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Abstract 

Problem: The Department of Veterans Affairs (VA) Office of Inspector General’s (VA/OIG) 

(2017) audit of the Veterans Health Administration (VHA) for the fiscal year 2015 determined 

approximately 80% of newly enrolled veterans seeking care waited more than 30 days, and 53% 

of newly enrolled veterans seeking care finished their first appointment greater than 30 days over 

the established eligibility date. To address veteran’s access to care issues, the VA finalized a 

rule, RIN 2900-AP44, granting full practice authority to three roles of the VA’s advanced 

practice registered nurses (APRN) but excluded certified registered nurse anesthetists (CRNAs) 

(VA/OPA, 2016). 

Purpose: The purpose of implementing this evidence-based health policy toolkit was to provide 

resources on how to amend the current rule, RIN 2900-AP44, to include CRNAs.  

Methods: The health policy toolkit along with the evaluation survey (Appendix F) was 

implemented via SurveyMonkey. Data was also collected via SurveyMonkey. 

Results: The survey revealed (Appendix G, Figure 4) most participants, 83.3%, strongly agree 

granting CRNAs full practice authority will decrease delays in patient access to anesthesia care 

in the VA vs. 16.7% who strongly disagree. The survey (Appendix G, Figure 10) also revealed 

83.3% of participants strongly agree and 16.7% agree the health policy toolkit is needed and will 

likely be supported by a vast majority of VA CRNAs in Maryland. 

Conclusion: Data analysis demonstrates there is a need for the health policy toolkit, and granting 

CRNAs full practice authority would decrease delays in patient access to anesthesia care in the 

VA. 
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Introduction 

 Anesthesia services in the United States are delivered mainly by certified registered 

nurse anesthetists (CRNAs) and physician anesthesiologists. CRNAs have provided anesthesia 

services for over 150 years and began as the sole providers of this service (Dulisse & Cromwell, 

2010). By 1986, there was an accelerated saturation of physicians into the anesthesia specialty, 

creating a larger amount of physician anesthesiologists practicing alone or in a team model with 

CRNAs (Dulisse & Cromwell, 2010). In the United States, CRNAs provide over 45 million 

anesthetics to patients yearly in various settings such as ambulatory surgical centers, hospitals, 

clinics, the U.S. military, and the Department of Veterans Affairs (VA) healthcare facilities 

(AANA, 2018). CRNAs are also the principal providers of anesthesia in rural areas, thereby 

increasing healthcare services to patients in those medically underserved areas (AANA, 2018). 

 CRNAs can have a scope of practice (SOP) law/regulation that restricts the extent to 

which they can practice to the full extent of their education and training, thus requiring them to 

practice under medical direction or supervision (Cintina, Hogan, Schroeder, Simonson, & 

Quraishi, 2018). Medical direction entails an anesthesiologist directing one to four CRNAs and 

is available at certain stages of the anesthesia care, while medical supervision entails an 

anesthesiologist supervising four or more CRNAs, but there is no requirement to be present 

during the anesthesia care (Cintina et al., 2018). Restrictive CRNA SOP are scopes that entail 

physician involvement in cases. Examples of such restrictions include the immediate presence, 

supervision, timely on-site consultation, and being physically present and available at the facility 

(Negrusa, Hogan, Warner, Schroeder, & Pang, 2016). CRNA restrictive SOP increases the cost 

of providing care and decreases patient access to high-quality anesthesia services especially in 

underserved communities (Negrusa et al., 2016). 
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 The Veterans Health Administration (VHA) is the biggest integrated health care system 

in the United States and provides healthcare to over 9 million veterans annually at 1,250 facilities 

(VA/VHA, 2018). The VA Office of Inspector General’s (VA/OIG) (2017) audit of the VHA for 

the fiscal year 2015 determined approximately 80% of newly enrolled veterans seeking care had 

a waiting period over 30 days, and 53 percent of newly enrolled veterans seeking care finished 

their first appointment greater than 30 days over the established eligibility date.  

 To address veterans’ access to care issues and delays in care, the VA finalized a rule, 

RIN 2900-AP44, granting full practice authority to three roles of the VA’s advanced practice 

registered nurses (APRN), certified nurse practitioners, clinical nurse specialists, and certified 

nurse midwives, to practice to the full extent of their education, training, and certification 

without physician supervision effective January 13, 2017 (VA/OPA, 2016). CRNAs were 

excluded from the final rule, with the VA stating there were no imminent and wide access 

challenges in anesthesia-related care within the VA healthcare system (VA/OPA, 2016). 

 The purpose of this scholarly project was to develop and implement an evidence-based 

health policy toolkit supporting CRNAs full practice authority in the VA. The toolkit provided 

information on how to amend the current rule, RIN 2900-AP44, to include CRNAs. The 

inclusion of CRNAs in the final rule will eliminate veterans’ access to anesthesia-related care 

challenges, such as delays in care and increased wait times for care within the VHA facilities. 

 The practice change for this project included the development and implementation of an 

evidence-based health policy toolkit supporting full practice authority for VA nurse anesthetists. 

