal law and policy.”  This provision unfortunately limits 

Veteran access to the services that APRNs, including CRNAs, can provide to Veterans to the full 

extent of their education, training, and certification.   

 

Therefore, we would encourage establishment of an interagency working group between the VA 

and the two agencies tasked with implementing the Controlled Substances Act, which are the 

Drug Enforcement Administration (DEA) and the U.S. Food and Drug Administration (FDA), to 

help ensure Veterans access to care by modernizing rules regarding APRN prescriptive authority.  

The working group should include critical stakeholders such as the AANA, representing CRNAs, 

along with other APRN groups.  Veterans would receive the most benefit if these three agencies 

work together to align laws consistent with patient safety and increased access to care and would 

justify having the DEA and FDA treat the VA as a state for the purposes of implementing the 

Controlled Substances Act.  As Full Practice Providers, APRNs, including CRNAs, deliver care 

to the full scope of their education and training and ensure that the VHA has the flexibility to 

utilize all providers within the healthcare team, maximizing the effective use of resources and 

providing optimal care to our men and women in uniform. 

 

                                                             
31 Controlled Substances Act, 21 U.S.C. 801 et seq. http://www.deadiversion.usdoj.gov/21cfr/21usc/index.html  

http://www.deadiversion.usdoj.gov/21cfr/21usc/index.html
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We thank you for the opportunity to comment on this proposed rule.  Recognizing the full 

practice authority for all APRNs is the right policy at the right time to improve Veterans’ timely 

access to the highest quality healthcare they have earned and deserve while insuring the long 

term sustainability of the VHA. 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, CRNA, AANA Executive Director 

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

Randi Gold, MPP, AANA Associate Director Federal Regulatory and Payment Policy 
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APPENDIX A - STUDIES OUTLINING SAFE, HIGH QUALITY AND COST 

EFFECTIVE ANESTHESIA CARE BY CRNAS 

 

Name of Study Study Objective Study Methodology Study Conclusions 

Scope of Practice 
Laws and Anesthesia 
Complications: No 
Measurable Impact of 
Certified Registered 
Nurse Anesthetist 
Expanded Scope of 
Practice on 
Anesthesia-related 
Complications 
(2016, Medical Care) 
 
http://journals.lww.co
m/lww-
medicalcare/Abstract/
publishahead/Scope_
of_Practice_Laws_and
_Anesthesia.98905.as
px  

The study tested whether 
the odds of an anesthesia 
complication vary by 
scope of practice (SOP) 
and delivery model (CRNA 
only, anesthesiologist 
only, or mixed 
anesthesiologist and 
CRNAs team). 

Anesthesia claims and 
related complications 
were identified in a large 
commercial payor 
database, including 
inpatient and ambulatory 
settings. Logit regression 
models were estimated by 
setting to determine the 
impact of SOP and delivery 
model on the odds of an 
anesthesia-related 
complication, while 
controlling for patient 
characteristics, patient 
comorbidities, procedure 
and procedure complexity, 
and local area economic 
factors.  

 The research results found 
no measurable impact in 
anesthesia complications 
from nurse anesthetist 
scope of practice or 
practice restrictions.   

 The study also concluded 
that limitations on CRNA 
practice such as state 
scope of practice 
restrictions and physician 
supervision reduce patient 
access to quality care and 
increase costs of 
healthcare services. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

http://journals.lww.com/lww-medicalcare/Abstract/publishahead/Scope_of_Practice_Laws_and_Anesthesia.98905.aspx
http://journals.lww.com/lww-medicalcare/Abstract/publishahead/Scope_of_Practice_Laws_and_Anesthesia.98905.aspx
http://journals.lww.com/lww-medicalcare/Abstract/publishahead/Scope_of_Practice_Laws_and_Anesthesia.98905.aspx
http://journals.lww.com/lww-medicalcare/Abstract/publishahead/Scope_of_Practice_Laws_and_Anesthesia.98905.aspx
http://journals.lww.com/lww-medicalcare/Abstract/publishahead/Scope_of_Practice_Laws_and_Anesthesia.98905.aspx
http://journals.lww.com/lww-medicalcare/Abstract/publishahead/Scope_of_Practice_Laws_and_Anesthesia.98905.aspx
http://journals.lww.com/lww-medicalcare/Abstract/publishahead/Scope_of_Practice_Laws_and_Anesthesia.98905.aspx
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Name of Study Study Objective Study Methodology Study Conclusions 

