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Understanding CRNA Malpractice Insurance 401 
This is a chapter from a forthcoming book to be published by the American Association of Nurse Anesthetists 

 
INTRODUCTION 
 
Malpractice liability insurance refers to insurance coverage that protects a CRNA in the event of an act or 
omission that might arise as a result of the professional services provided (or not provided) by that 
CRNA.  Generally speaking, malpractice liability insurance provides coverage for all of the professional 
services that would fall under a CRNA’s licensure and scope of practice.   
 
In providing liability insurance for a CRNA, the insurance company agrees to defend and make payments 
on behalf of the CRNA regarding claims of bodily injury as a result of malpractice or negligence.  In 
return for this undertaking, the insurance company receives a premium payment from the CRNA.  It’s 
worth noting that an insurance policy is actually a legal contract between the CRNA and the insurance 
company. 
 
The insurance company is responsible for the expenses related to defending a CRNA against malpractice 
claims.  These expenses would include (but not be limited to) the following: 
 

Investigation costs 
Attorney fees 
Expert witness fess 
 

In the event that a claimant is successful in alleging malpractice against a CRNA, the insurance company 
is responsible for paying any judgment rendered (or a settlement if an agreement is made before trial) 
against the CRNA policyholder.  This payment is called an indemnity payment. 
 
All CRNAs should have a basic understanding of professional liability insurance.  Failure to do so could 
have dire financial and professional consequences. 
 
 

COMPARING OCCURRENCE and CLAIMS-MADE 
COVERAGE 
 
There are two forms of malpractice liability insurance:  occurrence and claims-made.  There are 
significant differences between the two forms of coverage.  It is important to know which form you have 
and how it works. 
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Occurrence Coverage 

You are probably already familiar with occurrence coverage even though you may not know it. For 
instance, if you purchase homeowners or automobile insurance, the liability coverage provided by those 
types of policies is occurrence coverage and not claims-made.  Occurrence coverage is both easier to 
understand and simpler than claims-made coverage.  Here is how it works:  If a claim or lawsuit results 
from something that occurred (hence the name “occurrence”) while the occurrence policy was in force, 
the claim would be covered regardless of when the claim was actually reported.  
 
Simply put, under an occurrence policy, it is the date of the incident that “triggers” coverage.  As long as 
the incident occurs during the policy period, coverage has been triggered.  Nothing else is required to 
trigger coverage under an occurrence policy. 
 
Here are some examples of how an occurrence policy works: 

No. Policy Period Incident Occurred Claim Made Outcome 

1. 
01-01-14 

to 
01-01-15 

 
11-06-13 

 
04-04-14 

The claim is not covered. While 
the claim was reported during the 
policy period, the incident 
occurred before the policy 
period. 

2. 
01-01-14 

to 
01-01-15 

 
03-16-14 

 
05-05-14 

The claim is covered. The 
incident occurred during the 
policy period. 

3. 
01-01-14 

to 
01-01-15 

 
8-28-14 

 
06-03-15 

The claim is covered. Even 
though the claim was made after 
the policy period, the incident 
occurred during the policy 
period. 

 

 

Claims-Made Coverage 

Just as with occurrence coverage, a claim will only be covered by a claims-made policy if the incident 
occurs during the policy period.  However, unlike an occurrence policy, the claim must also be made 
(hence the name “claims-made”) during the policy period. 
 
With an occurrence policy, only one date (the date of the incident) is needed to confirm coverage has 
been triggered.  With claims-made, two dates (and possibly three) are needed to determine whether 
coverage has been triggered: the date of the incident and the date the claim is reported. 
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Below are examples of how a claims-made policy works: 

No. Policy Period Incident Occurs Claim Made Outcome 

1. 
01-01-14 

to 
01-01-15 

 
11-06-13 

 
04-04-14 

Just as with the occurrence 
policy, this claim is not covered.  
The incident occurred before the 
policy period. 

2. 
01-01-14 

to 
01-01-15 

 
03-16-14 

 
05-05-14 

The claim is covered. The 
incident occurred during the 
policy period. 

3. 
01-01-14 

to 
01-01-15 

8-28-14 06-03-15 

Unlike the occurrence policy, 
this claim is not covered.   
While the incident occurred 
during the policy period, the 
claim was not made until after 
the policy period. 

 

As indicated, a claims-made policy requires that the claim must be made during the policy period.  So 
what happens if the policy is ever discontinued?   
 
In order for a claims-made policy to provide the same unlimited time for reporting claims as provided by 
an occurrence policy (so it can be considered “equal” from a coverage standpoint when comparing apples 
to apples), an extended reporting period endorsement (also known as a tail endorsement because it’s 
purchased at the end of the claims-made policy) must be purchased when the claims-made policy expires, 
is cancelled or is non-renewed.  This endorsement allows for additional time in which to report claims 
that occurred during the policy period. 
 
Please note, insurance companies only offer this tail endorsement for a limited time after the claims-made 
policy has ended, generally no more than 60 days and sometimes less. The cost of a tail is generally 100 
percent of the expiring claims-made policy premium. 
 
You should also be aware that not every insurance company offers a tail which provides an unlimited 
time in which to report claims.  Some companies offer a tail that only provides one year in which to report 
claims after the policy has ended.  Some companies will also charge up to 250 percent of the expiring 
claims-made policy premium for their tail endorsement. 
 
Using the third claims-made example in the table above, see how the situation changes when a tail is 
purchased. 
 
 
Policy 
Period 

Incident 
Occurs 

Tail Purchased Claim Made Outcome 

01-01-14 
to 

01-01-15 

 
08-28-14 

 
02-01-15 

 
06-03-15 

The claim is covered because the 
incident occurred during the policy 
period and, while the claim was not 
reported during the policy period, 
the insured had unlimited time to 
report claims because a tail was 
purchased. 
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Limits of Liability 

A malpractice liability policy has two sets of limits. The first limit is a per-occurrence limit, which is the 
most the insurance company will pay for any one claim.  Based on a per-occurrence limit of $100,000, 
outlined below are examples of how the per-occurrence limit works: 
 

Limit Per 
Occurrence 

Settlement or 
Judgment 

Amount Paid  
by Insurer 

$100,000 $63,000 $63,000 

$100,000 $107,000 $100,000 

 
 
The second limit a malpractice liability policy has is the aggregate limit. That’s the most the insurance 
company will pay for all claims in total against the policyholder during one policy period. 
 
Using the $100,000 per-occurrence examples from above, outlined below are examples of how these 
claims would impact a $300,000 aggregate limit. 
 

Settlement or 
Judgment 

Amount Paid  
by Insurer 

Aggregate Amount 
Remaining 

  $63,000   $63,000 $237,000 

$107,000 $100,000 $137,000 

 
For CRNAs, the most common set of liability limits is $1 million per occurrence and $3 million 
aggregate. 
 
