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It has been over 150 years that certified registered nurse anesthetists (CRNA) have safely 

administered anesthesia, giving approximately 40 million anesthetics a year (Malina & Izlar, 

2014).  According to the American Association of Nurse Anesthetists (AANA), CRNAs are the 

sole providers of anesthesia in many hospitals and ambulatory centers in rural America (AANA, 

2016). In 2001, the Center for Medicare and Medicaid Services (CMS) changed federal 

regulations stating that CRNAs no longer needed to be medically supervised, allowing state 

governors to opt out of facility reimbursement requirements; currently there are 17 states that 

allow CRNAs to give anesthesia without medical supervision (AANA, 2016). 

 Research shows there is no difference in rates of mortality, safety or effectiveness 

between CRNAs working independently or under anesthesiologist supervision versus solo 

anesthesiologists, when providing anesthesia care to surgical patients under general, regional or 

epidural anesthesia (Lewis, Nicholson, Smith & Alderson, 2014). Results from a cost 

effectiveness analysis of anesthesia providers revealed the independently practicing CRNA 

anesthesia delivery model was the lowest in cost and yields the most revenue as compared to any 

medically supervised/directed model involving an anesthesiologist (Hogan, Seifert, Moore & 

Simonson, 2010). Furthermore, the evidence exhibits that medically directed anesthesia models, 

requiring anesthesiologists to be in the procedure at varied times can delay surgical start times. 

Additionally, due to the Patient Protection and Affordable Care Act (PPACA) many 

former uninsured individuals will have access to healthcare (Institute of Medicine, 2010). The 

independent practice of CRNAs is essential to meet increasing healthcare demands. Current and 

unforeseen health access issues can be improved by retracting the federal Medicare physician 

supervision requirement for CRNAs, as it would allow healthcare facilities across the nation to 

fill anesthesia positions based on patients’ needs and state laws (Jordan, 2011). 
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Currently in the state of Maryland regulation 10.27.06 does not allow the independent 

practice of CRNAs declaring that a CRNA must: 

Collaborate with an anesthesiologist, licensed physician or dentist in the manner that: an 

anesthesiologist, licensed physician or dentist shall be physically available to the nurse 

anesthetist for consultation at all times during the administration of, and recovery from 

anesthesia. (Maryland Board of Nursing, 2016) 

In order to effectively reduce cost and increase access to care in vulnerable populations 

regulations limiting independent practice of CRNAs need to be retracted (Institute of Medicine, 

2010). 

The purpose of this scholarly project is to develop an evidence-based health policy toolkit 

(Appendix E) to prepare CRNAs in the state of Maryland to move toward independent practice, 

and to evaluate the toolkit through presentations to key stakeholders.  The anticipated outcome is 

the eventual repeal of the requirement for medical supervision of CRNAs in the state of 

Maryland, therefore adding Maryland to the other independently practicing states in the nation. 

Theoretical Framework 

To operationalize this project, the Kingdon policy stream model provides a systematic 

policy framework within a window of opportunity (Kingdon, 2010). Kingdon’s policy stream 

consists of three key variables: problem, policy and politics (Kingdon, 2010). The problem 

stream refers to the issue needing attention or roadblocks that prevent a solution to a problem, 

the policy stream refers to alternatives or changes that can be made in favor of the problem at 

hand, lastly the political stream refers to the political atmosphere created to support the problem 

which has a heavy public and legislative involvement (Kingdon, 2010). A window of 
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opportunity is when all three variables create a political climate perfectly in favor of the desired 

change in policy (Kingdon, 2010). The Kingdon’s evidence- based health policy framework 

states that policymaking transpires at the junction of three streams: problem, policy and politics 

(Kingdon, 2010). In order for success to be attained, all three-policy streams need to intersect in 

a timely window of opportunity (Kingdon, 2010).  

Variables, such as medical supervision regulations hinder and/or restrict CRNAs to 

practice independently in the state of Maryland represents the problem stream. When generating 

a plan of action to assist passage of independent practice in Maryland for CRNAs, a review of 

the literature is critical to increase chances of a successful outcome in references to the policy 

stream variable. Surpassing the agendas of other legislative bills will also be a concern. These 

agendas need to be taken into account in the policy stream. The political stream allows for the 

created policy strategies to take effect, assisting with influencing key stakeholders such as the 

Maryland Association of Nurse Anesthetists (MANA), Maryland Board of Nursing (MBON) and 

state government officials. The growth of insured Americans related to the PPACA and the 

independent practice of other states in the nation creates a window of opportunity for the passage 

of independent practice for Maryland’s CRNAs. Kingdon’s Policy Stream Model is a fitting 

framework for execution of an evidence-based policy scholarly project. 

Literature Review 

The focus of the literature review was to research evidence on whether CRNAs require 

medical supervision and whether independent practice is safe and beneficial to the healthcare 

industry. This will be done by reviewing evidence-based studies on the difference in patient 

outcomes when CRNAs work with or without medical supervision in a variety of settings.  



HEALTH POLICY IMPLEMENTATION  5 

Additionally, the costs and quality of care provided by independent CRNAs will be assessed. 

The literature review will be concluded with a discussion of the value of the findings in 

developing health care policy for independent practice of CRNAs. 

 Lewis, Nicholson, Smith and Alderson (2014) conducted a systematic review comparing 

the effectiveness and safety of anesthesiologists to CRNAs. Approximately six non-randomized 

control trials were examined with a sample size of 1,563,820 participants. Data was assessed 

from different anesthetic approaches to see if surgical outcomes changed when the mentioned 

providers delivered anesthesia via epidural, regional, or generally (Lewis et al., 2014). The study 

settings included five large hospitals in the United States and one medical emergency unit in 

Haiti. The intervention for the study aimed to examine differences in patient outcomes when 

anesthesia was delivered by independently practicing CRNAs versus an independently practicing 

anesthesiologist, or a medically supervised CRNA. Medical supervision is defined as an 

anesthesiologist supervising greater than 5 cases at once with a qualified anesthetists within each 

room (AANA, 2016). Although the studies did not show a difference in mortality and safety 

regarding patient outcomes between the two providers, a definitive statement cannot be made on 

the supremacy between CRNAs and anesthesiologists due to low complications rates in the 

anesthesia profession and the confounders within the studies reviewed. Moreover, all studies 

reviewed were non-randomized control trials since ethical boundaries would stop the pursuit of 

future randomized control trials (RCT), as this maybe detrimental to patients’ health. Limitations 

to the study included not being able to blind participants and staff and measures to make sure 

equivalence between the intervention and comparison groups exist were absent. Strengths to the 

research study were its large sample size and ethical concerns for patients regarding not using 

RCTs. Additionally, the research study was clear and easy to analyze. Overall, the study found 
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that at this time anesthesia administration between independently practicing CRNAs and 

anesthesiologists are equivalent.  

Needleman and Minnick (2009) explored patient outcomes in the obstetrics population 

receiving anesthesia from independently practicing CRNAs, independently practicing 

anesthesiologists, and a team approach. The study contained 1,141,641 obstetric patients from 

369 hospitals across seven states (California, Florida, Kentucky, New York, Texas, Washington, 

and Wisconsin). The intervention examined five different anesthesia model approaches to see if 

there was a difference in obstetric patient outcomes. The researchers found that the risk of death 

and complications were lowest among independently practicing CRNA facilities in the obstetric 

population. Overall it was found that among hospitals employing CRNAs only, anesthesiologists 

only, or a combination of both providers, no evidence points to increase obstetrics complications 

in any anesthesia model. A Limitation to the research study consists of ambiguity on how 

anesthesia staff was used. Strengths of the research study include large sample size, easy to 

analyze and the cohort design was used, as an experimental design would be unethical. 

Additionally, the study illustrated that CRNAs provide as safe and sometimes lower risk of 

mortality and complications than anesthesiologists. 

