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RE: Request for Information on Pediatric Alternative Payment Model Concepts 
 

Dear Dr. Conway:  

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

comment on the Request for Information on Pediatric Alternative Payment Model Concepts.  

The issues addressed in our comment are outlined as follows: 

 

I. Background of the AANA and CRNAs 

 

II. CMS Should Support Innovative Cost-Effective Models in Healthcare Delivery such 

as Non-medically Directed Anesthesia Services Performed by CRNAs 
 

III. Encourage the Strategic Use of Anesthesia Services in the Development of New 

Pediatric Healthcare Payment Models 
 

IV. For Anesthesia, Interoperability of Health Information Should Communicate 

Across the Continuum of Patient Care and EHRs Should Use Standardized 

Taxonomies Across Technology Platforms  
 

V. The Focus of Measurement of Interoperability Should Not Be Limited to Only Use 

of Certified EHR Technology 

 

 

I. Background of the AANA and CRNAs 

The AANA is the professional association for Certified Registered Nurse Anesthetists (CRNAs) 

and student registered nurse anesthetists (SRNAs). AANA membership includes more than 

50,000 CRNAs and SRNAs, 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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approximately 43 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 are 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.   

 

CRNAs are involved in every aspect of anesthesia services including 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.  Nurse anesthesia predominates in Veterans 

Hospitals and in 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. 

 

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 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 
  An August 2010 study published in 

Health Affairs showed no differences in patient outcomes when anesthesia services are provided 

by CRNAs, physicians, or CRNAs supervised by physicians.
2
  Researchers studying anesthesia 

                                                             
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  

http://www.aana.com/resources2/research/Documents/nec_mj_10_hogan.pdf
http://content.healthaffairs.org/content/29/8/1469.full.pdf
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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
  Most recently, a 

study published in Medical Care (June 2016) found no measurable impact in anesthesia 

complications from nurse anesthetist scope of practice or practice restrictions.
4
 

 

CRNAs play an essential role in assuring that rural America has access to critical anesthesia 

services, often serving as the sole anesthesia provider in rural hospitals and affording these 

facilities the capability to provide many necessary procedures.  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.
5
  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 United States, 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.
6
   

 

 

 

 

                                                             
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 Negusa B et al. Scope of practice laws and anesthesia complications: No measurable impact of certified registered 
nurse anesthetist expanded scope of practice on anesthesia-related complications. Medical Care June 2016, 
http://journals.lww.com/lww-
medicalcare/Abstract/publishahead/Scope_of_Practice_Laws_and_Anesthesia.98905.aspx.  

5
 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  

6 Liao, op cit. 

http://onlinelibrary.wiley.com/doi/10.1002/14651858.CD010357.pub2/abstract
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.aana.com/resources2/research/Pages/NursingEconomics2015.aspx
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AANA Comment: CMS Should Support Innovative Cost-Effective Models in Healthcare 

Delivery such as Non-medically Directed Anesthesia Services Performed by CRNAs 

 

The AANA supports the aim of this alternative payment model which is to facilitate strategies 

for timely and appropriate delivery of family-centered, community-based, linguistically and 

culturally appropriate, cost-effective, and integrated services to all children and youth covered by 

Medicaid and CHIP.  Alternative payment models have the potential to drive value-based 

healthcare delivery, particularly in anesthesia care and related services, and meet the triple 

healthcare aims of improving patient experience of care, improving population health and 

reducing health care costs.  In the anesthesia and pain management arena, one innovative model 

that the agency should study as a cost-efficient model in healthcare delivery is non-medically 

directed CRNA anesthesia services.  

 

In most respects, 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.  However, Medicare Part B also authorizes 

payment for “anesthesiologist medical direction”
7
 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.  While this RFI does not cover the 

Medicare program, many Medicaid policies use these anesthesia payment models.  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.
8
  The CMS has also stated that medical direction is a 

condition of payment of anesthesiologist services and not a quality standard.
9
   

 

                                                             
7 42 CFR §415.110. http://www.gpo.gov/fdsys/pkg/CFR-2003-title42-vol2/pdf/CFR-2003-title42-vol2-sec415-130.pdf  

8
 Hogan, op cit. 

9 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/FR-1998-11-02/pdf/98-29181.pdf
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In demonstrating the increased costs associated with anesthesiologist medical direction, 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 the CRNA
10

 and $540,314 for the anesthesiologist
11

.  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 Non-medically 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 

 

 

                                                             
10

 AANA member survey, 2014 

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

http://www.mgma.com/
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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.  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), 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 38 million 

anesthetics in the U.S., and a considerable fraction of them being “medically directed,” the 

additional healthcare costs driven by 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 Medicaid for medical direction but did not perform all of the required services in each 

instance, then the likelihood of widespread 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,
12

 the 

professional journal of the American Society of Anesthesiologists.  The authors reviewed over 

15,000 anesthesia records in one leading U.S. hospital, and found supervision lapses in 50 

percent of the cases involving anesthesiologist supervision of two concurrent CRNA cases, and 

in more than 90 percent of cases involving anesthesiologist supervision of three concurrent 

CRNA cases.  This study raises critical issues about Medicare claims compliance in a common 

and costly model of anesthesia delivery at a time when quality, cost-effectiveness, and best use 

of Medicare resources are the focus of healthcare reform.  In the interest of patient safety and 

access to care, these additional costs imposed by medical direction modalities more than justify 

the public interest in recognizing and reimbursing fully for non-medically directed CRNA 

services within Medicare, Medicaid and private plans in the same manner that physician services 

are reimbursed.   