Regarding limits of liability, occurrence coverage has a distinct advantage when it comes to limits of 
liability.  Malpractice liability insurance policies are usually issued for a 12-month period. When an 
occurrence policy is issued or renewed, it is considered a separate policy from any other occurrence 
policy issued before or after it. If a CRNA has occurrence policies in force from Jan. 1, 2014, through Jan. 
1, 2019, he or she will have five separate occurrence policies. As is the norm, things aren’t quite as simple 
with claims-made policies. 
 
Unlike occurrence policies, claims-made policies provide coverage on a continuous basis. If a CRNA has 
claims-made policies in force from Jan. 1, 2014, through Jan. 1, 2019, he or she will be considered to 
have had only one claims-made policy in force for that five-year period of time. This is where claims-
made gets even more complicated. 
 
When a CRNA buys his or her first claims-made policy, the date the claims-made policy first goes into 
effect is known as the retroactive date.  A retroactive date is specifically referenced on every claims-made 
policy.  And as long as the CRNA continues to keep a claims-made policy in force, each subsequent 
policy will also continue to reference the original retroactive date. 
 
This would even be the case if the CRNA moves his or her claims-made insurance coverage from one 
insurance company to another.  It is usual and customary in the malpractice insurance industry for one 
insurance company to accept a new claims-made policyholder without compelling that policyholder to 
buy a tail from his or her previous claims-made insurance company. 
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Because there is no requirement to purchase a tail from the previous insurance company, the new 
insurance company must ensure that the CRNA does not lose the opportunity to make a claim against the 
previous claims-made policy(s).  To do that, the new insurance company provides what is called ”prior 
acts” coverage.  To acknowledge the extension of prior acts coverage on a claims-made policy, the new 
insurance company simply references the CRNA’s original retroactive date on the new policy. 
 
It is worth noting that an insurance company will charge more for a claims-made policy with prior acts 
coverage than it will for a brand new claims-made policy.  The more prior acts coverage an insurance 
company must “pick up,” the more premium it will charge.  The charge normally levels off after five 
years of prior acts coverage have been provided.  The chart below illustrates the continuous nature of 
claims-made coverage by incorporating the retroactive date to show how the premium increases as the 
length of coverage increases. 
 

Policy Period 
Policy 

Effective Date 
Retroactive 

Date 

Policy 
Expiration 

Date 

Years of 
Coverage 

Premium 

01 -01-14 
to 

01-01-15 
01-01-14 01-01-14 01-01-15 1 $2,209 

01 -01-15 
to 

01-01-16 
01-01-15 01-01-14 01-01-16 2 $3,213 

01 -01-16 
to 

01-01-17 
01-01-16 01-01-14 01-01-17 3 $3,816 

01 -01-17 
to 

01-01-18 
01-01-17 01-01-14 01-01-18 4 $3,977 

01 -01-18 
to 

01-01-19 
01-01-18 01-01-14 01-01-19 5 $4,017 

01 -01-19 
to 

01-01-20 
01-01-19 01-01-14 01-01-20 6 $4,017 

 
As you will note from this chart, as long as a claims-made policy is kept continuously in force, the 
retroactive date remains unchanged.  You will also note that as the amount of prior acts coverage 
increases, the premium also increases until it levels off in the sixth year. 
 
It is here we recognize that three dates (rather than two) are needed to determine whether claims-made 
coverage has been triggered: the retroactive date, the date of the incident, and the date the claim is 
reported.  As initially explained, a claim will be covered under a claims-made policy if the incident occurs 
during the policy period and the claim is made during the policy period.  Now, with the addition of prior 
acts coverage on the policy, the event causing the claim does not have to occur during the policy period.  
For there to be coverage, the event causing the claim can go all the way back to the retroactive date listed 
on the claims-made policy. 
 
Because claims-made coverage is considered continuous, there is only ever one policy—the current one. 
And because there is only one policy, there is only one set of limits available. Assume that the claims-
made policyholder has limits of $1 million/$3 million.  So even if a CRNA has had claims-made coverage 
in force for five years (which means the current policy is providing coverage for a five-year period), the 
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most the claims-made policy is going to pay out for any and all claims that are reported for the five-year 
coverage period is $3 million. 
 
However, if a policyholder had occurrence coverage over that same five-year period, he or she would 
have limits of $1 million/$3 million available for each year of those five years since each one of those 
occurrence policies was a separate policy. Just as with the claims-made policy, the most an occurrence 
policy would pay out for any one claim would be $1 million. But since the policyholder had five separate 
occurrence policies, each one of those policies would provide a separate set of aggregate limits of $3 
million for its respective policy period. That means the policyholder would have an aggregate of $15 
million ($3 million multiplied by 5) in limits available to pay for multiple claims over that same five-year 
period. Here the separate limits provided by the occurrence policy favor the insurance buyer; the one 
policy limit provided by the continuous claims-made policy favors the insurance company. 
 
This illustration will help you visualize the difference in the limits of liability provided by occurrence and 
claims-made policies.  The occurrence policy limits are reflected at the top and the claims-made policy 
limit is reflected at the bottom. 
 

Available Limits of Liability  

$1 million/ 
$3 million 

$1 million/ 
$3 million 

$1 million/ 
$3 million 

$1 million/ 
$3 million 

$1 million/ 
$3 million 

 2014           2015      2016   2017          2018 

 

$1 million/$3 million 
2014                 2018 

 

Premiums 

A CRNA’s premium is based on two primary factors, the state where he or she works, and the policy’s 
limits of liability.  When it comes to occurrence and claims-made polices, the premiums for both policies 
are calculated differently based on how each policy provides its coverage.  

An occurrence policy provides coverage for any claim that occurs during a one-year period.  Let’s use 01-
01-14 to 01-01-15 as an example policy period.  As long as a claim is made against this policy for 
something that happened during this 01-01-14 to 01-01-15 policy, the occurrence policy will respond to 
defend the claim no matter when the claim is reported.  Unlike a claims-made policy, an occurrence 
policy always provides an unlimited time in which to report claims.  

As indicated earlier, an occurrence policy provides a new set of limits every year (with each policy 
representing a separate coverage period). If there are no changes to the policyholder’s state of practice or 
limits of liability, the occurrence policy remains identical year-to-year and so does the premium.   If the 
policyholder’s initial premium is $4,097 the first year, it will also be $4,097 the second year and 
subsequent years (assuming the insurance company does not raise or lower rates). 