Hogan et al., (2010) assessed the cost effectiveness of four different anesthesia delivery 

models (anesthesiologist alone, CRNA alone, CRNA medically supervised, and CRNA 

medically directed), and to see if quality of patient care would be impacted in any model. The 

purpose of the study was to compare the four different anesthesia delivery models to examine 

which was most cost effective without compromising patient safety. The study took place in 

various inpatient, outpatient and ambulatory centers across the United States and consisted of 

52,636 medical and financial anesthetic claims. The researchers concluded that medically 
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directed anesthesia models increased patients’ surgical wait time, are not as cost effective as 

CRNAs acting independently, and often are not financially sustainable without government 

subsidies. CRNAs acting independently provide anesthesia services at the lowest economic cost, 

thus decreasing costs to private payers and produce the most net positive revenues when 

compared to the medical supervision of CRNAs. CRNAs practicing independently had no 

negative effects on patient outcomes. Limitations to the research study were that specific 

anesthesia models were unable to be identified at times and the lack of complications in the 

anesthesia profession in its entirety makes it difficult to find any difference between the two 

providers regarding patient outcomes. Strengths to this research study were large sample size, 

variation in settings to capture data, and the anesthesia models used to retrieve data. Overall 

more strengths than limitations were examined. 

In summary, when independently practicing CRNA groups were compared to a 

independently practicing anesthesiology groups and combination groups including both 

providers, no difference was found in anesthesia administration in regards to complications and 

rates of mortality  (Hogan et al., 2010; Lewis et al., 2014; Needleman and Minnick, 2009).  

More specifically, in a study focusing solely on the obstetrics population, researchers 

found no difference in these patient outcomes among independently practicing CRNAs 

(Needleman and Minnick, 2009). Furthermore, anesthesia administered by independent CRNAs 

has been found to be the most cost effective model and yields the highest revenues for hospitals 

(Hogan et al., 2010). In summary, there appears to be good evidence that supports the 

independent practice of CRNAs. These findings are valuable in development of a policy for 

independent practice as it provides evidence supporting the use of independently practicing 

CRNAs; as they are able to provide safe and quality care at lower costs. 
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California, Iowa, and Rhode Island were examined to understand what process they used 

to gain independent practice. Since both California and Iowa never had any regulations stating 

CRNAs need to collaborate, be supervised or directed by a physician they were considered 

independent by default per their states nursing practice act, the American Association of Nurse 

Anesthetists (AANA) and the state board of nursing. They were also supported by the Advance 

Practice Registered Nurse (APRN) consensus model which encourages APRNs to practice 

within their full scope (independently if allowed by their state) to improve healthcare access at 

lowest costs (AANA, 2016; National Council of State Boards of Nursing 2016; J. Conover- 

AANA assistant director of state government affairs and legal, personal communication, March 

28, 2016; California Association of Nurse Anesthetists [CANA], 2009). The last steps taken by 

these two states were the need for opting-out of CMS regulations. In 2001, the federal 

government passed a final ruling no longer requiring that CRNAs be supervised by physicians, 

which consequently allows CMS to reimburse hospitals for care provided by CRNAs- this 

defines the opting out of a state (AANA, 2016). In order for a state to gain opt out status a letter 

from the governor stating that an opt out is within the best interest of that states population, is 

consistent with the law and has been discussed with both the board of medicine and nursing in 

that state is needed (AANA, 2016). Both California and Iowa achieved opt out status by this 

manner. Rhode Island gained independent practice by eliminating their supervision requirement 

in exchange for a collaboration agreement with physicians with no further restrictive language 

included (AANA 2016; K. Macksoud- federal political director of Rhode Island association of 

nurse anesthetists [RIANA], personal communication, March 31, 2016). This was done by 

attaining a lobbyist, presenting research from the IOM and APRN consensus model to key 

legislators and the state governor signing a bill to lift the supervision requirement that passed 
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unanimously in the House of Representatives and the Senate (AANA 2016; K. Macksoud- 

federal political director of RIANA, personal communication, March 31, 2016). There are many 

levels of independent practice (such as partial independence out of a state, independence without 

opt-out and full opt-out status), however achieving opt out status is the greatest level of CRNA 

independent practice for a state (K. Macksoud- federal political director of RIANA, personal 

communication, March 31, 2016). 

Methods 

Design, Sample, and Setting 

The design of this scholarly project was to develop a policy toolkit for independent 

practice for CRNAs in Maryland and have it evaluated by members of MANA. The sample 

consisted of the (n=13) MANA members and was reviewed by two policy experts: the AANA 

assistant director of state government affairs and legal and a policy instructor at University of 

Maryland Baltimore. The setting was at a meeting. 

Procedures 

The toolkit was created within the first month of the project, which included the history 

of CRNAs, important talking points, sample letters addressing key stakeholders, CRNA 

considerations, an elevator speech and policy brief in the event that key legislators are 

approached. A table detailing the state requirements (Appendix D) was also constructed to 

differentiate states in which CRNAs are supervised, directed, or collaborate with physicians. The 

purpose of this table was to gain insight on the different levels of independence and how CRNA 

practice is governed in different independent practice states.    
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In the second month of the project the two policy experts reviewed both the toolkit and 

survey that was used to assess the toolkit by the MANA members. Following the review, the two 

DNP student project leaders met with the policy experts to elicit suggested changes to optimize 

the toolkit and survey. Revisions were incorporated as recommended.  

Finally, in the third month of the scholarly project the revised toolkit was presented to the 

selected MANA members. Feedback was solicited from the team regarding suggestions for 

improvement. A Policy Toolkit Evaluation survey was also distributed to MANA members. 

Data Collection  

The experts received a copy of the toolkit via email for review and the suggested changes 

were emailed back to the DNP students. Data for the scholarly project was retrieved by way of a 

Policy Toolkit Evaluation Survey via a SurveyMonkey link in an email to selected MANA 

members.  

Data Analysis 

A 5-point Likert scale with 10 items was used for the policy toolkit evaluation survey. 

The scale ranged from strongly disagree (1) to strongly agree (5). Points ranged from 10-50 and 

were then multiplied by two for each answer to get a percentage ranging from 20-100. Survey 

content, themes, and patterns were evaluated as well as an item analysis for each item using 

median and mode. An overall score for each survey and an item analysis across subjects were 

also done with the median and mode. 

Protection of Human Subjects 
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To protect human subjects, the project was submitted to the University of Maryland 

Baltimore (UMB) Institutional Review Board (IRB) for a Non-Human Subjects Research 

(NHSR) determination (query). No participant identifiers were collected from the policy experts 

of MANA committee, AANA, and UMB. Detailed information about this project was shared 

only with University of Maryland School of Nursing (UMSON) faculty, MANA leadership and 

the policy experts from the AANA and UMB. All surveys were anonymous and all data collected 

and used for analysis was stored on a computer with password protection. 

Results 

The results of the survey are shown in Appendix F. The median score for the surveys was 

84%, mean was 84%, and standard deviation was 11%. For question 1 (Q1) the average was 89% 

and the standard deviation was 0.52. For Q2 the average was 88% and the standard deviation was 

0.51. For Q3 the average was 89% and the standard deviation was 0.66. For Q4 the average was 

88% and the standard deviation was 0.51. For Q5 the average was 87% and the standard 

deviation was 0.67. For Q6 the average was 85% and the standard deviation was 0.60. For Q7 

the average was 83% and the standard deviation was 0.72. For Q8 the average was 88% and the 

standard deviation was 0.65. For Q9 the average was 92% and the standard deviation was 0.51. 

For Q10 the average was 80% and the standard deviation was 0.91. Overall scores per person (P) 

were as follows: P1 84%, P2 82%, P3 90%, P4 88%, P5 98%, P6 100%, P7 60%, P8 78%, P9 

96%, P10 78%, P11 90%, P12 80%, P13 72%.  