Literature Review 

 The VA Office of Inspector General (VA/OIG) (2018) performed a thematic analysis of 

occupational shortages of 141 VHA facilities. The survey included five questions with one of the 
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questions allowing for a free text response. There were 31 VHA facilities that identified 

shortages of anesthesia providers. A strength of the study was the surveys were completed by the 

most qualified staff member such as, human resources personnel or the chief of staff at the 

facility who had accurate data on staffing shortages. However, the study was not able to assess 

the relative impact a shortage had on a facility by the survey responses.  

 RAND Corporation (2015) conducted a congressionally mandated independent 

assessment of VHA facilities to assess reasons for delays in access to care. The study conducted 

surveys and qualitative interviews with 111 chiefs of staff. There were 24.3% of respondents that 

reported problems hiring or recruiting anesthesia providers. The study also cited patients 

experiencing unstable angina were sent home to return for surgery later due to a shortage of 

surgeons, unavailable operating rooms, and lack of cardiovascular anesthesia providers.  

 Anger Jr’s (2015) study was a retrospective cohort study to determine if non-physician 

anesthetists (NPAs), such as CRNAs, were able to provide surgical patients with anesthetic 

services equivalent to those provided by physician anesthetists. The study reviewed six non-

randomized studies with a total of 1,563,820 patients. There was no evidence of a difference in 

patient mortality between CRNAs and physician anesthetists. Three of the studies measuring the 

outcome of a risk from anesthesia-related complications found no evidence of a difference 

between provider groups.  

 The retrospective study by Dulisse & Cromwell (2010) analyzed if CRNAs opting out 

of physician supervision would negatively impact patient outcomes. The study analyzed a five 

percent Medicare data sample of 481,440 anesthesia cases (68,744 cases in opt-out states and 

412,696 in non-opt out states) performed over seven years. Outcomes measured mortality rates 

and complication rates for similar surgical procedures between the two provider types in opt-out 
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and non-opt-out states. Mortality was identified on the Medicare discharge form, while 

complications were measured using patient safety and quality indicators produced by the Agency 

for Healthcare Research and Quality (AHRQ). The study revealed no statistical significance in 

mortality and complication rates between the two providers in opt-out states and non-opt-out 

states.  

 Negrusa, Hogan, Warner, Schroeder, & Pang (2016) evaluated whether the probability 

of an anesthesia complication varies by SOP and delivery model; the delivery models evaluated 

were CRNA only, anesthesiologist only, or mixed- anesthesiologist and CRNA team. The 

evidence revealed anesthesia complication odds did not differ by SOP or delivery model. The 

sample size of more than 5.7 million anesthesia specific procedures were obtained from a 

database with anesthesia-related claims from 2011-2012.  

 Cintina, Hogan, Schroeder, Simonson, & Quraishi (2018) performed a cost-

effectiveness simulation analysis to evaluate differences across seven different anesthesia 

delivery models and possible cost savings with changes in the delivery model. The anesthesia 

delivery models analyzed were CRNA alone; anesthesiologist alone; four medical direction 

models of anesthesiologist directing one, two, three, or four CRNAs; and one anesthesiologist 

supervising four or more CRNAs. The researchers determined CRNAs acting independently 

(CRNA alone) to the full extent of their education and training was the most cost-effective 

approach while the quality of care was still preserved. Researchers determined if the CRNA only 

model substituted other anesthesia delivery models, there would be a savings of $2.9 billion 

annually in provider salary cost. 

 Evidence from the VA/OIG (2018) and RAND Corporation (2015) study revealed 

occupational shortages in anesthesia providers and delays in veteran’s access to anesthesia-
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related care. Studies by Anger Jr. (2015); Dulisse & Cromwell (2010); and Negrusa et al. (2016) 

revealed no evidence of a difference in patient mortality and anesthesia-related complications 

when care was provided by a CRNA in comparison to a physician anesthesiologist. The studies 

all recommended CRNA practicing to the full extent of their education and training, and removal 

of restrictive CRNA SOP laws/regulations in order to increase patient access to anesthesia-

related care. Cintina et al. (2018) cost-effectiveness analysis revealed CRNAs practicing 

independently was the most cost-effective model of care without compromise to a high quality of 

care. The evidence (Appendix A) from all the studies supports the need to implement a toolkit 

for the amendment of rule RIN 2900-AP44 so CRNAs are also included.  