As previously indicated, claims-made coverage is considered to be continuous. When you first buy a 
claims-made policy, the insurance company is only providing one year’s worth of coverage and it does 
not provide an unlimited period of time in which to report claims like an occurrence policy. If you renew 
the policy, the insurance company will now be providing two years worth of coverage because the 
company has to accept claims going back to the inception date of your first policy (the retroactive date). 
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As the length of coverage increases, so does the premium.  Claims-made premiums do not increase 
indefinitely though, and usually level off after the fifth year.  
 
Because of this, the premiums for claims-made policies start out lower than those of occurrence policies.  
In most cases, the premium for an occurrence policy is just slightly higher than the fifth-year premium of 
a claims-made policy.  In the case where the occurrence policy premium is $4,097, the fifth-year premium 
of a claims-made policy would be $4,017. 
 
With a claims-made policy based on the same underwriting characteristics as the $4,097 occurrence 
policy, the claims-made policy’s first-year premium would be $2,209 and the premiums for the four 
successive years would be as follows: $3,213, $3,816, $3,977 and $4,017. 
 
Unlike an occurrence policy, a claims-made policy does not automatically provide for an unlimited period 
in which to report claims; it is not “built in” like it is with an occurrence policy.  Nor does a claims-made 
policy premium account for it either. In order for a claims-made policy to have the same unlimited period 
of time to report claims as an occurrence policy (to be considered “equal” from a coverage standpoint 
when comparing apples-to-apples), a tail must be purchased when the claims-made policy expires (or is 
cancelled or non-renewed). For CRNAs, the cost of a tail is generally 100 percent of the expiring claims-
made policy premium. As an example, if the tail is purchased after the fifth year of coverage and the 
expiring fifth year policy premium is $4,017, the cost of the tail would also be $4,017. 
 
While claims-made coverage may seem the cheaper way to go initially ($2,209  vs. $4,097), once you add 
in the cost of the tail ($2,209) in order to make the claims-made policy equivalent to the occurrence 
policy, the claims-made policy actually costs $321 more ($2,209 + $2,209 – $4,097). Even if you 
consider total costs over a five-year period, the true cost of a claims-made policy ($21,249 or $2,209 + 
$3,213 + $3,816 + $3,977 + $4,017 + $4,017) is more than that of an occurrence policy ($20,485 or 
$4,097 x 5). As long as you recognize the cost of the tail in the calculation (which is necessary to make an 
accurate comparison), occurrence coverage is always more cost effective over time.  Below are 
illustrations comparing occurrence and claims-made premiums after one, three and five years of coverage. 
 
 

I. One Year 

Years of Coverage 
Claims-Made 

Premium 
Occurrence 
Premium 

Year 1 $2,209 $4,097 
Tail (100% of Yr 1) $2,209 N/A 

TOTAL $4,418 $4,097 
 

II. Three Years 

Years of Coverage 
Claims-Made 

Premium 
Occurrence 
Premium 

Year 1 $2,209 $4,097 
Year 2 $3,213 $4,097 
Year 3 $3,816 $4,097 

Tail (100% of Yr 3) $3,816 N/A 
TOTAL $13,054 $12,291 
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III. Five Years 

Years of Coverage 
Claims-Made 

Premium 
Occurrence 
Premium 

Year 1 $2,209 $4,097 
Year 2 $3,213 $4,097 
Year 3 $3,816 $4,097 
Year 4 $3,977 $4,097 
Year 5 $4,017 $4,097 

Tail (100% of Yr 5) $4,017 N/A 
TOTAL $21,249 $20,485 

 

Advantages of Occurrence Coverage 

An occurrence policy requires the insurance company to defend and/or pay a claim on a policyholder’s 
behalf for an incident that took place during the policy period. Just like a claims-made policy, the incident 
in question must have happened during the policy period. 
  
However, unlike a claims-made policy, there is no requirement that the claim must also be reported to the 
insurance company during the policy period. Regardless of when the claim is actually reported, the 
insurance company is always obligated to defend the occurrence policyholder as long as the wrongful act 
occurred during the occurrence policy period. On the other hand, if a claims-made policyholder wants 
additional time in which to report claims after the policy has expired, he or she must purchase a tail. And 
there is a significant cost associated with the purchase of a tail. 
 
It is also worth noting that not every insurance company sells a tail which provides an unlimited period of 
time in which to report claims.  Some only sell tails that are good for one, three, or five years.  The cost of 
tails also varies by insurance company.  Not all insurance companies charge 100 percent of the expiring 
claims-made policy premium for a tail; some charge 250 percent or more for tails that provide only a 
limited reporting time period. 
 
With occurrence coverage, even if a claim is not reported for 10 or more years after it happened, the 
insurance company must defend the policyholder as long as the incident occurred during the policy 
period. Since the occurrence insurance company is obligated to defend the policyholder for an unlimited 
period of time after the policy has expired, the policyholder never has to worry about buying a tail. 
If given the choice between claims-made and occurrence coverage, occurrence coverage should always be 
an insurance buyer’s first choice. Claims-made insurance was introduced long after occurrence coverage 
was established. Claims-made coverage was developed to benefit the insurance company (and not the 
insurance buyer) by reducing the insurance company’s potential to pay claims. 
 

IMPORTANT COVERAGE CONSIDERATIONS 

Coverage Options 

For a CRNA who has or is planning to have his or her own business, there are a wide variety of policy 
options available to address any business need or situation.  Here are some examples of the types of 
polices that are available: 
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 Daily, Weekly, Monthly Policies – For short-term assignments when you need to have 
your own policy. 
 

 Part-Time Policies – For CRNAs who work 1,000 hours or less per year and need to 
have their own policy.  The 1,000 hour policy provides coverage for approximately 20 
hours per week on average.  This weekly average is only used as an example.  There is no 
weekly cap on hours worked.  The 1,000 hours can be spread out however you like over 
the annual policy period. 
 

 Full-Time Policies – For CRNAs who work more than 1,000 hours a year and need to 
have their own policy. 

 
 Moonlighting Policies – For CRNAs who are covered by their employer’s or facility’s 

malpractice insurance in their primary job, but need their own policy for work they do 
outside of that primary job.  There is a 500 hour and a 1,000 hour policy.  The 500 hour 
policy provides coverage for approximately 10 hours per week on average and the 1,000 
hour policy provides coverage for approximately 20 hours per week on average.  Please 
note: These are weekly averages and only used as examples.  There is no weekly cap on 
hours worked.  The hours can be spread out however you like over the annual policy 
period.  

 
 Slot Policies – These are just like a full-time policy, but instead of covering only one 

CRNA, a slot policy can provide coverage for up to 10 CRNAs working up to 2,000 
hours per year in total.  Essentially, the number of CRNAs covered under the policy and 
the number of hours worked make up one full-time equivalent (FTE). 

 
 CRNA Groups and CRNA /Anesthesiologist Groups – Policies are available for 

groups and specifically address their coverage needs such as corporate coverage and 
vicarious liability coverage. 