Limitations 

Limitations to this project included small sample size, lack of response and resistance 

from other state organizations when information on how they gained their independence needed 
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to be obtained. Lastly, due to the political nature of the DNP topic the content needed to remain 

private amongst a small number of individuals. 

Conclusion 

In summary, the evidence shows that there is no difference in rates of mortality, safety 

and effectiveness between MDAs and independently practicing CRNAs. The independently 

practicing CRNA is the most cost effective anesthesia delivery model and is shown to decrease 

delays in surgical start times. Furthermore, due to the PPACA many uninsured individuals will 

have access to healthcare and this increased patient load on healthcare can be filled with the help 

of independently practicing CRNAs. The toolkit survey results indicate that Maryland CRNAs 

are in favor of practicing independently within the state and are ready for change. It is 

anticipated that when the right window of opportunity comes along, this toolkit will be used to 

add the state of Maryland to the group of existing independently practicing states within the 

nation.  
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Appendix A 

Evidence Summary Table 

  

# Author Date Evidence Type 
Sample & 

Sample Size 
Results/ 

Recommendations 
Limitations 

RATING 

Strength 
          Quality       

 

1 

 

Lewis, 

Nicholson, 

Smith and 

Alderson. 

2014 Systematic Review  

Six non- 

randomized 

control trails of 

1,563,820 

participants. 

Through a systematic 

review, it was noted that 

the studies did not show a 

difference in mortality and 

safety regarding patient 

outcomes between 

CRNAs and 

anesthesiologists 

delivering anesthesia solo 

or in a team approach. A 

definitive statement 

cannot be made on the 

supremacy among CRNAs 

and anesthesiologists due 

to low complication rates 

in the anesthesia 

profession, and the studies 

reviewed not being 

randomized control trials 

(RCT). Additionally, 

ethical boundaries stop the 

pursuit of future 

randomized control trials, 

as this maybe detrimental 

to patients’ health. 

The studies 

were at 

increased risk 

for bias as 

participants and 

staff could not 

be blinded; 

measures to 

make sure 

equivalence 

between the 

intervention and 

comparison 

groups exist 

were absent; the 

number of cases 

involved is 

unknown. 

IV 

 

 

 

 

 

 

 

 

 

 

 

B 

 

2 

Needleman 

and Minnick  

2009 Retrospective cohort 

study 
Participants 

consisted of 

Through a retrospective 

cohort study observing 

Definition on 

how anesthesia 

III 
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 1,141,641 

obstetric 

patients. Data 

was derived 

from 369 

hospitals within 

seven states to 

include: 

California, 

Florida, 

Kentucky, New 

York, Texas, 

Washington, and 

Wisconsin. 

five different care models 

that consisted of CRNA-

only, anesthesiologist-

only, two groups of both 

CRNA and 

anesthesiologist 

combined, and a mixed 

group were examined 

while providing anesthesia 

to the obstetrics 

population.  It was noted 

that no evidence found 

higher rates of 

complications within any 

group while delivering 

anesthesia. 

staff were used 

within hospitals 

was ambiguous; 

resources and 

processes that 

may have 

affected 

anesthesia 

model and 

study outcomes 

were not taken 

into account; 

outcomes and 

results were 

limited to only 

the models 

picked for 

review in this 

study; type of 

anesthetic used 

was not 

included. 

 

 

B 

 

3 

Hogan, Seifert, 

Moore and 

Simonson. 

2010 Cost- effectiveness 

analysis 

Medical and 

financial 

claims data 

of 52, 636 

anesthetics 

were 

examined. 

A cost effectiveness 

analysis found that 

anesthesia delivery 

models using medical 

direction increased 

patients’ surgical wait 

time, are not as cost 

effective as CRNAs acting 

independently and often 

are not financially 

sustainable without 

Specific 

anesthesia 

delivery models 

were unable to 

be identified; 

due to the low 

occurrence of 

adverse events 

and mortalities 

in anesthesia 

practice, studies 

V 
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government subsidies. 

CRNAs acting 

independently provide 

anesthesia services at the 

lowest economic cost, 

decreases costs to private 

payers and produces the 

most net positive revenues 

when compared to the 

medical supervision of 

CRNAs by an 

anesthesiologist. 

Additionally, it was stated 

that CRNAs practicing 

independently had no 

negative effects on 

mortality rates, safety or 

effectiveness concerning 

patient outcomes. 

that yield a 

difference in 

patient 

outcomes 

between 

anesthesiologist

s and CRNA 

will be very 

limited. 

 

 

                     B 
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4 

Jordan 2011 Editorial  

Not 

applicable  

Based on a structured 

review of the literature, it 

was noted that there was 

no difference in quality or 

safety of care when a 

CRNA or an 

anesthesiologist delivers 

anesthesia services. It was 

noted that the use of 

independent CRNAs was 

the most cost- effective 

model when delivering 

anesthesia. Additionally, 

scientific evidence reveals 

that repealing the federal 

medical supervision for 

CRNAs will help address 

current and future access 

to safe and cost effective 

healthcare as a result of 

the Patient Protection and 

Affordable Care Act 

(PPACA). 

Limitations 

include no 

sample size; no 

RCTs; all cited 

evidence is 

secondary 

evidence. 

IV 

 

 

 

 

 

 

                     B 
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Appendix B 

Timeline  

 

• Submit Proposal to committee members by April 2016 

 

• Present Proposal to committee members on May 2016. 

 

• Submit project proposal to UMB and Institutional Review Boards (IRBs) by May 2016. 

 

• Implement project from September 2016 to November 2016. 

 

• Analyze, synthesize and evaluate data by March 2017. 

 

• Submit final scholarly project manuscript to committee for review by March 2017. 

 

• Present final scholarly project report to Committee by April 17, 2017. 
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Appendix C 

Policy Toolkit Evaluation Survey  

For each item, please check off the box that most adequately reflects your opinion. 

 Strongly 

disagree 

(1) 

Disagree 

(2) 

Neither 

agree 

or 

disagre

e 

(3) 

Agree 

(4) 

Strongly 

Agree 

(5) 

1. The rationale for developing the toolkit is clear.       

2. This grassroots network plan in this toolkit is informative.      

3. The most important talking points are included in this toolkit.      

4. The policy decision brief in the toolkit provides an accurate 

description of the problem supported with research data.  

     

5. The policy brief in the toolkit provides useful evidence for 

bringing about a change in policy.  

     

6. The sample letters in this toolkit clarify the problem and the need 

for the policy change.  

     

7. The table of state requirements for CRNAs is informative in 

demonstrating the national status of policy change. 

     

8. The myths vs. reality handout is a persuasive document      

9. There is a need for this policy toolkit.      

10. The toolkit is likely to be supported by a majority of my 

colleagues.  

     

 

Comments:
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Appendix D 

State Requirements for Nurse Anesthetists 

 