 

                                                             
12 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 consider such costs when developing and carrying out new 

systems for anesthesia reimbursement in new healthcare delivery models, and to favor 

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

such as for non-medically directed CRNA services.  

 

AANA Comment: Encourage the Strategic Use of Anesthesia Services in the Development 

of New Pediatric Healthcare Payment Models 

 

The AANA asks the agency to encourage the strategic use of anesthesia services in the 

development of new pediatric healthcare payment and service delivery models.  Anesthesia 

professionals, such as CRNAs, play an integral role in these procedures as proper anesthesia 

services management can make a tremendous difference in terms of improving patient flow, 

patient safety, and ultimately in cost savings.
13

  Conversely, research shows that suboptimal care 

in the preoperative, intraoperative, or postoperative phases of surgery may compromise care, 

resulting in poor patient outcomes and unnecessarily higher healthcare costs.
14

  Anesthesia is a 

small portion of the variable costs associated with procedures involving pediatrics.  We urge that 

any new pediatric payment models developed should emphasize the strategic consideration of the 

role of anesthesia delivery that is safe and cost-efficient and include the use of techniques such as 

Enhanced Recovery After Surgery (ERAS) programs, which help reduce costs and improve 

patient outcomes.
15

 

                                                             
13

 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. 
14 Miller TE, Roche AM, Mythen M. Fluid Management and Goal-Directed Therapy as an Adjunct to Enhanced 
Recovery After Surgery (ERAS). Canadian Journal of Anesthesia 2015; 62 (2)” 158-168. 
15 See for example Boulind CE, Yeo M, Burkill C, et al. Factors predicting deviation from an enhanced recovery 
programme and delayed discharge after laparoscopic colorectal surgery Colorectal Dis. 2011;14:103-110; Miller TE, 
Thacker JK, White WD, et al. Reduced length of hospital stay in colorectal surgery after implementation of an 
enhanced recovery protocol. Anesth Analg. May 2014;118(5):1052-1061; and Enhanced recovery care pathway. A 
better journey for patients seven days a week and better deal for the NHS. National Health Service2012-2013. 
http://www.nhsiq.nhs.uk/resourcesearch/publications/enhanced-recovery-care-pathwayreview.aspx. Accessed 
February 25, 2015. 

http://www.nhsiq.nhs.uk/resourcesearch/publications/enhanced-recovery-care-pathwayreview.aspx
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AANA Comment: For Anesthesia, Interoperability of Health Information Should 

Communicate Across the Continuum of Patient Care and EHRs Should Use Standardized 

Taxonomies Across Technology Platforms 

 

As the agency is interested in comments related to infrastructure development, we offer the 

following recommendations regarding interoperability and communication of patient information 

across technology platforms when it comes to the realm of anesthesia.  For anesthesia measures, 

we recommend that interoperability of electronic health records (EHRs) and other information 

systems should communicate across the continuum of patient care.  Disparate information 

systems should interface between offices, clinics, hospitals, and pharmacy platforms to 

communicate across the patient’s experience to increase patient safety, improve outcomes and 

decrease cost of care.   

 

We also recommend that EHR systems should include standardized taxonomy and fields and 

require providers to use these across various platforms to optimize communication of care and 

interoperability.  In the major anesthesia information management systems, some standardized 

taxonomies are present; however, valuable patient specific information is entered as free text or 

in unstructured data hindering data sharing and communication, in addition to making this 

information difficult to extract for quality reporting without manually reading the fields.   

 

The Focus of Measurement of Exchange and Use of Interoperability Should Not Be 

Limited to Only Use of Certified EHR Technology 

 

The AANA believes that a pediatric APM should not be restricted only to use of certified EHR 

technology.  Smaller facilities and anesthesia groups may not have the funds and resources 

necessary to participate in use of a certified, comprehensive EHR, but may purchase a standalone 

AIMS that is added to the facility EHR.  If the agency’s goal is to measure true interoperability, 

and if smaller EHR companies can construct an AIMS that is affordable for use by smaller 

provider groups, then these groups should be included in this measurement.  Furthermore, use of 

non-certified EHRs in measurement of interoperable EHR technology will also encourage 
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innovation in this field because having to get certified first will limit many programmers who are 

experimenting with novel methods of handling and accessing EHR data. 

 

We thank you for the opportunity to comment on this RFI.  Should you have any questions 

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

Government Affairs, Ralph Kohl, at 202.484.8400, rkohl@aanadc.com. 

 

Sincerely, 

 

 
Cheryl L. Nimmo, DNP, MSHSA, CRNA 

AANA President 

 

 

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

Ralph Kohl, AANA Senior Director of Federal Government Affairs 

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

mailto:rkohl@aanadc.com