 

 Staffing and Placement Agencies – Policies are available to accommodate the needs of 
these specialized businesses. 

 
 

Definition of a Claim 

This coverage issue would only be of concern to claims-made policy holders.  Since occurrence policies 
provide coverage for an unlimited period of time, when and what “triggers” coverage is not relevant like 
it is for a claims-made policy.  
 
Many insurance companies have a very liberal definition of a claim. Virtually any communication from 
the policyholder about a claim or an incident (such as the policyholder making the insurance company 
aware of an adverse outcome that might lead to a claim) to either the agent or the insurance company 
constitutes a report of a claim and triggers coverage. Unfortunately, that’s usually not the case for all 
insurance companies. 
 
Some insurance companies define a claim as actually being sued and served with suit papers; there must 
be a demand for money. Why is this definition a problem? Because it severely limits your ability to report 
a claim and reduces the time you have to report a claim if you’ve purchased less than an unlimited tail. 
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Suppose you are completing a renewal application for your current insurance company.  Every 
application asks the question, “Are you aware of any circumstances that may lead to a claim?” Suppose 
you are aware of a situation and answer, “Yes.”  The insurance company may decide not to renew your 
coverage based on this response. If you haven’t been sued and served with suit papers, you may end up 
having no coverage for this situation if the insurance company has a strict definition of a claim and isn’t 
willing to offer an unlimited tail. 
 
Assume that given the circumstances you’ve described on your application, the insurance company 
decides not to renew your policy. At that point, you might be offered less than an unlimited tail. You 
haven’t been sued or served with suit papers yet, but what happens if you are sued after the limited tail 
runs out? You’ll be on your own to pay for the defense of the claim and possibly a settlement or judgment 
as well. 
 
For an occurrence policy, the claim definition is really irrelevant since you have an unlimited period of 
time in which to report a claim.  For a claims-made policy, the combination of a strict claim definition 
and a limited reporting period can spell disaster. 
 

Defense Costs 
 
With many insurance companies, defense costs (such as investigation costs, attorney’s fees and expert 
witness fees) are provided in addition to your policy limits. The costs and expenses provided to defend 
you are virtually unlimited since there is no defined cap. 
 
However, with some insurance companies defense costs actually reduce your limits of liability. This 
means that if your insurance company incurs any defense costs on your behalf, your limits are reduced by 
that same amount. Essentially, your defense costs under the policy are limited to your policy limits. Given 
the right set of circumstances, your policy could be exhausted by defense costs before any claim is 
actually paid on your behalf. And considering that your insurance company is responsible for handling the 
claim, it is up to the company to decide what to spend on your defense.  You will have no say in the 
matter.  As you can see, it is very important to know whether defense costs reduce your limits of liability 
or not. 
 
 

Consent to Settle 
 
You want to select an insurance policy that requires your consent before the insurance company settles 
any claim on your behalf.  The ability of the insurance company to settle a claim on your behalf without 
your consent could have a significant impact on your professional future.  If a claim is paid out against 
you, by law it must be reported to the National Practitioner Data Bank (NPDB). This information could 
affect not only your reputation, but also your ability to practice in the future. 
 
The broadest consent to settle wording in an insurance policy would read like this:  “The insurance 
company will not settle any claim without your consent.”  This wording is simple and straightforward and 
has no limitations. 
 
This is another example of a very practical and functional consent to settle policy wording:  “We will not 
settle any claim without your consent.  If your consent is being withheld, at our expense we may request 
that a neutral arbitrator decide whether your consent has been unreasonably withheld.”  This process 
would be determined according to the rules promulgated by the American Arbitration Association. 
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While not as broad as the first suggested wording, this wording still allows for a reasonable solution if the 
insurance company and the policyholder cannot come to an agreement. 
 
The type of consent to settle policy wording you want to avoid would read like this:  “We will not settle 
any claim without your consent.  If you refuse to consent to any settlement recommended by the 
Insurance Company, then the Company shall be relieved of any further duty to defend the claim, and the 
Company’s liability shall not exceed the amount for which the claim could have been settled.” 
 
In the insurance industry this wording is often referred to as the “hammer clause.”  If the policyholder 
elects not to settle the claim, the insurance company is saying that if the payout ends up being more than 
what the insurance company could have settled the claim for, the policyholder becomes responsible for 
the difference in the payout.  In effect, this unknown potential difference is usually enough to compel the 
policyholder to settle the claim.  In essence, the insurance company has used this consent to settle policy 
wording as a “hammer” against the policyholder. 
 
What you definitely want to avoid is a policy that has no consent to settle policy wording at all.  Even 
though you may have done nothing wrong and there is no negligence on your part, you never want to find 
yourself in a situation where the insurance company can make the business decision that it would be less 
expensive to pay a claimant’s demand rather than to defend you and your professional reputation. 
 
 

Deductibles 

Insurance policies for CRNAs do not normally have a deductible.  The financial impact of having a policy 
with a deductible can be significant.  If you ever have a claim, you are going to have some expenses you 
neither planned nor budgeted for. Even if there is no payment made to the patient/claimant/plaintiff in the 
end, there will always be legal expenses and you will have to share in those expenses if you have a policy 
with a deductible.  It is important to note that a deductible is normally charged each and every time there 
is a claim.  As such, the potential costs related to the deductible should be considered when calculating 
the true cost of an insurance policy.  An insurance policy with a deductible should only be considered as a 
last resort. 
 
 

Ancillary Coverages 
 
If you have a malpractice policy from a reputable insurance company that specializes in insuring CRNAs, 
these are some of the types of ancillary coverage you will normally find included as part of your policy:  
 

 Administrative/Disciplinary Hearings – This policy extension provides coverage for any legal 
expenses you might incur regarding a license complaint or administrative review by a regulatory 
authority, such as the board of nursing (BON).  It is important to note that should any insurance 
company pay a claim out on your behalf, the company is required to report that payment to the 
NPDB. In addition to the NPDB, insurance companies are also required to report the claim 
settlement to the BON in the state in which the claim was filed.  This coverage will pay for 
attorney fees for investigation and defense as well as travel, food, lodging and wage loss if 
necessary. 
 

 Deposition Representation - Should you be required to give a deposition for a claim you are not 
a party to, this coverage will pay for your legal preparation for a deposition when you receive a 
subpoena for documents or testimony arising out of professional services.  Having this coverage 
could prevent you from being drawn into a claim. 
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 Information Privacy (HIPAA) – This coverage extension will pay fines and penalties pursuant 

to the Health Insurance Portability and Accountability Act (HIPAA) which you become legally 
obligated to pay if you are involved in a HIPAA violation related to the management and 
transmission of confidential health information.  This coverage extension will also reimburse you 
for notification costs related to the disclosure of confidential personal information. In addition, 
legal fees and all other reasonable and necessary fees, costs and expenses will be covered.  Please 
note, HIPAA fines and penalties do not include fines and penalties imposed for a knowingly 
wrongful disclosure of individually identifiable health information. 