U.S. Department of 
Veterans Affairs  
Assessment B (Health 
Care Capabilities) 
(2015, RAND 
Corporation) 
 
http://www.va.gov/op
a/choiceact/documen
ts/assessments/Assess
ment_B_Health_Care_
Capabilities.pdf  

Assessment B examined 
the Department of 
Veterans Affairs current 
and projected resources 
and capabilities, the level 
and nature of access to VA 
care, and barriers and 
facilitators to access. It 
explored how selected 
policies could affect 
Veterans’ access to high-
quality care. The following 
research questions were 
addressed:  
1. What are VA’s current 

resources and 
capabilities in key 
domains?  

2. What are current 
levels of access to VA 
care?  

3. What is the quality of 
care in VA?  

4. What are VA’s 
projected resources 
and capabilities to 
provide timely and 
accessible care, and 
how might different 
policy options 
enhance VA’s 
resources and 
capabilities for 
treating Veterans in 
the future? 

The Assessment B team 
used a multipronged 
approach to address the 
four research questions. 
They examined VA’s 
resources and capabilities in 
five domains (fiscal, 
workforce and human 
resources, physical 
infrastructure, 
interorganizational 
relationships, and 
information technology 
[IT]). To understand access, 
they examined available 
data on five dimensions of 
access to VA health care: 
geographic, timely, financial, 
digital, and cultural. They 
assessed the quality of VA 
health care in comparison 
with non-VA care as 
measured in previous 
studies and by analyzing 
more recent VA 
performance data, using the 
six dimensions of health 
care quality identified by the 
National Academy of 
Medicine: care should be 
safe, timely, equitable, 
effective, efficient, and 
patient-centered.  
These analyses were 
informed by data collected 
through literature reviews, 
key informant interviews, a 
2015 Survey of VA 
Resources and Capabilities, 
and other VA and non-VA 
data sources. 

 Comparing options with a 
policy objective of 
increasing Veterans’ 
access to care within the 
VA system, they found of 
the options we 
considered, the three with 
the highest estimated 
impact on access are 
formalizing full nursing 
practice authority, 
increasing the number of 
VA physicians, expanding 
virtual access to care.  

 Granting full practice 
authority for all advanced 
practice nurses (APNs) 
(that is, nurse 
practitioners, clinical 
nurse specialists, nurse 
anesthetists, and nurse 
midwives) across the VA 
would supersede 
individual state laws 
governing scope of 
practice where applicable. 
This would include 
authority to, for example, 
evaluate and diagnose 
conditions, order and 
interpret tests, and admit 
patients without physician 
oversight. 

 Formalizing FPA for APNs 
would likely be a cost-
effective approach to 
increasing the productivity 
of VA’s existing workforce. 
However, political barriers 
to enactment may limit 
uptake and challenge full 
implementation in 
practice. 

 

 

 

 

 

 

 

 

http://www.va.gov/opa/choiceact/documents/assessments/Assessment_B_Health_Care_Capabilities.pdf
http://www.va.gov/opa/choiceact/documents/assessments/Assessment_B_Health_Care_Capabilities.pdf
http://www.va.gov/opa/choiceact/documents/assessments/Assessment_B_Health_Care_Capabilities.pdf
http://www.va.gov/opa/choiceact/documents/assessments/Assessment_B_Health_Care_Capabilities.pdf
http://www.va.gov/opa/choiceact/documents/assessments/Assessment_B_Health_Care_Capabilities.pdf
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Name of Study Study Objective Study Methodology Study Conclusions 

Physician 
Anaesthetists Versus 
Non-Physician 
Providers of 
Anesthesia for 
Surgical Patients  
(2014, The Cochrane 
Library) 

http://onlinelibrary.wi
ley.com/doi/10.1002/
14651858.CD010357.
pub2/abstract  

 

A scientific literature 
review was prepared by 
England-based The 
Cochrane Collaboration. 
They assessed the safety 
and effectiveness of 
different anesthesia 
providers for patients 
undergoing surgical 
procedures under general, 
regional or epidural 
anesthesia. Results from 
studies across countries 
worldwide (including 
developed and developing 
countries) were included. 