State 

Nurse Practice Act, Board of Nursing Rules, 

Medical Practice Act, or Board of Medicine Rules 

Hospital Licensing 

Statute or Rules 

Ambulatory Surgery Center 

Licensing Statute or Rules 
Supervision Direction Collaboration Protocol, 

guidelines, 

agreement, 

or similari 

Supervision Direction Supervision Direction 

Alabama  X    X X  

Alaska    X     

Arizona  X       

Arkansas X    X  X  

California         

Colorado         

Connecticut  X X      

Delaware   X X     

District of Columbia   X  X   X 

Florida X   X  X  X 

Georgia  X    X  X 

Hawaii       X  

Idaho   X      

Illinois         

Indiana  X    X X X 

Iowa         

Kansas  X      X 

Kentucky      X  X 

Louisiana X X   X  X  

Maine     X  X  

Maryland   X X     

Massachusetts  X X X    X 

Michigan X        

Minnesota         
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State 

Nurse Practice Act, Board of Nursing Rules, 

Medical Practice Act, or Board of Medicine Rules 

Hospital Licensing 

Statute or Rules 

Ambulatory Surgery Center 

Licensing Statute or Rules 
Supervision Direction Collaboration Protocol, 

guidelines, 

agreement, 

or similari 

Supervision Direction Supervision Direction 

Mississippi   X X   X  

Missouri X  X      

Montana         

Nebraska   X      

Nevada      X  X 

New Hampshire         

New Jersey    X   X  

New Mexico   X      

New York     X  X  

North Carolina   X      

North Dakota   X      

Ohio X X       

Oklahoma X    X    

Oregon         

Pennsylvania     X   X 

Rhode Island   X  X  X  

South Carolina X   X     

South Dakota  X X      

Tennessee         

Texas         

Utah     X  X X 

Vermont         

Virginia X   X X    

Washington    X     

West Virginia X    X    

Wisconsin   X      

Wyoming     X    
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State 

Nurse Practice Act, Board of Nursing Rules, 

Medical Practice Act, or Board of Medicine Rules 

Hospital Licensing 

Statute or Rules 

Ambulatory Surgery Center 

Licensing Statute or Rules 
Supervision Direction Collaboration Protocol, 

guidelines, 

agreement, 

or similari 

Supervision Direction Supervision Direction 

 

Totals: 

 

10 

 

10 

 

15 

 

10 

 

12 

 

6 

 

11 

 

10 

 

There may be additional requirements in a state that affect CRNA practice that do not fall within the categories listed above. 

This chart does not include state statutory or regulatory requirements that apply to prescriptive authority.   
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Appendix E1 

Elevator Speech 

 

Today I would like to discuss the independent practice of CRNAs in the state of 

Maryland. Current state regulations do not allow CRNAs to practice without the supervision of a 

physician. This is a problem as cases are frequently delayed unnecessarily when it is within the 

CRNAs scope of practice to induce and emerge patients from anesthesia, however certain 

supervised anesthesia team models hinder these actions. It is financially burdensome on the 

healthcare industry to have a team approach when independently practicing CRNA anesthesia 

delivery models are the most cost effective mode of delivering anesthesia.   

Multiple studies yield no difference in rates of mortality or safety amongst CRNAs and 

anesthesiologists. To date there are 24 states in which independently practicing CRNAs deliver 

safe and cost effective anesthetics. Additionally, the Institute of Medicine recommends lifting 

physician supervision restriction so CRNAs can practice independently within their scope of 

practice. This would help meet healthcare needs of the nation, as more patients get access to 

healthcare by way of the Patient Protection and Affordable Care Act (PPACA). A decrease in 

surgical wait times and the most cost effective anesthesia would be attained without 

compromising safe and quality anesthesia care. Please let me know when would be a good time 

to set up a meeting or telephone conference to talk about the toolkit and other details regarding 

this endeavor. Thank you. 
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Appendix E2 

Policy Decision Brief 

To:  

From:  

Re: Regulation 10.27.06 amendment and independent practice for certified registered nurse 

anesthetists (CRNA) in the state of Maryland.  

Issue Summary: Currently in the state of Maryland CRNAs are not allowed to practice 

independently (without physician supervision) although it is within their scope of practice 

(Maryland Board of Nursing, 2016). Many CRNAs across the nation practice independently 

(Malina & Izlar, 2014). The evidence shows that it is advantageous to utilize CRNAs 

independently (Hogan, Seifert, Moore & Simonson, 2010; Institute of Medicine, 2010). Evidence 

also notes that safety and mortality rates are not to be of concern when either an independently 

practicing CRNA or anesthesiologists delivers anesthesia care (Lewis, Nicholson, Smith & 

Alderson, 2014).  

Background 

 Through a systematic review, it was noted that there were no differences in rates of 

mortality, safety or effectiveness between CRNAs (working independently or under 

anesthesiologist supervision) and anesthesiologists when providing anesthesia care to 

surgical patients under general, regional or epidural anesthesia (Lewis et al., 2014). 

 A cost effective analysis of anesthesia providers showed that the independently practicing 

CRNA was the most cost effective anesthesia delivery model, reducing anesthesia cost by 

25 percent (Hogan et al., 2010). 

 The Patient Protection and Affordable Care Act (PPACA) will give many former 

uninsured patients access to healthcare. CRNAs can help meet the increase demand this 

will place on healthcare and the anesthesia specialty (Institute of Medicine, 2010). 

 CRNA physician supervised models have been shown to delay surgical procedures, as 

CRNAs cannot proceed until the anesthesiologist is present although it is within their 

scope of practice (Hogan et al., 2010).  

Alternatives 

1. Independent CRNA practice in Maryland. This would allow CRNAs to practice 

independent of physician supervision and change current state regulations. 

 Advantages: Increases patient access to anesthesia care, lowers cost of anesthesia 

without sacrificing safety and quality, and improves surgical start times. 

 Disadvantages: Increases tension in the workplace among CRNAs and 

anesthesiologists. 

 

2. Continue with current regulation. No change in current state regulations for CRNA 

practice. 

 Advantages: No rise in workplace tension between CRNAs and anesthesiologists 

regarding the regulations. 
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 Disadvantages: Continued financial burden on the healthcare industry, decreases 

options on how Maryland health facilities use CRNAs, and continuation of 

surgical delays. 

Recommendation: Implementation of alternative number one to amend Maryland regulations to 

one that is in favor of an independent CRNA practice is recommended. Evidence illustrates that 

this alternative assures CRNAs practice within their full scope, improves access to healthcare, 

decreases anesthesia costs for private payers, insurance companies and healthcare facilities while 

not sacrificing safe and quality anesthesia care (Hogan et al., 2010; Institute of Medicine, 2010; 

Lewis et al., 2014). 

References: 

 Hogan, P. F., Seifert, R. F., Moore, C. S., & Simonson, B. E. (2010). Cost effectiveness 

analysis  

of anesthesia providers. Nursing Economics, 28(3), 159-169. 

 Institute of Medicine. (2010, October). The future of nursing: Leading change, advancing 

health. 

Retrieved from 

https://iom.nationalacademies.org/~/media/Files/Report%20Files/2010/The-

Future-of-Nursing/Future%20of%20Nursing%202010%20Report%20Brief.pdf 

 Lewis, S. R., Nicholson, A., Smith, A. F., & Alderson, P. (2014). Physician anesthetists 

versus  

non-physician providers of anesthesia for surgical patients. The Cochrane 

Database of Systematic Reviews, 7CD010357. 

doi:10.1002/14651858.CD010357.pub2 

  Malina, D. P., & Izlar, J. J. (2014). Education and practice barriers for certified 

registered 

nurse anesthetists. Online Journal of Issues in Nursing, 19(2), 4. 

doi:10.3912/OJIN 

 Maryland Board of Nursing. (2016).Standards of practice (Standard No.10.27.06). 

Retrieved from 

  http://www.dsd.state.md.us/comar/comarhtml/10/10.27.06.06.htm 

 

 

 

 

 

 

 

 



HEALTH POLICY IMPLEMENTATION  27 

Appendix E3 

Talking Points: Value of CRNAs 

 

 

 As the hands-on providers of more than 32 million anesthetics given to patients each year 

in the United States (AANA 2010 Practice Profile Survey data), Certified Registered 

Nurse Anesthetists (CRNAs) play a critical role in ensuring this high standard of patient 

care.  

 Nurse Anesthetists have been providing anesthesia for over 150 years, years prior to 

physicians entering the specialty (Malina & Izlar, 2014).  

 

 CRNAs are the primary providers of anesthesia care in rural America, enabling 

healthcare facilities in these medically underserved areas to offer obstetrical, surgical, 

and trauma stabilization services. In some states, CRNAs are the sole providers in nearly 

100 percent of rural hospitals. 