 
 Defendant Expense – This coverage extension will reimburse you for expenses such a travel, 

food, lodging and wage loss when you are required to attend a trial, hearing or proceeding arising 
from a covered claim. 

 
 

Policy Exclusions and Limitations 
 
Every insurance policy has exclusions.  Many of these exclusions deal with risks that are completely 
uninsurable for any insurance company.  Examples of such risks include claims resulting from pollution, 
asbestos and war. 
 
In many cases, some of the risks excluded under a malpractice policy are insurable, but they are not risks 
normally associated with malpractice insurance. Examples would be claims related to automobile, 
property and workers compensation insurance. 
 
Besides the standard policy exclusions described above, you need to be diligent about identifying 
coverage restrictions or limitations that your policy might impose upon you.  Here’s an actual example of 
non-admitted policy wording that potentially restricts coverage for a CRNA: 
 

The Named Insured warrants that the information furnished to the Company on his/her 
application for insurance applies to all practice activities wherever conducted and accordingly 
agrees to the following: 
 

a) during all anesthetics, the patient’s oxygenation, ventilation, circulation and 
temperature shall be continually monitored; 
 

b) the Named Insured shall be present in the operating room throughout the 
conduct of all general anesthetics, regional anesthetics and monitored anesthesia 
care; and 

 
c) with respect to proper functioning of alarms, the Named Insured shall test all 

alarms prior to each use, and shall not disable any alarm prior to or during use 
of the subject equipment. 

 
Simply put, if a CRNA were to fail to do any one of the things listed above, he or she would not be 
covered for the claim related to his or her inaction.  This is not the sort of exclusion you would normally 
find on a policy from an admitted insurance company. 
 
As you can see, it’s extremely important to understand exactly what your policy covers and what it 
doesn’t.  You need to find out if your policy prevents you from doing any specific procedures or working 
at any particular practice settings.  Do you have to have a certain number of years experience before a 
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policy will allow you to work to the fullest extent of your licensure and scope of practice?  Does the 
policy require any supervision or medical direction for you to be covered by the policy? 

 
 
SELECTING AN INSURANCE COMPANY 
 
Financial Security  
 
Financial security should be your most important consideration when choosing an insurance company.  It 
could take years before you are even aware you have a malpractice claim and it could take even more 
years before the claim is resolved.  You want to make sure your insurance company can pay claims not 
only today but also in the future. 
 
How can you determine if your insurance company is financially sound?  The definitive source for 
financial information on insurance companies is Best’s Insurance Reports.  The A.M. Best Company was 
the first insurance rating organization (1889) and is recognized as the industry leader.  It is independent 
and receives no funding from insurance companies.   
 
A.M. Best assigns a rating to almost all insurance companies.  Best’s ratings represent an opinion based 
on a comprehensive quantitative and qualitative evaluation of a company’s balance sheet strength, 
operating performance and business profile.  The object of Best’s rating system is to provide an opinion 
of an insurer’s financial strength and ability to pay claims. 
 
Best’s rating opinions are divided into two broad categories – secure and vulnerable.  This delineation 
provides a gauge of how A.M. Best views a company’s ability to meet its obligation to policyholders.  
Based on Best’s Solvency Studies, secure rated companies have experienced a very low failure frequency, 
one that is significantly lower than vulnerable rated companies.  Outlined below are Best’s ratings for 
secure and vulnerable insurance companies: 
 
 - Best’s Secure Ratings-    - Best’s Vulnerable Ratings- 
 A++ and A+…………..Superior    B and B-…………..Fair 
 A and A-…………….Excellent    C++ and C+………Marginal 
 B++ and B+…………Very Good   C and C-………….Weak 
        D………………….Poor 
 
To enhance the usefulness of its ratings, Best assigns each rated insurance company (A++ through D) to a 
financial size category (FSC).  Many insurance buyers only want to consider buying insurance coverage 
from a company they believe has sufficient capacity to meet its obligations.  With Best’s FSC scale, 
insurance buyers can easily identify such companies. The table below shows Best’s financial size 
categories: 
 
FSC I less than 1   FSC V 10 to 25  FSC IX 250 to 500  FSC XIII 1,250 to 1,500 

FSC II 1 to 2  FSC VI 25 to 50  FSC X 500 to 750  FSC XIV 1,500 to 2,000 

FSC III 2 to 5  FSC VII 5 to 100  FSC XI 750 to 1,000  FSC XV greater than 2,000 

FSC IV 5 to 10  FSC VIII 100 to 250  FSC XII 1,000 to 1,250  FSC     

 
Unless you have no other option, you should avoid purchasing insurance from an insurance company that 
does not have a secure rating (A++ through B+) from Best.  Likewise, you should avoid at all costs any 
insurance company that is not rated by Best.  This is particularly true if you are considering purchasing 
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coverage from a non-admitted insurance company or a risk retention group.  (See more on this in the risk 
retention group section.) 
 
 
 

Comparing Admitted and Non-Admitted Insurance Companies  
 
From a state regulatory standpoint, insurance companies can do business on an admitted and/or non-
admitted basis. There are significant differences between the two. 
 
To be considered admitted, an insurance company must have its rates (the premiums that it charges) and 
its policy form (the coverage it provides) approved by the department of insurance in the states where it 
plans to do business. Once approved, that company is considered admitted and can sell only the policy 
form it was approved to sell. The admitted company cannot charge a higher premium than was approved, 
nor can it restrict or reduce the coverage of the policy it was approved to sell. To some degree, this can 
limit some of the applicants an admitted insurance company may be willing to insure. 
 
For example, an admitted property insurance company may be more than happy to provide coverage for a 
building located in the Midwest. If, however, that same building was located in a hurricane-prone area of 
the country, that company may be reluctant to provide coverage because it feels that its policy’s coverage 
is too broad or its premiums are too low for the risk they would have to assume. In this case, the property 
insurer could decline to provide coverage for the building located in the hurricane-prone area. 
 
In order to provide coverage for applicants who are declined by admitted insurance companies, state 
departments of insurance allow insurance companies to provide coverage on a non-admitted basis.  
Because they are willing to accept applicants who do not meet normal underwriting guidelines, non-
admitted companies are able to charge whatever premium they want and can limit or restrict their policy 
form however they want. The policy forms and rates used by non-admitted insurers are neither reviewed 
nor approved by any state department of insurance. A non-admitted company is not held to the same 
stringent insurance laws and regulations as an admitted insurer. Clearly, the non-admitted insurance 
product will not be as consumer-oriented as the admitted insurance product.  
 