Theoretical Framework 

 Kingdon’s Policy Stream is the theoretical framework that was applied to develop and 

implement the evidence-based health policy toolkit supporting CRNAs full practice authority in 

the VA. Kingdon’s theory describes three major streams that must be aligned in order to 

successfully implement policy change, and the streams are problem, policy, and politics (White, 

Dudley-Brown, & Terhaar, 2016). The problem stream is the stream that brings awareness of a 

problem to policy makers (White et al., 2016). In the policy stream, the policy community 

produces solutions and options to address the problem (White et al., 2016). The politics stream 

refers to political elements such as advocacy or opposition groups and elected officials that have 

an impact on agendas. The politics stream comprises the current conditions within which the 

problem and policy streams are functioning (White et al., 2016). When all three streams connect 

at a focal point, a window of opportunity will be created for policy change to be executed (White 

et al., 2016). 
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 In applying the Kingdon’s Policy Stream to this scholarly project, the problem stream 

was the current rule, RIN 2900-AP44, which excludes CRNAs from full practice authority in the 

VA, thereby contributing to delays in veteran’s access to anesthesia-related care. The policy 

stream was the development of an evidence-based health policy toolkit for CRNAs full practice 

authority in the VA. The politics stream will apply evidence (Appendix A) and a personal story 

(Appendix E) from the toolkit to engage and influence political elements (Appendices C & D) 

who are key stakeholders such as the Maryland Association of Nurse Anesthetists (MANA) 

lobbyists, Dr. Richard Stone, who is the Executive in Charge of the VHA, and the executives at 

the VHA Office of Regulation Policy and Management towards implementing CRNA full 

practice authority. When all three streams align, a window of opportunity will be created to enact 

CRNAs full practice authority in the VHA.  

Methods 

Setting and Population  

The project setting was at a professional conference (MANA Fall conference) comprising 

of CRNAs. The population included all CRNAs practicing in the state of Maryland with the 

exclusion of retired CRNAs.  

Implementation Procedures 

 The health policy toolkit along with a toolkit evaluation survey (Appendix F) was 

developed and approved by policy experts, project faculty advisor, clinical site representative, 

and MANA officials. The University of Maryland Baltimore (UMB), Institutional Review Board 

(IRB) deemed this project not human subjects research. An oral presentation on the project was 

given to the MANA conference attendees after which email addresses were gathered. The health 

policy toolkit and the evaluation survey (Appendix F) were emailed via SurveyMonkey to 
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individuals who met the inclusion criteria with solicitation of written feedback. Appendix B is 

the timeline for the project. 

Measures Collected 

The structure assessed was the Department of Veterans Affairs (VA) rule RIN 2900-

AP44. The current state of the rule is CRNA exclusion, and the desired state is to amend the rule 

to include CRNA full practice authority. The measure to amend the rule was selected because all 

three roles of the VA’s advanced practice registered nurses (APRNs) have full practice authority 

except CRNAs. Another structure assessed was CRNA scope of practice laws/ regulations in the 

VHA. The current state is a medical direction or medical supervision model of anesthesia care at 

various VHA facilities. The desired state is to enable CRNA alone (without medical supervision 

or medical direction) model of anesthesia care. The CRNA alone measure was selected because 

it is the most cost-effective model of anesthesia care (Cintina et al., 2018), and there is no 

evidence of a difference in patient mortality and anesthesia-related complications between 

CRNAs and physician anesthesiologists (Anger Jr., 2015). 

The process assessed was veteran’s care and the current state reveals delays and 

increased wait times for anesthesia-related care. The desired state is to increase anesthesia 

providers to eliminate delays and decrease wait times for anesthesia-related care by granting 

CRNAs full practice authority (RAND Corporation, 2015). The measure to increase anesthesia 

providers was selected due to decreased veterans’ access to anesthesia-related care as a result of 

anesthesia provider shortage (VA/OIG, 2018). Once CRNAs are granted full practice authority, 

the sustainability of the rule amendment will be maintained in the form of a policy in the VA 

(Virani, Lemieux-Charles, Davis, & Berta, 2009). 

Data Collection 
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The health policy toolkit was emailed to individuals in the inclusion criteria with 

solicitation of written feedback, this permitted assessment of the survey’s face validity. 

Anonymous surveys were returned with the omission of any identifiers. Data collection was 

retrieved by the policy toolkit evaluation survey (see Appendix F) via SurveyMonkey.  

Data Analysis 

The health policy toolkit evaluation survey in Appendix F contains 10 items that were 

assessed on a 5-point Likert scale ranging from strongly disagree (1) to strongly agree (5). Each 

survey was scored, and data items were analyzed in an Excel spreadsheet. The themes and 

patterns of the survey content were also analyzed and overall scores were determined for each 

item. Survey participants’ descriptive statistical data such as the number of years in practice and 

practice environment were also generated and evaluated. None of the survey responses had 

written feedback. 

Results 

 The health policy toolkit along with the evaluation survey was sent to 30 CRNAs that 

met the inclusion criteria, with 40% (12) of the participants completing the evaluation survey. 

Appendix G are the survey results. Key facilitators that impacted the project’s outcome were the 

informative sessions provided to VA CRNAs on evidence supporting CRNA full practice 

authority, and data reports provided to key stakeholders with evidence of reported delays in 

veteran’s access to anesthesia care. Key barriers were identified in the complexity and time 

needed to amend the rule which led to the decreased desire for full practice authority by some 

CRNAs. 

Figure 1 and figure 2 (Appendix G) generated participants’ descriptive data. Most 

participants, 33.3%, had 2-5 years of practice experience while other year groups had 16.7% 
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each, < 2 years, 6-10 years, 11-15 years, and > 15 years of experience (figure 1). The majority of 

participants practiced in urban areas (75%) (figure 2).  