 

 According to the results of a landmark national study conducted by RTI International and 

published in the August 2010 issue of Health Affairs, there are no differences in patient 

outcomes when anesthesia services are provided by CRNAs, physician anesthesiologists, 

or CRNAs supervised by physicians. The study, titled “No Harm Found When Nurse 

Anesthetists Work Without Supervision by Physicians,” examined nearly 500,000 

individual cases and confirms what previous studies have shown:  CRNAs provide safe, 

high-quality care. The study also shows the quality of care administered is equal 

regardless of supervision.  

 

 

 Important findings from the Institute of Medicine (IOM) released in October 2010 assert 

that expanding the role of nurses in the U.S. healthcare system will help meet the 

growing demand for medical services. The IOM report urges policymakers to remove 

policy barriers that hinder nurses—particularly advanced practice registered nurses such 

as CRNAs—from practicing to the full extent of their education and training. The report, 

titled “The Future of Nursing: Leading Change, Advancing Health,” offers further 

evidence that advanced practice registered nurses should be a major part of the solution to 

the nation’s healthcare issues, especially ensuring access to care in medically underserved 

areas.  

 

 

 Nurse anesthetists have been the main providers of anesthesia care to U.S. military 

personnel on the front lines since WWI, including current conflicts in the Middle East. 

Nurses first provided anesthesia to wounded soldiers during the Civil War. 
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 Education and experience required to become a CRNA include: 

o A Bachelor of Science in Nursing (BSN) or other appropriate baccalaureate degree. 

o A current license as a registered nurse. 

o At least one year of experience as a registered nurse in an acute care setting. 

o Graduation with a minimum of a master’s degree from an accredited nurse 

anesthesia educational program.  As of August 2011 there were 112 nurse 

anesthesia programs in the United States utilizing approximately 2,450 approved 

clinical sites. These programs range from 24-36 months, depending upon 

university requirements.  All programs include clinical training in university-

based or large community hospitals. 

o Educational goals are to make the Doctor of Nursing Practice (DNP) the standard 

of education, which will strengthen the profession.  

o Pass the national certification examination following graduation. 

 

In order to be recertified, CRNAs must obtain a minimum of 40 hours of approved 

continuing education every two years, document substantial anesthesia practice, maintain 

current state licensure, and certify that they have not developed any conditions that could 

adversely affect their ability to practice anesthesia. 
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Appendix E4 

Myths vs. Reality 

 

Myth:  Anesthesia is the practice of medicine.  Because CRNAs are nurses, they are 

engaging in delegated medicine and, therefore, must be physician supervised. 

 

Reality:  Anesthesia practice is neither the exclusive province of medicine nor nursing.  

CRNAs practice nursing, not delegated medicine.  Medicine and nursing can, and often do, 

share overlapping functions.  CRNAs neither practice medicine nor aspire to.  Removing a 

state's supervision requirement would not permit or encourage CRNAs to practice medicine.  

The practice of anesthesia is a recognized specialty in both nursing and medicine.  The 

CRNA is the nursing specialist and the anesthesiologist is the physician specialist in this field.  

Related articles are available at 

http://www.aana.com/advocacy/stategovernmentaffairs/Pages/Anesthesia-Practice-of-

Nursing-and-Practice-of-Medicine.aspx. 

 

Myth:  States must require that physicians supervise CRNAs to ensure quality care. 

 

Reality:  Many states do not require CRNAs to be supervised, and yet there is no evidence 

that quality is any lower in such states than in those that require supervision.  Studies to date 

demonstrate that CRNAs provide high-quality anesthesia care, regardless of whether they are 

supervised. 

 

Requiring that physicians "supervise" CRNAs does not improve patient care.  The word 

"supervision" does not accurately reflect the relationship between CRNAs and surgeons.  

Surgeons have no affirmative obligation to control the substantive course of the anesthetic 

process.  To the contrary, a surgeon may rely upon the nurse anesthetist as the anesthesia 

expert.  Nurse anesthetists use independent judgment in determining the appropriate kind of 

anesthetic to be administered, as well as types of drugs and dosages.  Does this mean that 

nurse anesthetists do not closely communicate with the surgeons with whom they work?  Of 

course not.  A nurse anesthetist does not provide anesthesia to a surgical patient unless the 

nurse anesthetist has first been requested or ordered to do so.  It is obvious, therefore, that the 

very nature of nurse anesthesia practice requires nurse anesthetists to actively communicate 

with other health care providers, with each provider contributing his or her respective 

expertise to the overall care of the patient. 
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Myth:  Medicare regulations governing hospitals and ambulatory surgical centers that 

participate in the Medicare program require that CRNAs within such facilities be 

supervised by physicians.  Why remove a state supervision requirement when facilities 

will have to comply with the Medicare supervision requirement anyway to participate 

in the Medicare program? 

 

Reality:  The Medicare hospital and ambulatory surgery center regulations are 

reimbursement criteria only and are not standards for practice or quality of care.  Further, 

federal regulations specifically provide states the ability to opt out from the federal 

supervision requirement. 

 

Myth:  CRNAs are trained only to perform anesthesia techniques and are therefore 

only technicians.  Unlike physicians, CRNAs are neither licensed nor qualified to make 

the medical judgments necessary for adequate patient care.  Nurse anesthetists are not 

trained to make a medical assessment of the patient and, therefore, should not be 

permitted to practice independently. 

 

Reality:  CRNAs do not purport to be physicians.  Rather, they are highly qualified nursing 

providers who provide the same quality care as their physician counterpart – 

anesthesiologists.  Nurse anesthesia education programs are two to three years long, and 

include both classroom and clinical experience.  The curriculum emphasizes anatomy, 

physiology, biochemistry, chemistry, and pharmacology as they relate to anesthesia practice.  

The clinical component provides experience with the full scope of anesthetic experiences and 

a variety of techniques for all types of surgery and obstetrics.  

 

CRNAs are competent anesthesia providers who are not "technicians."  They are no more 

restricted to learning "basic" anesthesia procedures than are anesthesiologists.  CRNAs are 

educated to be, and in fact are, functionally interchangeable with anesthesiologists 

concerning anesthesia care. 

 

Myth: CRNAs are less educated than physicians and therefore should be physician 

supervised. 

 

Reality:  From the commencement of the professional education in nursing, a minimum of 

seven years of education and training is necessary for a baccalaureate nursing student to 

become a CRNA.  Rather than engage in a meaningless comparison between the education of 

physicians and CRNAs, the pertinent inquiry is whether the education and training that 

CRNAs receive prepares them to provide high quality care.  The evidence is overwhelming 
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that CRNAs provide exceptional anesthesia care, regardless of whether they are physician 

supervised.  No studies indicate that state-mandated supervision requirements improve 

patient care or the quality of practice.  The fact that CRNAs are not educated as physicians is 

irrelevant.  Any suggestion that CRNA education is inadequate is both demeaning and untrue.  

Not only are CRNAs superb clinicians, they can be educated and integrated into the health 

care system more quickly and at lower cost than anesthesiologists.   

 

The most substantial difference between CRNAs and anesthesiologists is that prior to 

anesthesia education, anesthesiologists first receive medical education while CRNAs first 

receive nursing education.  The anesthesia part of the education is very similar for both 

providers, particularly concerning anesthetic pharmacology and anesthesia techniques.  In 

many academic settings, nurse anesthetist students and resident physician anesthetists utilize 

the same textbooks. 

 

The nature of anesthesia requires the constant vigilance of the anesthesia provider.  Studies 

of anesthesia-related incidents show that most are avoidable.  The most common anesthesia 

accidents result from human error, such as breathing system disconnects, inadvertent changes 

in gas flows, and medication errors.  These accidents, which are statistically very rare, result 

from lack of vigilance, not lack of education.  Anesthesia practice continues to become safer 

because of improvements in medications and technological advances that have resulted in 

better monitoring techniques. 

 

Myth: Permitting CRNAs to practice without physician supervision would enable them 

to practice medicine without a license. 

 

Reality: Removing a supervision requirement would not permit CRNAs to practice medicine.  