They studied more than 
8,000 unique research 
papers through literature 
review and chose six papers 
that met all of the 
requirements for inclusion 
in the final extensive 
analysis. They included 
studies which compared an 
anaesthetic administered by 
a non-physician 
anaesthetists (NPA) working 
independently with an 
anaesthetic administered by 
either a physician 
anaesthetist working 
independently or by a NPA 
working in a team 
supervised or directed by a 
physician anaesthetist. 

 

No differences in care were 
found between nurse 
anesthetists and physician 
anesthesiologists 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

http://onlinelibrary.wiley.com/doi/10.1002/14651858.CD010357.pub2/abstract
http://onlinelibrary.wiley.com/doi/10.1002/14651858.CD010357.pub2/abstract
http://onlinelibrary.wiley.com/doi/10.1002/14651858.CD010357.pub2/abstract
http://onlinelibrary.wiley.com/doi/10.1002/14651858.CD010357.pub2/abstract
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Name of Study Study Objective Study Methodology Study Conclusions 

No Harm Found 
When Nurse 
Anesthetists Work 
Without Supervision 
by Physicians (2010, 
Health Affairs)  
 
http://content.health
affairs.org/content/29
/8/1469.full.pdf  

 
 

Research firm RTI 
International examined 
nearly 500,000 individual 
Medicare cases in 14 
states that had  “opted 
out” of the federal 
requirement that CRNAs 
be supervised by a 
physician in order for a 
facility to be reimbursed 
by Medicare for 
anesthesia-related 
services.  

 

Study compared adverse 
outcomes – specifically, 
mortality and complication 
rates – in opt-out and non 
opt-out states, controlling 
for case complexity and 
patient characteristics. 

 

 No differences in patient 
outcomes when 
anesthesia services are 
provided by CRNAs, 
physician 
anesthesiologists, or 
CRNAs supervised by 
physicians. 

 Study recommended that 
the Centers for Medicare 
and Medicaid Services 
return to its original 
intention of allowing 
nurse anesthetists to work 
independently of surgeon 
or anesthesiologist 
supervision without 
requiring state 
governments to formally 
petition for an exemption. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

http://content.healthaffairs.org/content/29/8/1469.full.pdf
http://content.healthaffairs.org/content/29/8/1469.full.pdf
http://content.healthaffairs.org/content/29/8/1469.full.pdf
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Name of Study Study Objective Study Methodology Study Conclusions 

Cost Effectiveness 
Analysis of 
Anesthesia Providers 
(2010, Nursing 
Economic$) 
 
http://www.aana.com
/resources2/research/
Documents/nec_mj_1
0_hogan.pdf  

 

The Lewin Group analyzed 
data to examine the cost 
effectiveness of the 
alternative delivery 
models, and the 
implications of this for 
providing quality, cost-
effective anesthesia 
services. The cost, access, 
and quality of health care 
services in general will be 
affected the availability of 
cost-effective anesthesia 
services. 

Researchers conducted 
simulation modeling and 
claims analysis using the 
Ingenix national claims 
database of integrated 
medical and financial data 
from commercial payers for 
2008, and the 2006 National 
Survey of Ambulatory 
Surgery (NSAS). Study 
considered different 
anesthesia delivery models 
in use in the United States 
today: CRNAs acting solo, 
physician anesthesiologists 
acting solo, and various 
models in which a single 
anesthesiologist directs or 
supervises 1-6 CRNAs. 
 

 A CRNA acting as the sole 
anesthesia provider is the 
most cost effective model 
of anesthesia delivery. 

 The model in which one 
anesthesiologist 
supervises one CRNA is 
the least cost efficient 
model. 

 There are no measurable 
differences in quality of 
care between CRNAs and 
anesthesiologists or by 
delivery model. 

 As the demand for health 
care continues to grow, 
increasing the number of 
CRNAs, and permitting 
them to practice in the 
most efficient delivery 
models, will be a key to 
containing costs while 
maintaining quality care. 

 

 

 

 

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