For applicants who can’t secure coverage in the admitted company marketplace, non-admitted insurance 
companies fill a very important void. For CRNAs who have had claims, substance abuse issues, licensure 
issues or other unusual risk characteristics, coverage from a non-admitted insurance company is the 
appropriate and, many times, only coverage option. 
 
According to most state department of insurance regulations, an insurance agent is prohibited from 
offering coverage from a non-admitted insurer unless the applicant has been declined by an admitted 
insurance company (and the declination must come from an admitted insurance company that regularly 
insures the type of applicant in question, not just any admitted insurance company). Again, in most states 
the agent is even required to complete an affidavit that the applicant has been declined by an admitted 
insurance company before insuring that applicant with a non-admitted insurer. 
 
As an example of how state departments of insurance regulate the offering of non-admitted insurance, 
consider Texas. According to the Texas Insurance Code (Chapter 981), an eligible non-admitted insurer 
may provide non-admitted insurance only if the insurance cannot be obtained, after a diligent effort, from 
an insurer admitted to provide and actually providing that kind and class of coverage in Texas. Simply 
put, for CRNAs in Texas who have not been declined by an admitted insurance company that insures 
CRNAs, any coverage offered them from a non-admitted insurance company is done so improperly.  The 
same is true in virtually every other state. 
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For various reasons (including financial ones), CRNAs who have not been declined by admitted 
insurance companies are often offered coverage through non-admitted insurance companies.  
Unfortunately, this coverage is being offered improperly and without appropriate disclosure to the CRNA. 
Agents who improperly insure individuals with non-admitted insurance companies would seem to be 
putting their interests ahead of their CRNA clients. 
 
If you don’t purchase your own policy, but do purchase daily coverage from one of the staffing/placement 
agencies, you also need to have an understanding of non-admitted insurance companies. In nearly every 
instance, the daily coverage sold through the staffing/placement agencies is being provided by non-
admitted insurance companies. 
 
If you have your own policy, the first thing you need to do is ask your agent if your policy is being 
provided by a non-admitted insurance company (also referred to as “excess and surplus” or “surplus 
lines”). If the answer to that question is “Yes,” you then need to seek answers to the following questions 
as well: 
 

1. Were you properly notified that you were being insured by a non-admitted insurance 
company?  

 
Anyone whose insurance is provided by a non-admitted insurer is supposed to be notified of this fact. 
In most cases, your state department of insurance will require that you be advised that your policy is 
placed with a non-admitted insurer. Your state department of insurance will also require that you be 
advised that the non-admitted policy is not protected by the state guaranty fund (more on this later) 
and that the policy may not conform to state insurance department regulations designed to protect 
policyholders who purchase their insurance from admitted insurance companies. 
 
2. What type of coverage are you being provided? 

 
In virtually every instance, the coverage you’ll be provided will be on a claims-made basis.  As 
outlined earlier, claims-made coverage is very complicated and is not as beneficial to the policyholder 
as occurrence.  Claims-made coverage should only be considered if occurrence coverage is not an 
option. 

 
3. How long will your tail protect you? 

 
Admitted insurance companies normally provide tail coverage that gives the policyholder an 
unlimited period of time in which to report a claim. The policyholder never has to worry about 
reporting a claim with this unlimited reporting period. 
 
An unlimited tail even has value when a claim is reported after the statute of limitations. If a suit is 
made after the statute of limitations, somebody still has to go to court to point out the fact that the 
statute is up. An attorney has to be hired. Paperwork has to be drawn-up. Costs are incurred. If a 
claim like this is reported to a company that provides an unlimited reporting period that company will 
pay all of the costs and expenses. 
 
If you have patients who are minors, an unlimited reporting period can also be very important. In 
many states, the statute of limitations doesn’t begin to run until a minor reaches the age of majority. 
You could possibly be involved in a claim 20 years after the original event. An unlimited reporting 
period is priceless in this circumstance. 
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Non-admitted insurance companies generally offer tails that provide only a one-year reporting period. 
After that oneyear is up, no coverage is provided by the non-admitted insurance company. The 
policyholder must bear all the costs in defending any claim that occurs after the one-year reporting 
period ends. Since the vast majority of claims aren’t even reported in a year’s time, a one-year 
reporting period may end up being virtually worthless. 

 
Understanding how the limited tail works is especially critical for CRNAs who are switching from an 
admitted insurance company to a non-admitted insurance company. 

 
When switching between claims-made insurance companies, you generally have two options to 
protect yourself from claims that might come up. You can either purchase a tail from your expiring 
insurance company, or you can purchase prior acts coverage from your new insurance company. 

 
If you are switching from one admitted company to another, either option is equally beneficial. If you 
are switching from an admitted company to a non-admitted company, however, there is a significant 
difference. If you choose to secure prior acts coverage from the non-admitted company rather than a 
tail from the admitted company, you are giving up the opportunity to have an unlimited period of 
time to report claims that might have occurred under your admitted policy period.  Eventually you 
will only have a year to report all your claims. You will also be faced with all the other issues and 
restrictions of a non-admitted policy that you didn’t have with an admitted policy (additional 
information on this below). 

 
The cost may make it seem more attractive to purchase prior acts coverage from your new non-
admitted insurer, but with the significant reduction in coverage that it brings, you are much better off 
purchasing your tail from your expiring admitted insurance company. 

 
4. How much will your tail cost? 

 
For admitted insurance companies the charge for tail coverage is 100 percent of the expiring 
premium. As an example, if the expiring premium is $3,500, the charge for the tail would also be 
$3,500. As indicated in the previous question, this charge is for a tail that provides an unlimited 
reporting period. 
 
On the other hand, most non-admitted insurance companies will charge at least 125 percent for a tail. 
In most cases, this charge is for a tail that only provides a one-year reporting period. Many claims 
aren’t even reported in a year’s time. If a non-admitted insurance company does offer a tail with a 
longer reporting period, it will be at a substantially higher price than 125 percent of the expiring 
premium. It is also very unlikely that a non-admitted insurance company would ever offer a tail with 
an unlimited reporting period. 
 
There is another benefit of the tail coverage provided by admitted insurance companies that is often 
overlooked. If you are insured by an admitted insurance company and you retire, your tail will be 
provided to you free or at a discount. Admitted insurance companies also provide free tails to 
policyholders that die or become totally and permanently disabled. Non-admitted insurance 
companies never give free or discounted tails. For CRNAs nearing retirement, this is an important 
consideration not to be overlooked if they are thinking about changing insurance companies. 
 
As with any claims-made policy, non-admitted or not, the cost of the tail should be considered when 
calculating the true total cost of the policy. 
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5. How does your insurance company define a claim? 
 