Most participants strongly agree CRNAs should have full practice authority and the lack 

of it hinders advancing the CRNA profession (91.7%) (figure 3). Most participants strongly 

agree granting CRNAs full practice authority will decrease delays in patient access to anesthesia 

care in the VA (83.3%) (figure 4). The majority of participants strongly agree the health policy 

toolkit was clear and informative (75%) (figure 5). Most participants strongly agree the elevator 

speech in the toolkit is persuasive (58.3%) (figure 6). Most participants strongly agree the policy 

decision brief provides accurate problem description with supporting evidence for the need for 

policy change (58.3%) (figure 7).  

The majority of participants strongly agree the personal story in the health policy toolkit 

emphasizes the human impact of the shortfall in lack of CRNA full practice authority (66.7%) 

(figure 8). Most participants strongly agree the personal story is emotionally engaging and 

motivating for VA policy makers to act (58.3%) (figure 9). Most participants strongly agree the 

health policy toolkit is needed and will likely be supported by a vast majority of VA CRNAs in 

Maryland (83.3%) (figure 10). 

Measure to Protect Participants (IRB) 

There were no unintended consequences. The project was submitted to the UMB IRB for 

query through Collaborative Institutional Comprehensive Evaluation of Research Online 

(CICERO) and received a Non-Human Subjects Research (NHSR) determination. The UMB 

IRB evaluated the project and ensured participants were safeguarded from unethical and 

dangerous actions. Anonymous surveys were collected with the omission of any identifiers. 

Privacy and confidentiality were maintained during the evaluation by only accessing data for 
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official use from password-protected computers that time-out and log-out after minutes of 

inactivity.  

Discussion 

 The purpose of this scholarly project was to develop and implement an evidence-based 

health policy toolkit supporting CRNAs full practice authority in the VA. Evidence supports 

granting CRNAs full practice authority will eliminate veterans’ access to anesthesia-related care 

challenges, such as delays in care and increased wait times for care within the VHA facilities. 

Responses from the survey (Appendix G) demonstrated 83.3% of participants strongly agree 

granting CRNAs full practice authority will decrease delays in veterans’ access to anesthesia 

care. This is consistent with the study recommendations by VA/OIG (2018) and RAND 

Corporation (2015) to grant CRNAs full practice authority to increase patient access to 

anesthesia-related care and decrease delays. 

Responses from the survey (Appendix G) also demonstrated 66.7% strongly agree and 

33.3% agree the policy toolkit emphasizes the human impact of the shortfall in the lack of 

CRNAs full practice authority and highlights the need to amend the VA rule, RIN 2900-AP44, to 

include CRNAs. This is consistent with the RAND Corporation (2015) study that recommends 

granting CRNAs full practice authority to help decrease anesthesia provider shortages. RAND 

Corporation’s (2015) study cited patients experiencing unstable angina being sent home to return 

for surgery later due to a shortage of cardiovascular anesthesia providers.  

The limitations to this project were the small sample size (N=30) and the low yield of 

survey responses, with only 40% of participants completing the survey. Efforts made to reduce 

the limitations were multiple email reminders to participants to complete the survey. Email 
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addresses for the survey were gathered voluntarily from participants at the professional 

conference. Increased attendance at the conference would have increased the sample size. 

Conclusion 

Data analysis and literature review demonstrate there is a need for the health policy 

toolkit, and granting CRNAs full practice authority would decrease delays in veterans’ access to 

anesthesia care in the VA. Implications for practice would be increased veteran’s access to 

anesthesia-related care, elimination of anesthesia provider shortage, savings of $2.9 billion 

annually in provider salary cost with CRNA alone model (Cintina et al., 2018), and decreased 

cost of care. Sustainability can be visual management in the form of performance boards. 

Performance boards will be used to disclose improvement results with obtaining CRNA full 

practice authority (Silver et al., 2016). Another sustainability will be standard work which can be 

in the form of a written VA policy granting CRNAs full practice authority (Silver et al., 2016; 

Virani et al., 2009). 
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Appendix A 

Evidence Review Table 
 

Author, year Study 

objective/intervention 

or exposures 

compared 

Design Sample (N) Outcomes studied 

(how measured) 

Results *Level 

and 

Quality 

Rating 

Anger Jr., 

2015 

To determine if 

nonphysician 

anesthetists (NPAs), 

such as certified 

registered nurse 

anesthetists 

(CRNAs), were able 

to provide surgical 

patients with 

anesthetic services 

equivalent to those 

provided by physician 

anesthetists. 

Non-randomized 

retrospective cohort 

study 

N= 1,563,820 

participants 

Patient mortality 

rates and risk of 

anesthesia-related 

complications were 

compared between 

NPAs and 

physician 

anesthetists. 

Three of the six studies found no 

evidence of a difference in patient 

mortality when comparing NPAs 

with physician anesthetists, while a 

fourth found a lower risk of 

mortality in patients treated by 

NPAs compared with physician 

anesthetists. Three studies found no 

evidence of a difference between 

NPAs and physician anesthetists on 

the outcome of anesthesia-related 

complications. 