CRNAs would continue to provide nursing care under their nursing license, within their 

scope of practice and expertise as nurses.  CRNAs would continue to perform the functions 

they have been safely and competently performing for years.  There is no evidence or legal 

basis for the argument that removing a supervision requirement permits CRNAs to practice 

medicine.  Proponents of this argument imply that unless state law contains an explicit 

physician supervision requirement, nurse anesthetists will be practicing medicine.  This is 

clearly ludicrous and unsupportable.  In the numerous states in which they are not required 

by state law to be supervised, nurse anesthetists have not been found to be practicing 

medicine. 

 

Myth: CRNAs are educated to practice under the medical direction of anesthesiologists 

and, therefore, must be physician supervised. 
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Reality: CRNAs are educated to provide quality anesthesia care, regardless of whether an 

anesthesiologist is present.  All nurse anesthesia educational programs are accredited by the 

Council on Accreditation of Nurse Anesthesia Educational Programs.  To obtain 

accreditation, programs are required to demonstrate that the “clinical curriculum provides 

students with opportunities for experiences in the 

perioperative process that are unrestricted, and promote their development as competent safe 

nurse anesthetists.”   

 

Anesthesiologist arguments concerning supervision and CRNA practice tend to be similar 

from state to state.  In part, this is because state anesthesiologist societies tend to adapt their 

materials from American Society of Anesthesiologist (ASA) documents. ASA’s position has 

very little to do with CRNA education and training and is primarily designed to protect the 

turf of physicians practicing anesthesiology.  Nurse anesthesia educational programs 

graduate nurse anesthetists prepared for autonomous practice. 
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Appendix E5 

Considerations Regarding Opt-Out 

 

The following list includes general information concerning what a state association needs to have 

in place to pursue an opt-out.  If a state association ultimately decides to pursue an opt-out, it is 

essential to first have a conference call with the AANA State Government Affairs Division to 

discuss strategy in detail; the call would need to include your attorney, lobbyist, and any board 

members that would be assisting with the effort. 

 

If it becomes necessary to discuss the opt-out issue with your membership, it is important for 

members to understand what must be in place to maximize prospects for success.  The following 

is a list of fundamental aspects that should be evaluated before a state pursues an opt-out. 

 

Considerations prior to seeking an opt-out: 

 

 Does anyone in the state association have a close, personal relationship with the governor, or 

a key member of the governor’s staff?  While this does not necessarily mean a “friendship,” 

it should be a relationship of some duration with a level of familiarity beyond simply having 

met or having been introduced at a fundraiser, etc.  In other words, simply having had a 

chance or brief encounter with the governor or a staff member is not sufficient.  Given the 

heated political nature of the opt-out issue, a governor will not be willing to simply grant an 

opt-out upon any request.  It can be devastating for a state association, or an individual, to 

approach a governor concerning an opt-out without adequate preparation, as this contact may 

result in the governor issuing a letter declining to opt-out. 

 

 Does your state law include a “supervision” requirement?  Has a legal analysis been 

performed by the state’s attorney to determine areas of vulnerability?  If state law currently 

includes a “supervision” requirement, there is a strong argument that an opt-out would not be 

“consistent with state law” (which is one of the required elements of an opt-out).  If there is 

potential for a lawsuit, the governor would need to be fully apprised of the risk, and be 

willing to take that risk. 

 

 If an opt-out is sought, the anesthesiologist and medical societies are likely to mount 

substantial efforts in the legislature or through regulatory boards to further restrict CRNAs in 

statute or regulations.  A state association would need to have a variety of resources (e.g., 

state members, finances, legal and lobbying assistance) ready, willing and available to 

combat this effort. 



HEALTH POLICY IMPLEMENTATION  34 

 

 Does the state association have an ongoing, consistent relationship with an attorney?  Given 

the probability of a lawsuit, as well as potential legislative or regulatory retaliation, this 

would be critical. 

 

 Does the state association have a functioning government relations committee in place, to 

assist as needed with legislative and regulatory efforts? 

 

 Does the state association have a close relationship with the state hospital association (and 

the rural health association, if there is one)?  Is the hospital association supportive of the opt-

out and willing to help in the effort? 

 

Pursuing an opt-out is a tremendous undertaking for a state nurse anesthetist association, and 

should not be embarked upon without evaluating all of these considerations.  Evaluating the 

elements listed above that are or are not in place at this time can assist a state association in 

determining what is reasonable to accomplish over a given amount of time.  Establishing an 

infrastructure for the state association that potentially results in solid structure and continuity for 

the future is a considerable undertaking in and of itself, and is certainly a worthwhile and 

substantial effort.  Laying the groundwork for a strong state association is beneficial regardless 

of the issues the state may face in the future. 
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Appendix E6 

Sample Letter – Governor Opt-Out Letter 

 

Date 

 

 

 

Administrator 

Centers for Medicare and Medicaid Services 

314G Hubert H. Humphrey Building 

200 Independence Ave., S.W. 

Washington, D.C.  20201 

 

 

 

Dear 

 

 

I hereby notify you that the State of ________requests exemption from physician supervision of 

CRNAs under 42 CFR 482.52 (hospitals), 42CFR 485.639 (critical access hospitals), and 42 

CFR 416.42 (ambulatory surgical centers).  I attest that I have consulted with the _________ 

Board of Nursing and _________ Board of Medicine about issues related to access to and the 

quality of anesthesia services in _________.  I have concluded that is in the best interests of 

_________ citizens to opt-out of the current physician supervision requirement, as provided in 

the federal regulations, and that the opt-out is consistent with _________ law. 

 

 This letter constitutes my formal notification of the State of __________ opt-out. 

Sincerely 

 

Governor 
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Appendix E7 

Sample Letter – Hospital Association Letter 

 

[NOTE:  Insert state name, state nurse anesthetist association and state association 

acronym as appropriate in blanks throughout the letter] 

 

[Date] 

 

[Name and address] 

 

Dear ____________: 

 

I am the president of the ______ Association of Nurse Anesthetists (_ANA), which represents 

[#] CRNAs in the state of ______.  On behalf of _ANA, I request that the [Note:  Insert correct 

full name of hospital/rural health/other association here] consider the following information 

and respond to _ANA regarding whether it would support an opt-out for the state of ______.  

[Note:  Consider what you are asking for from this association; there may be more detail 

that you want to include.] 

 

Background 

The Centers for Medicare & Medicaid Services (CMS) published in the November 13, 2001 

Federal Register a final rule concerning the federal Medicare and Medicaid physician 

supervision requirement for Certified Registered Nurse Anesthetists (CRNAs).  The November 

13 rule amended the requirement in the Anesthesia Services Condition of Participation for 

hospitals, the Surgical Services Condition of Coverage for Ambulatory Surgical Centers, and the 

Surgical Services Condition of Participation for Critical Access Hospitals. 

 

The federal requirement has been that CRNAs must be supervised by a physician.  The 

November 13, 2001 rule allows states to "opt-out" or be "exempted" (the terms are used 

synonymously in the November 13 rule) from the federal supervision requirement. 

 



HEALTH POLICY IMPLEMENTATION  37 

For a state to "opt-out" of the federal supervision requirement, the state's governor must send a 

letter of attestation to CMS.  The letter must attest that: 

 

a) The state's governor has consulted with the state's boards of medicine and nursing about 

issues related to access to and the quality of anesthesia services in the state; and 

 

b) That it is in the best interests of the state's citizens to opt-out of the current federal 

physician supervision requirement; and 

 

c) That the opt-out is consistent with state law. 

 

The _ANA supports an opt-out for ____ and its citizens, as supported by the following 

information. 

 

Support for the Opt-Out  

 

The federal requirement is not consistent with state law:   

The federal supervision requirement is inconsistent with ______ state law, which does not 

require physician supervision of CRNAs.   The _______ nursing statute and the ______ Board of 

Nursing rules concerning CRNAs, for example, do not require such supervision.  [Note:  

Include quotes from and/or references to pertinent state law and rules.]   