As discussed earlier, the definition of a claim for an admitted insurance policy is really irrelevant 
since you would either have an occurrence policy or you would have the option of purchasing an 
unlimited tail if you had a claims-made policy.  In either case you would have an unlimited period of 
time in which to report a claim and trigger coverage. 
 
The same would not be true for a non-admitted claims-made policy.  The combination of a restrictive 
claim definition and a tail which only provides a limited time in which to report claims could easily 
leave a policyholder without coverage 

 
6. Does your policy provide a “consent to settle” provision? 

 
Non-admitted insurance companies (as well as many admitted insurance companies other than CNA 
and Medical Protective) don’t normally provide consent to settle coverage as part of their policies. 
This means that if you are involved in a claim, the insurance company doesn’t need your consent to 
settle the claim. Even though you may have done nothing wrong and there was no negligence on your 
part, the insurance company can make the business decision that it would be less expensive to pay a 
claimant’s demand rather than defend you and your professional reputation. 
 
The ability of the insurance company to settle a claim on your behalf without your consent could have 
a significant impact on your professional future. If a claim is paid out against you, by law it must be 
reported to the National Practitioner Data Bank. This information could affect not only your 
reputation, but your ability to practice in the future.  
 
7. How much will your policy premium be? 

 
This is an especially important question if you are purchasing a claims-made policy. Generally 
speaking, claims-made premiums stair-step up over a five-year period. This is true of both admitted 
and non-admitted policies. 

 
The importance of knowing what premium you’ll have to pay (both now and in the future) will help 
you determine what the cost of your tail will be. As indicated previously, the price of the tail is based 
on a percentage of the policy premium. This is true of both admitted and non-admitted insurance 
companies. If you plan to have coverage in force for more than a year, you should have some idea of 
how much your tail is going to cost in the future. 
 
Since admitted insurance companies must have their rates approved, they can give you a fairly 
accurate idea of what your premiums will be over a five-year period. With information like this, 
you’ll have a good idea of what your tail will cost in the future and you’ll be able to determine the 
true cost of your coverage over time, not just what it will be this year. 
 
As previously explained, non-admitted insurance companies don’t have to have their rates approved. 
They can charge anything they want.  Knowing that their applicants have few, if any, other options 
available, many non-admitted insurance companies charge less-than-competitive premiums. 
 
Few non-admitted insurance companies are willing to estimate future years’ premiums. This is 
unfortunate. Whether the non-admitted premium is high or low the first year, how much will it go up 
the second year is a mystery. With a non-admitted insurance company, the premium could double or 
even triple. 
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In some cases, the first-year non-admitted premium may be artificially low. Why is this?  Even if a 
bad outcome occurs in the first policy year, the likelihood of a claim actually being submitted in the 
first year is very remote. The insurance company knows this. Also, with a restrictive claim definition 
and a tail which provides only a limited reporting period, the likelihood that a non-admitted insurance 
company will have to respond to a claim is much less that that of an admitted insurance company. A 
non-admitted insurance company knows it doesn’t need to charge an adequate premium the first year 
because it can make it up in future years. This is especially true since non-admitted insurance 
companies can charge anything they want. Without estimates of future years’ premiums, it is 
impossible to gauge what the true cost of your insurance will be over time. 
 
8. Does your policy have a minimum premium? 

 
Most non-admitted insurance companies charge a minimum amount in order to provide the policy. 
This minimum is generally 25 percent of the total policy premium. As an example, if the total policy 
premium is $6,000, the minimum premium charge you will have to pay is $1,500. In this case, if you 
cancel your non-admitted policy after a month (or a week or a day for that matter) you will have to 
pay $1,500. 
 
Admitted insurance companies don’t usually charge a minimum premium. If you were to cancel a 
$6,000 policy purchased from an admitted insurance company after a month of coverage, you would 
pay approximately $500 ($6,000 /12).  
 
The tail on a non-admitted policy usually has a minimum premium as well. The charge for the tail 
will most likely be determined as a percentage (normally 125 percent for a one-year reporting period) 
of the annual premium even if you cancel your policy early. 

 
If you cancel a $6,000 policy after six months, both the admitted and non-admitted insurance 
companies would charge $3,000. The admitted insurance company would charge $3,000 for the tail 
($3,000 x 100 percent) but the non-admitted insurance company would charge $7,500 ($6,000 x 125 
percent) for the tail. Total cost for the admitted policy for six months would be $6,000 ($3,000 + 
$3,000). Total cost for the non-admitted policy would be $10,500 ($3,000 + $7,500).  
 
9. Is there a deductible?  

 
Unlike policies from admitted insurance companies, policies provided by non-admitted insurance 
companies usually have a deductible. That means if you ever have a claim, you are going to have 
some out-of-pocket expenses. Even if there is no payment made to a third party (the 
claimant/plaintiff) in the end, there will be legal expenses and you will have to share in those 
expenses if you have a policy with a deductible. This deductible will be charged each and every time 
there is a claim. 
 
The minimum deductible on a non-admitted policy is $1,000, and many times it is as much as 
$5,000. The potential costs related to the deductible should be considered when calculating the true 
cost of a non-admitted insurance policy. 
 

 
10. How are defense costs handled under my policy? 

 
With admitted insurance companies, defense costs (such as investigation costs, attorney’s fees and 
expert witness fees) are provided in addition to your policy limits. Costs and expenses provided to 
defend you are virtually unlimited under an admitted policy since there is no defined cap. 
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With non-admitted insurance companies, defense costs generally reduce your limits of liability. This 
means that if your non-admitted insurer incurs any defense costs on your behalf, your limits are 
reduced by that amount. Essentially, your defense costs under a non-admitted policy are limited to 
your policy limits.  CRNAs working in states where $1 million per occurrence limits aren’t the norm 
(such as Florida, Michigan and Texas) should be especially wary. Given the right circumstances, your 
policy could be exhausted by defense costs before any claim is actually paid on your behalf. And 
considering that your insurance company is responsible for handling the claim, it is up to that 
company to decide what to spend on your defense. If the non-admitted insurance company’s 
maximum financial obligation is limited to the policy limit (unlike an admitted company which 
provides defense costs in addition to the policy limit), the non-admitted insurance company doesn’t 
really care if it exhausts the policy limit on defense costs or not; there is nothing to motivate it to save 
money to pay the claim. Once the policy limit is exhausted, the insurance company’s responsibility 
ends even if there’s a settlement or a judgment against you. Unfortunately, you will have no 
say in the matter. 

 
11. What are the fees and taxes?  

 
Most states require that certain fees and taxes be paid as part of the transaction on a policy purchased 
from a non-admitted insurance company. These fees and taxes are paid by the policyholder and are in 
addition to the premium that is paid to the non-admitted insurer. Generally speaking, there are never 
any additional charges on policies purchased from an admitted insurance company. 
 