IV B 

Cintina, 

Hogan, 

Schroeder, 

Simonson, & 

Quraishi, 

2018 

A cost simulation 

model to evaluate 

differences across 

seven different 

anesthesia delivery 

models (CRNA alone, 

anesthesiologist 

alone, four medical 

direction models of 

anesthesiologist 

directing one, two, 

three, or four CRNAs, 

and one 

anesthesiologist 

supervising four or 

more CRNAs) and 

potential cost savings 

associated with a 

change in delivery 

model distribution.  

Cost effectiveness 

simulation analysis 

N= A 5% randomly 

selected Medicare 

sample from 2011-2012 

in an in-patient setting  

Base units (BU) is a 

measure of 

anesthesia 

procedure 

complexity, and 

time units (TU) 

represents the 

duration of 

procedure. BU and 

TU determined 

procedure 

reimbursement 

amount which was 

considered revenue 

generated by 

provider. The 

difference in 

revenue and cost 

(provider salary) 

were generated. 

Researchers determined CRNAs 

acting independently to the full 

extent of their education and 

training (without medical 

supervision or direction) was the 

most cost-effective approach due to 

the provision of anesthesia care at 

the lowest cost while the quality of 

care is still preserved.  

Researchers gathered from a 5% 

Medicare sample from 2011-2012 

and determined if other anesthesia 

delivery models were replaced with 

a CRNA only model, the total cost 

would decrease from $7.4 billion to 

$4.5 billion, saving $2.9 billion in 

provider salary cost. 

V A 
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Department 

of Veterans 

Affairs, 2018 

Department of 

Veterans Affairs 

mandated review by 

the Office of 

Inspector General 

(OIG ) to determine 

occupational and 

staffing shortages 

across VHA facilities. 

 

Qualitative study N= 141 VHA facilities 

analyzed 

N/A Thematic analysis of occupational 

shortages of 141 VHA facilities, 31 

facilities reported shortages in the 

area of anesthesia care. Most 

shortages often occurred in 

occupations of nursing and medical 

officer. 

V B 

Dulisse & 

Cromwell, 

2010 

To analyze if certified 

registered nurse 

anesthetists (CRNAs) 

opting out of 

physician supervision 

would negatively 

impact the outcome 

of patients.   

 

Retrospective study N= 481,440 

Opt-out state patients, 

n= 68,744 

Non-opt out state 

patients, n= 412,696 

 

Providers were 

categorized as CRNA 

solo- certified registered 

nurse anesthetist 

without 

anesthesiologist; MDA 

solo- anesthesiologist 

without CRNA; and 

team-  anesthesiologist 

and CRNA working 

together. 

 

Mortality rates and 

complication rates 

were measured for 

procedures that the 

two provider types 

had in common in 

opt-out and non-

opt-out states 

In non-opt-out states, mortality 

rates for the three anesthesia 

categories had a downward trend 

throughout the seven-year period, 

from 3.1–3.5 % to 2.2–2.8 %. Opt-

out states also had a downward 

trend in mortality.  

 

For opt-out states, there was no 

statistically significant difference in 

mortality between the periods 

before and after opting out. 

 

Complication rates had no 

difference between anesthesiologist 

and CRNA solo groups in non-opt-

out states. CRNA solo in opt-out 

states had a lower incidence of 

complications (odds ratios of 0.798 

before opting out and 0.813 after 

opting out) in comparison to MDA 

solo in non-opt-out states; the 

differences were statistically 

significant for both time periods. 

 

In opt-out states, complication rates 

for the nurse anesthetist solo group 

were similar to those of the MDA 

solo group. The difference between 

III A 
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complication rates for CRNA solo 

and team anesthesia was not 

statistically different in opt-out 

states. 

 

Negrusa, 

Hogan, 

Warner, 

Schroeder, & 

Pang, 2016 

To evaluate whether 

the probability of an 

anesthesia 

complication varies 

by SOP (scope of 

practice) and delivery 

model 

(CRNA[certified 

registered nurse 

anesthetist] only, 

anesthesiologist only, 

or mixed 

anesthesiologist and 

CRNAs team). 

 

Systematic review 

and meta-analysis 

N= 5.7 million 

anesthesia specific 

procedures. 75% in out-

patient areas, and 25% 

in an in-patient facility. 

Anesthesia claims 

and related 

complications were 

measured.  

 

Anesthesia claims 

were identified 

using anesthesia 

specific current 

procedural 

terminology (CPT) 

codes in addition to 

modifier fields. 

Place of service 

codes were used to 

categorize 

outpatient, 

inpatient, and 

emergency room 

settings. 

 

In general, 8 in every 10,000 

anesthesia-related procedure 

resulted in a complication. 

Complications were 4 times more 

likely in the inpatient setting (20 per 

10,000) than in an outpatient setting 

(4 per 10,000). In both settings, the 

probability of a complication 

significantly differ based on patient 

characteristics, patient 

comorbidities, and the procedures 

being performed. Complication 

odds did not differ by SOP or 

delivery model. 