 

The federal requirement causes confusion and concern for facilities and surgeons: 

There is confusion among surgeons and facility administrators regarding the meaning of the 

federal supervision requirement and what the supervision language actually requires.  As long as 

the federal supervision requirement remains in place, this confusion will continue.   

 

The ____ nurse practice act [and/or board of nursing rules, as pertinent] provides that 

____________________.   Even though CRNAs are personally responsibility for the care they 

provide, if ______ does not opt-out, surgeons will continue to perceive that they are liable for 

CRNA actions.  _____, which relies so heavily on CRNA services, should not tolerate a situation 

that unnecessarily intimidates surgeons in our rural  and underserved communities.  This can't 

possibly be in the best interest of patients, facilities and our state. 
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Access to care: 

If ______ opts out from the federal supervision requirement, will there be an impact concerning 

access to services and health care providers in the state?  Yes, an opt-out would provide hospitals 

and ambulatory surgery centers more flexibility in securing anesthesia providers, and alleviate 

surgeon liability concerns when working with CRNAs. 

 

______ can't afford to lose anesthesia providers, particularly in rural and underserved areas, as 

that would undoubtedly result in the loss of services and possible closure of smaller institutions 

which cannot exist without such services as surgery and obstetrics.  ______ must avoid the 

untenable circumstance of patients being forced to travel to larger communities for surgery and 

anesthesia care.  This would be inconvenient, if not life-threatening, for patients.  ______ must 

do everything possible to attract and retain healthcare providers, such as CRNAs, now and in the 

future, to insure that its citizens will have access to necessary health care services; an opt-out 

facilitates this. 

 

Supervision does not add to patient safety: 

If _______ opts out, there will be no negative impact on patient safety.  If an opt-out occurs, the 

quality care that surgeons and CRNAs currently provide to patients will not change.  Surgeons 

and CRNAs will maintain the close cooperation that currently occurs throughout the 

hospitalization and surgical portions of patient care.  If ______ opts out from the federal 

supervision requirement, facilities will continue to be able to adopt their own policies regarding 

anesthesia practice as they have done in the past.  Determining what policies best serve a 

facility’s particular patient population should be a local decision -- not dictated by the federal 

government.   

 

The following recent studies support that CRNAs provide safe, high-quality anesthesia care 

without physician supervision: 

 

Health Affairs:  The excellent safety record of CRNAs is reflected in a study titled, “No Harm 

Found When Nurse Anesthetists Work without Supervision by Physicians,” in Health Affairs, the 

nation’s leading health policy journal.  The authors of this study analyzed nearly 500,000 

hospitalizations in 14 opt-out states (i.e., the 14 states that, at the time of the study, had opted out 

of the federal physician supervision requirement for CRNAs; there are now a total of 16 opt-out 

states) and concluded that allowing CRNAs to administer anesthesia services without physician 

supervision does not put patients at risk.  In fact, the authors found no increase in the odds of a 

patient dying or experiencing complications in states that had opted out.  The Health Affairs 

study is available at www.aana.com/optoutstudy.    
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Nursing Economic$:  A study, titled “Cost Effectiveness Analysis of Anesthesia Providers,” 

published in Nursing Economic$ (May-June 2010), considered the different anesthesia delivery 

models in use in the United States today, including CRNAs acting solo, physician 

anesthesiologists acting solo, and various models in which a single anesthesiologist directs or 

supervises one to six CRNAs.  The results show that CRNAs acting as the sole anesthesia 

provider cost 25 percent less than the second lowest cost model.  On the other end of the cost 

scale, the model in which one anesthesiologist supervises one CRNA is the least cost efficient 

model. 

 

The study’s authors also completed a thorough review of the literature that compares the quality 

of anesthesia service by provider type or delivery model.  This review of published studies shows 

that there are no measurable differences in quality of care between CRNAs and anesthesiologists 

or by delivery model.  The Nursing Economic$ study is available at 

www.aana.com/lewinstudy.aspx. 

 

IOM report:  In October 2010, the Institute of Medicine issued a report titled, The Future of 

Nursing: Leading Change, Advancing Health (IOM Report).  Good public policy requires 

flexibility in models of healthcare delivery that promote patient safety and cost 

effectiveness.  Healthcare professionals with a history of providing excellent quality of care, like 

CRNAs, should not be limited or prohibited from practicing to the full extent of their education, 

training, and competencies.  As the IOM report indicates, “no studies suggest that care is better 

in states that have more restrictive scope-of-practice regulations for APRNs than in those that do 

not.”  The report indicates that states, federal agencies, and health care organizations should 

remove scope of practice barriers that hinder nurses from practicing to the full extent of their 

education and training.  The IOM press release, which includes a link to the IOM report, is 

available at http://www8.nationalacademies.org/onpinews/newsitem.aspx?RecordID=12956 

 

Summary 

____ requests your support for an opt-out in ______ for all of the reasons discussed in this letter.  

An opt-out would: 

 

 Eliminate the inconsistency between state and federal law, and allow the state and local 

facilities to regulate practice in a manner that is in the best interest of ______ citizens. 

 

 Eliminate surgeon and facility administrator confusion regarding what supervision  

means and how to comply with the supervision requirement.  

 

 Help to alleviate surgeon fear of liability for CRNA practice. 
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 Allow more flexibility in how ____ facilities can best utilize CRNAs in the state.  

 

 Give _______ the ability to attract CRNA providers, who are essential to ______ 

healthcare, particularly in rural and underserved areas of the state.  Having an adequate 

supply of CRNAs is vital to ensuring that facilities can continue to offer necessary 

healthcare services.  Ensuring access to CRNA services allows facilities to, in turn, 

continue to attract other necessary healthcare professionals, such as surgeons. 

 

 Maintain the same standard of safe, high-quality practice that currently exists when 

CRNAs and surgeons provide patient care. 

  

What would change if ______ opts-out from the federal supervision requirement?  The negative 

effects of the federal supervision requirement would be removed.  What wouldn't change if 

_______ opts-out?  The commitment of CRNAs and surgeons to conscientiously and 

competently care for their patients, preoperatively, intraoperatively, and postoperatively. 

 

The _ANA hopes that the above information will be helpful in answering any questions that your 

association may have about the opt-out process and its potential impact in ________.  If you 

have additional questions, or require further information, please do not hesitate to contact me.  I 

can be reached at [phone] or [e-mail], or by mail at [address].   

 

Sincerely, 
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Appendix E8 

 

Sample Letter – Surgeon Letter 

 

 

The Honorable _______________ 

Office of the Governor 

[address] 

 

Dear Governor __________: 

 

I am a surgeon specializing in Plastic and Reconstructive Surgery at ____________ Hospital in 

_____________, where I work with a CRNA on a regular basis.  I have worked with many 

CRNAs throughout my career and can attest to their competence and professionalism in the 

practice of anesthesia.  I consider them experts in the field of anesthesia and my patients are well 

taken care of.  And, while _________ statutes have never required CRNAs to be supervised, I 

applaud the fact that you recently signed the new APRN practice rules into law that eliminated 

the formal collaboration agreement once required for CRNA practice except for new graduates 

for a specified period of time. 

 

One of my main concerns with the current CMS Conditions of Participation is the effect the rules 

have on recruitment of qualified physicians and surgeons, not only in my facility, but also in 

others across ____________.  The rules are ambiguous and lead surgeons to believe that we are 

liable for the CRNA’s practice.  While I realize that belief is not well founded, some of my 

colleagues are hesitant to practice in areas that employ CRNAs due to the CMS supervision 

requirement. 