The fees and taxes can increase the total cost you pay for the policy by 2 percent to 8 percent. If you 
cancel a non-admitted policy before the end of its term, the unearned portion of these fees and taxes 
may not be refundable.  
 
The amounts of the fees and taxes should be itemized and clearly explained. You should know 
exactly what you are paying for; this will help avoid paying for any hidden charges. All fees and taxes 
should be considered when calculating the true cost of a non-admitted insurance policy. 
 
12. Will you have access to your state’s guaranty fund if your insurance company goes 

bankrupt? 
 

This is where you will probably find the most important difference between admitted and non-
admitted insurance companies. 
 
Every state has what is called a guaranty fund.  State guaranty funds provide coverage for resident 
policyholders of insurance companies licensed to do business in their states.  A state guaranty fund 
will protect resident policyholders in the event an insurance company can no longer pay claims or 
becomes insolvent.  The fund only protects policyholders of admitted insurance companies. 
 
No protection is afforded to non-admitted insurance companies by your state’s guaranty fund. In the 
event that an admitted insurer is financially unable to pay claims, financial assistance would be 
available to its policyholders through their state’s guaranty fund. However, when a non-admitted 
insurance company is financially unable to pay claims, the company’s policyholders are left to fend 
for themselves. 
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Risk Retention Groups (RRGs) 
 
Generally speaking, insurance companies can take on one of four basic legal forms: stock, mutual, 
reciprocal or risk retention group (RRG).  
 
Stock companies are the most common.  They are owned by shareholders just like the publicly traded 
companies you see on the New York Stock Exchange or other exchanges.  Mutual companies are owned 
exclusively by the policyholders and often pay dividends to their policyholders.  A reciprocal company is 
a consortium of many separate companies.  This is very rare, although the well-known Lloyds of London 
is this type of structure.  RRGs came into existence as a result of the federal Risk Retention Act of 1986.  
That act allows an RRG to form as an insurance company but only requires that it follow the insurance 
laws of one state no matter how many states it does business in. 
 
There is nothing inherently good or bad about any of these forms of companies.  If a stock company is 
badly managed or has a run of bad luck, it can go out of business.  So can a mutual, reciprocal or RRG.  
When it comes to the insurance, what matters most is the financial strength of the company. 
 
While stock, mutual and reciprocal companies all have the potential to act as either admitted or non-
admitted companies, the same is not true of RRGs.  In most cases, an RRG is very similar to a non-
admitted insurance company. 
 
Just like non-admitted insurance companies, RRGs are far less regulated than admitted insurance 
companies. Their policies and premiums don’t have to be approved or even reviewed by the departments 
of insurance in the states where they do business.  An RRG is not held to the same stringent insurance 
laws and regulation as an admitted insurance company.  Insurance policies purchased from RRGs may 
contain coverage limitations and restrictions not normally found in policies from admitted insurance 
companies. 
 
An RRG is governed by the regulations of the one state in which it is domiciled (unlike admitted 
insurance companies which are regulated in every state in which it does business).  If an RRG is 
appropriately capitalized and operated, it can be a viable insurance alternative.  However, since there’s 
less regulatory scrutiny in some states, some RRGs are not adequately capitalized and charge inadequate 
premiums. 
 
This potential that an RRG might not be financially sound presents a reason to be concerned about 
purchasing an insurance policy from it.  Does it have a “secure” rating from Best?  If not, there is even 
greater reason to be concerned. Just like non-admitted companies, RRGs are provided no protection 
whatsoever from state guaranty funds.  If you’re insured by an RRG and it is unable to pay claims or 
becomes insolvent, you will have absolutely no coverage available to you. 

 
 
Other Insurance Company Considerations 
 
Just because you have found a financially secure insurance company that provides coverage on an 
admitted basis doesn’t mean that you should buy your malpractice insurance from that company.  There 
are a few more questions you are going to want to ask before buying a policy. 
 
How long has the insurance company been in business?  The more experience a company has, the 
greater its opportunity for success.  Companies just starting out have the highest rate of failure.  You want 
your insurance company to be well established with a proven track record.  When you buy an insurance 
policy, you’re buying a promise from the insurance company that it will pay a claim if you ever have one.  
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Most medical malpractice claims take more than five years to process and resolve.  You want to make 
sure that the insurance company you do business with today will still be in business five years from now 
if you don’t have to report a claim until then. 
 
How long has the company been insuring CRNAs?  Does the insurance company have experience 
insuring CRNAs or is this a new class of business for the company?  If the company is new to insuring 
CRNAs, how can it accurately price its premiums?  And what if it sets those premiums too low?  If the 
company is new to insuring CRNAs how will claims be handled?  If the company only recently started 
insuring CRNAs, how can you be sure that it’s committed to insuring CRNAs for the long term and it’s 
not just taking advantage of favorable market conditions? 
 
If your company insures primarily physicians, will the company’s management have an impact on 
you as a policyholder?  If your insurance company insures primarily physicians, do physicians have a 
large say in how the company is run?  If so, how do these physicians in management view “non-
physician” and “allied healthcare” providers?  If both you and a physician are involved in a claim, will 
you be treated equally?  Will the insurance company be an advocate for your profession or are they just 
looking for our premium dollars to promote their agenda? 
 
Does the insurance company specialize only in malpractice insurance?  This question really applies to 
those insurance companies with questionable financial strength.  Insurance is all about “spread of risk.”  
You don’t normally want “all of your eggs in one basket.”  If possible, an insurance company normally 
wants to insure a lot of different types of policyholders in a lot of different lines of business.  If a specialty 
malpractice insurance company doesn’t plan correctly, there are no other lines of business to provide 
support in case things go wrong and the results can be devastating.  Malpractice-only insurance 
companies that are relatively new face far more challenges than those that have been established for 
decades. 
 
 

SELECTING AN INSURANCE AGENT 

Your choice of agent is probably the most important factor to consider when purchasing professional 
liability insurance. You will be relying very heavily on this person’s advice. Make sure this person is an 
expert and who knows what he or she is talking about. 
 
Select an agent who specializes in handling professional liability for healthcare providers. If possible, 
select an agent who specializes in professional liability for CRNAs. Just like in healthcare, there are times 
when you want a specialist rather than a generalist. 
 
Your professional liability coverage is not the sort of insurance you want to leave up to your automobile 
or homeowners agent.  As you probably understand now from claims-made coverage, professional 
liability can be very complicated. You want somebody who understands this coverage and deals with it on 
a daily basis. 
 
An agent who specializes in professional liability generally handles a large number of policies. That 
means the agent will certainly have more clout with the insurance company than the agent who handles 
only a few policies. That’s important to you. That clout may be useful to  you if you’re ever involved in a 
claim or have a coverage need that’s out of the ordinary. 
 
 
 