 

There is no observed evidence for 

SOP laws/regulations restricting 

CRNAs from practicing at levels 

lower than their education and 

training based on differences in 

anesthesia-related risk. The 

researchers stated unnecessary 

CRNA restrictions reduces patient 

access to high-quality anesthesia 

services, specifically in underserved 

populations, and increase the cost of 

care. 

 

I A 

RAND 

Corporation, 

2015 

A congressionally 

mandated 

independent 

assessment of health 

care delivery systems 

and management of 

Veterans Health 

Administration 

(VHA) facilities to 

Qualitative study N= 111 chief of staff 

surveys 

N/A 24.3% of respondents reported 

problems hiring or recruiting 

anesthesia providers. 

 

The study determined it is routine 

for non-urgent surgeries to be 

delayed a week or more, and for 

urgent surgeries to be sent out to 

other facilities resulting in extra 

V B 
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assess reasons for 

delays in access to 

care for patients in 

the VHA facilities.  

expense to the VA as the patient is 

treated at a non-VA facility. 

 

Patients experiencing unstable 

angina were sent home to return for 

surgery later. The reason for the 

delays was due to a shortage of 

surgeons, and when more surgeons 

were available, there were problems 

with available operating rooms 

(OR) since the OR were only 

available just 3 days per week due 

to lack of cardiovascular anesthesia 

support. The study also cited a lack 

of cardiovascular anesthesia support 

on nights and weekends 

 

Evidence strengths were assigned using the Melnyk & Fineout-Overholt (2014) Rating System for Hierarchy of Evidence. Evidence quality ratings were assigned 

using the Newhouse (2006) Rating Scale for Quality of Evidence. 

 

 

 

 

 

 

 

 



POLICY TOOLKIT FOR FULL PRACTICE AUTHORITY 18 

 

  

 

References 

American Association of Nurse Anesthetists (AANA). 2018. Certified registered nurse 

 anesthetists fact sheet. Retrieved from https://www.aana.com/membership/become-a-

 crna/crna-fact-sheet 

Anger Jr., W. H. (2015). Physician vs. nonphysician anesthetists for surgical patients. AJN 

 American Journal of Nursing, 115(3), 21. Retrieved from https://doi-org.proxy-

 hs.researchport.umd.edu/10.1097/01.NAJ.0000461805.04108.34 

Cintina, I., Hogan, P. F., Schroeder, C., Simonson, B. E., & Quraishi, J. A. (2018). Cost 

 effectiveness of anesthesia providers and implications of scope of practice in a medicare 

 population. Nursing Economic$, 36(2), 67–73. Retrieved from 

 http://survey.hshsl.umaryland.edu/?url=http://search.ebscohost.com.proxy-

 hs.researchport.umd.edu/login.aspx?direct=true&db=rzh&AN=129092700&site=ehost-

 live. 

Department of Veterans Affairs: Office of Inspector General. (2018). OIG Determination of 

 veterans health administration’s occupational staffing shortages. Retrieved from 

 https://www.va.gov/oig/pubs/VAOIG-18-01693-196.pdf  

Dulisse, B., & Cromwell, J. (2010). No harm found when nurse anesthetists work without 

 supervision by physicians. Health Affairs, 29(8), 1469–1475. https://doi-org.proxy-

 hs.researchport.umd.edu/10.1377/hlthaff.2008.0966 

Melnyk, B. M. & Fineout-Overholt, E. (2014). Evidence-based practice in nursing & healthcare: 

 A guide to best practice (3rd ed.). New York: Lippincott, Williams & Wilkins 

Negrusa, B., Hogan, P. F., Warner, J. T., Schroeder, C. H., & Pang, B. (2016). Scope of practice 

 laws and anesthesia complications: No measurable impact of certified registered nurse 

https://www.aana.com/membership/become-a-
https://www.aana.com/membership/become-a-
https://doi-org.proxy-/
https://doi-org.proxy-/
http://survey.hshsl.umaryland.edu/?url=http://search.ebscohost.com.proxy-
http://survey.hshsl.umaryland.edu/?url=http://search.ebscohost.com.proxy-
https://www.va.gov/oig/pubs/VAOIG-18-01693-196.pdf


POLICY TOOLKIT FOR FULL PRACTICE AUTHORITY 19 

 

  

 

 anesthetist expanded scope of practice on anesthesia-related complications. Medical 

 Care, 54(10), 913–920. https://doi-org.proxy-

 hs.researchport.umd.edu/10.1097/MLR.0000000000000554 

Newhouse, R. P. (2006). Examining the support for evidence-based nursing practice. Journal of 

 Nursing Administration, 36(7-8), 337-40 

RAND Corporation. (2015). Assessment B (Health care capabilities) Appendices E-I. Retrieved 

 from 

 https://www.va.gov/opa/choiceact/documents/assessments/Assessment_B_Health_Care_

 Capabilities_Appendices_E-I.pdf    

Silver, S. A., McQuillan, R., Harel, Z., Weizman, A. V., Thomas, A., Nesrallah, G., … Chertow, 

 G. M. (2016). How to Sustain Change and Support Continuous Quality Improvement. 

 Clinical journal of the American Society of Nephrology: CJASN, 11(5), 916–924. 

 doi:10.2215/CJN.11501015 

U.S. Department of Veterans Affairs: Office of Public and Intergovernmental Affairs (VA/OPA). 