 

It is important to note that the current CMS rules are strictly a “Part A” billing issue and have 

nothing to do with the qualifications or scope of practice of Certified Registered Nurse 

Anesthetists.  These “Part A” conditions are specifically imposed on facilities for Medicare 

billing and facility reimbursement.  However continued reinterpretation of these rules constantly 

clouds the issue of how much supervision of CRNAs is required by a facility in order to meet 

payment constraints.   
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Additionally, opting out of CRNA supervision would resolve the issue of CMS compliance for 

our facility.  It would eliminate the impact of soaring operating costs to physicians and hospitals 

that currently depend upon CRNA services.  It would dispel erroneous misinterpretations 

regarding the vicarious liability of surgeons using CRNAs when complying with CMS billing 

requirements imposed on facilities.  It would remove discriminatory restrictions so that surgeons 

may utilize their anesthesia providers of choice.  Finally, opting out of CRNA supervision would 

not change the existing delivery of anesthesia services at any hospital--rather it would ensure and 

align federal and state compliance at every __________ hospital that provides anesthesia 

services. 

 

I respectfully request your continued support of nurse anesthesia services in _____________. For 

the good health of our patients, and in support of a cost effective solution to meet quality 

healthcare needs of our state I again ask that you opt out of the CMS requirement for physician 

supervision of CRNAs. 

 

Very Sincerely Yours, 
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Appendix E9 

Sample Letter – OB Letter 

 

 

Date 

 

 

The Honorable Governor ______________ 

 

Dear Governor ____________: 

 

I am a physician and surgeon specializing in obstetrics at ___________.  I wish to thank you for 

your commitment to building a quality health care system in ____________, and write due to a 

growing concern meeting the Center of Medicare Services (CMS) Conditions of Participation. 

 

Our facility is fortunate to have an outstanding team of Certified Registered Nurse Anesthetists 

(CRNAs).  They administer 100% of our labor epidurals, in addition to providing anesthesia for 

caesarian sections and other operative obstetrics, and neonatal resuscitation.  These are critical 

services for our community, and our CRNAs significantly contribute to cost effective access to 

safe, high quality anesthesia through their expert services provided at our hospital. 

 

In recent months we have worked diligently to satisfy CMS, Sec. 482.52, Conditions of 

Participation requirements.  These “Part A” conditions are specifically imposed on facilities for 

Medicare billing and facility reimbursement.  However continued reinterpretation of this rule 

clouds the issue of how much supervision of CRNAs is required by a facility in order to meet 

payment constraints. 

 

There is no requirement for supervision of nurse anesthetists according to the ________ Nurse 

Practice Act.  CRNAs have provided anesthesia services in _________ since the 19__’s, and are 

a lifesaving resource for numerous facilities.  We are concerned about the ambiguity of CMS 

facility requirements and the lack of consistency between state and federal law.  However the 

CMS also allows a state to “opt out” of the unnecessary and restrictive CRNA supervision 

requirement for Medicare billing.  
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Opting out of CRNA supervision would completely resolve the issue of CMS compliance for our 

facility.  It would eliminate the impact of soaring operating costs to physicians and hospitals 

which currently depend upon CRNA services.  It would dispel erroneous misinterpretations 

regarding the vicarious liability of surgeons using CRNAs when complying with CMS billing 

requirements imposed on facilities.  It would remove discriminatory restrictions so that surgeons 

may utilize their anesthesia providers of choice.  Finally, opting out of CRNA supervision would 

not change the existing delivery of anesthesia services at any hospital--rather it would ensure 

federal and state compliance of every _______ hospital which provides anesthesia services. 

 

I respectfully request your continued support of nurse anesthesia services in ________, for the 

good health of our patients, and in support of a cost effective solution to meet quality healthcare 

needs of our state.  Please contact the CMS and request an Opt Out of the CRNA Supervision 

Rule at your earliest convenience. 

 

Sincerely,  

 

 

 

___________, MD 
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Appendix E10 

Talking Points Regarding Opt-Outs 

 

An opt-out would: 

 

 Eliminate the inconsistency between state and federal law, and allow the state and 

local facilities to regulate practice in a manner that is in the best interest of ______ 

citizens. 

 

The federal supervision requirement is inconsistent with _____ state law, which does not require 

physician supervision of CRNAs.   The ____ nursing statute and the _____ Board of Nursing 

rules concerning CRNAs, for example, do not require such supervision.  [Note:  Include quotes 

from and/or references to pertinent state law and rules.]    

 

If _______ does not opt out from the federal supervision requirement, ______ will in effect be 

allowing the federal government to dictate to _______ how to regulate CRNA practice.  The 

federal requirement should not be allowed to continue to contradict ______ law and the will of 

____’s Legislature and the ______ Board of Nursing.  The Legislature and the Board of Nursing 

have had ample opportunity to evaluate the appropriate regulation of CRNA practice, and have 

properly chosen not to require physician supervision of CRNAs.  _____ -- not the federal 

government -- should determine how health care professionals should be regulated in the state. 

 

 

 Eliminate surgeon and facility administrator confusion regarding what supervision  

means and how to comply with the supervision requirement.  

 

There is confusion among surgeons and facility administrators regarding the meaning of the 

federal supervision requirement and what the supervision language actually requires.  As long as 

the federal supervision requirement remains in place, this confusion will continue.   

 

The ____ nurse practice act [and/or board of nursing rules, as pertinent] provides that 

____________________.   Even though CRNAs are personally responsibility for the care they 

provide, if ______ does not opt-out, surgeons will continue to perceive that they are liable for 

CRNA actions.  _____, which relies so heavily on CRNA services, should not tolerate a situation 

that unnecessarily intimidates surgeons in our rural  and underserved communities. 
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 Allow more flexibility in how ______ facilities can best utilize CRNAs in the state.  

 

An opt-out would provide hospitals and ambulatory surgery centers more flexibility in securing 

anesthesia providers and staffing anesthesia departments. 

 

______ can't afford to lose anesthesia providers, particularly in rural and underserved areas, as 

that would undoubtedly result in the loss of services and possible closure of smaller institutions 

which cannot exist without such services as surgery and obstetrics.  _______ must avoid the 

untenable circumstance of patients being forced to travel to larger communities for surgery and 

anesthesia care.  This would be inconvenient, if not life-threatening, for patients.  _________ 

must do everything possible to attract and retain healthcare providers, such as CRNAs, now and 

in the future, to insure that its citizens will have access to necessary health care services; an opt-

out facilitates this.  Ensuring access to CRNA services allows facilities to, in turn, continue to 

attract other necessary healthcare professionals, such as surgeons. 

 

 Maintain the same standard of safe, high-quality practice that currently exists when 

CRNAs and surgeons provide patient care. 

 

Physician supervision does not add to patient safety, as supported by current studies (referenced 

below).  If _______ opts out, there will be no negative impact on patient safety.  If an opt-out 

occurs, the quality care that surgeons and CRNAs currently provide to patients will not change.  

Surgeons and CRNAs will maintain the close cooperation that currently occurs throughout the 

hospitalization and surgical portions of patient care.  If _______ opts out from the federal 

supervision requirement, facilities will continue to be able to adopt their own policies regarding 

anesthesia practice as they have done in the past.  Determining what policies best serve a 

facility’s particular patient population should be a local decision -- not dictated by the federal 

government.   

 

The following recent studies support that CRNAs provide safe, high-quality anesthesia care 

without physician supervision: 

 

 “No Harm Found When Nurse Anesthetists Work without Supervision by Physicians” 

Health Affairs August 2010(at www.aana.com/optoutstudy).    

 

 “Cost Effectiveness Analysis of Anesthesia Providers” 

Nursing Economic$ May-June 2010 (at www.aana.com/lewinstudy.aspx) 



HEALTH POLICY IMPLEMENTATION  47 

 

The Future of Nursing: Leading Change, Advancing Health  

Institute of Medicine report, October 2010 (press release and link to report at  

http://www8.nationalacademies.org/onpinews/newsitem.aspx?RecordID=12956) 
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Appendix F 

Results 

 

Overall Survey Results 
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Results per question: 
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