 (2016). VA grants full practice authority to advance practice registered nurses. Retrieved 

 from https://www.va.gov/opa/pressrel/pressrelease.cfm?id=2847  

U.S. Department of Veterans Affairs: Veterans Health Administration (VA/VHA). (2018). About 

 VHA. Retrieved from https://www.va.gov/health/aboutvha.asp 

VA Office of Inspector General (VA/OIG). (2017). Veterans health administration audit of 

 management of primary care panels. Retrieved from 

 https://www.va.gov/oig/pubs/VAOIG-15-03364-380.pdf 

Virani, T., Lemieux-Charles, L., Davis, D.A., Berta, W. (2009). Sustaining change: Once 

 evidence-based practices are transferred, what then? Healthcare Quarterly, 12(1), 89-96. 

https://doi-org.proxy-/
https://doi-org.proxy-/
https://www.va.gov/opa/choiceact/documents/assessments/Assessment_B_Health_Care_
https://www.va.gov/opa/choiceact/documents/assessments/Assessment_B_Health_Care_
https://www.va.gov/health/aboutvha.asp
https://www.va.gov/oig/pubs/VAOIG-15-03364-380.pdf


POLICY TOOLKIT FOR FULL PRACTICE AUTHORITY 20 

 

  

 

White, K. M., Dudley-Brown, S., & Terhaar, M. F. (2016). Translation of evidence into nursing 

 and healthcare (2nd ed.). Springer Publishing Company. 

 

 



POLICY TOOLKIT FOR FULL PRACTICE AUTHORITY 21 

 

  

 

Appendix B 

Timeline 

• May 2019: Proposal submitted to stakeholders and committee members. 

• June 2019: Stakeholders approved proposal. 

• Summer 2019: Submitted project to UMB IRB.  

• Summer 2019: Proposal presented to stakeholders and committee members.  

• Fall 2019: Project implemented.  

• Spring 2020: Data collected, analyzed, synthesized, and evaluated.  

• Spring 2020: Final scholarly project manuscript submission to committee.  

• Spring 2020: Dissemination of scholarly project. 
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Appendix C 

Elevator Speech 

Good morning Honorable Robert Wilkie, the Secretary of the U.S. Department of 

Veterans Affairs (VA), Dr. Richard Stone, Executive in Charge of the Veterans Health 

Administration (VHA), and the officials of the Office of Regulation Policy and Management. 

My name is Mariyam Popoola, I am currently a Doctor of Nursing Practice student in the field of 

Nurse Anesthesia at the University of Maryland School of Nursing.  

I am grateful for your time in allowing me to request the amendment of the rule, RIN 

2900-AP44, to address veteran’s access to care issues and delays in care. The finalized rule 

granted full practice authority to three roles of the VA advanced practice registered nurses 

(APRN). Certified registered nurse anesthetists (CRNAs) were excluded from the final rule.  

The VA cited the reason for exclusion was due to no imminent and wide access 

challenges in anesthesia-related care within the VA healthcare system. However, the VAs own 

Office of Inspector General (OIG) (2018) and the RAND Corporation (2015) congressionally 

mandated independent assessment of VHA facilities contradicts the reason cited by the VA. Both 

studies have revealed anesthesia staffing shortages and delays in anesthesia-related care. Some of 

the delays in anesthesia-related care were due to the scope of practice limitation laws or 

regulations that inhibit the CRNAs full practice authority. I am happy to email the references to 

the studies. 

The evidence-based solution to address veteran’s access to care issues and delays in 

anesthesia-related care is to include CRNAs in the rule. The benefits of including CRNAs in the 

rule will be increased veteran’s access to high-quality anesthesia services, specifically in 
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underserved populations, decreased cost of care, and elimination of unnecessary delays in 

anesthesia care.  

I ask that you amend the rule to include CRNAs full practice authority without physician 

supervision or direction. Thank you.  
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Appendix D 

Policy Decision Brief 

To: Dr. Richard Stone, Executive in Charge, Veterans Health Administration (VHA); 

Executives, Office of Regulation Policy and Management. 

From: Mariyam Popoola, DNP Student, SRNA, University of Maryland School of Nursing. 

Re: Amendment of the rule RIN 2900-AP44 Advanced Practice Registered Nurses. 

Issue Summary: Current regulation in the VA with the rule, RIN 2900-AP44 grants full practice 

authority to three roles of APRN but excludes Certified Registered Nurse Anesthetists (CRNAs), 

and the VA has cited there are no imminent and wide access challenges in anesthesia care within 

the VHA (VA/OPA, 2016). Inhibiting CRNAs full practice authority results in delays in 

veterans’ access to anesthesia-related care (RAND Corporation, 2015). 

Background:  

• There were 24.3% of 111 chiefs of staff of VHA facilities that reported problems 

recruiting anesthesia providers. Patients experiencing unstable angina were sent home 

due to a lack of cardiovascular anesthesia providers (RAND Corporation, 2015). 

• Occupational shortages in the area of anesthesia care were reported in 31 of 141 VHA 

facilities (VA/OIG, 2018). 

• No evidence of a difference in patient mortality and anesthesia-related complications 

between nonphysician anesthetists (NPAs) and physician anesthetists (Anger Jr., 2015). 

• If a CRNA only model substituted other anesthesia delivery models, there would be a 

savings of $2.9 billion in provider salary cost (Cintina et al., 2018). 

• Restrictive CRNA scope of practice reduces patient access to high-quality anesthesia 

services, specifically in underserved populations, and increases the cost of care (Negrusa 

et al., 2016). 

Alternatives 

1. CRNA full practice authority. Amend rule RIN 2900-AP44 to include CRNAs, so 

CRNAs are authorized to practice to the full extent of their education, training, and 

certification without physician supervision. 

Advantages: Increase veteran’s access to anesthesia-related care and eliminate 

anesthesia provider shortages (RAND Corporation, 2015). 

Disadvantages: Dissatisfaction by the physician anesthesiologists due to the potential 

elimination of the anesthesia care team (ACT) model. With the ACT model, a physician 

anesthesiologist supervises and manages care provided by CRNAs (Cintina et al., 2018).  

2. Continue with the status quo. Continue to inhibit CRNAs full practice authority and 

require physician supervision. 

Advantages: Increased satisfaction by physician anesthesiologists due to continued ACT 

models that places the physician anesthesiologist in leadership and supervisory roles over 

CRNAs (Cintina et al., 2018).  

Disadvantages: Continued delays in veterans’ access to anesthesia-related care and 

increased cost of care (RAND Corporation, 2015; Negrusa et al., 2016). 

Recommendations: The evidence provided reveals there are imminent and wide access 

challenges in anesthesia-related care as well as anesthesia provider shortages in the VHA 

(RAND Corporation, 2015; VA/OIG, 2018). Amending the rule RIN 2900-AP44 to include 



POLICY TOOLKIT FOR FULL PRACTICE AUTHORITY 25 

 

  

 

CRNAs will increase veterans’ access to anesthesia-related care and decrease the cost of care 

(RAND Corporation, 2015; Cintina et al., 2018; Negrusa et al., 2016). 
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Appendix E 

Personal Story 

Good morning Honorable Robert Wilkie, the Secretary of the U.S. Department of 

Veterans Affairs (VA), Dr. Richard Stone, Executive in Charge of the Veterans Health 

Administration (VHA), and the officials of the Office of Regulation Policy and Management. 

My name is Mariyam Popoola, I am currently a Student Registered Nurse Anesthetist at the 

University of Maryland School of Nursing. I am honored and grateful for your time in allowing 

me to request the amendment of the rule, RIN 2900-AP44 Advanced Practice Registered Nurses.  

Rule RIN 2900-AP44 was finalized and became effective January 13, 2017, to address 

veteran’s access to care issues and delays in care. The finalized rule granted full practice 

authority to three roles of the VA’s advanced practice registered nurses (APRN) which included 

certified nurse practitioner, clinical nurse specialist, and certified nurse midwife, to practice to 

the full extent of their education, training, and certification without physician supervision. 

Certified registered nurse anesthetists (CRNAs) were excluded from the final rule. The VA cited 

the reason for exclusion was due to no imminent and wide access challenges in anesthesia-

related care within the VA healthcare system. However, the VAs own Office of Inspector 

General (OIG) (2018) occupational shortages report, and the RAND Corporation (2015) 

congressionally mandated independent assessment of VHA facilities contradicts the reason the 

VA cited for CRNA exclusion from the final rule. 

The VA/OIG (2018) thematic analysis of occupational shortages of 141 VHA facilities 

revealed 31 VHA facilities identified shortages of anesthesia providers (VA/OIG, 2018). The 

RAND Corporation (2015) assessment revealed 24.3% of 111 chiefs of staff of VHA facilities 

reported problems hiring or recruiting anesthesia providers (RAND Corporation, 2015). The 
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assessment also cited patients experiencing unstable angina were sent home to return for surgery 

later due to a lack of cardiovascular anesthesia providers (RAND Corporation, 2015). 

CRNAs are anesthesia specialty professionals who have completed a doctoral or masters 

level anesthesia program, and CRNAs provide over 45 million anesthetics to patients yearly in 

various settings such as ambulatory surgical centers, hospitals, clinics, the U.S. military, and the 

VA healthcare facilities (AANA, 2018). 

Studies have revealed no evidence of a difference in patient mortality and anesthesia-

related complications when care was provided by a CRNA working alone without physician 

supervision in comparison to a physician anesthesiologist (Anger Jr., 2015; Dulisse & Cromwell, 

2010; and Negrusa, Hogan, Warner, Schroeder, & Pang, 2016).  

Restricting CRNAs ability to practice to the full extent of their education, training, and 

certification by requiring physician supervision limits CRNAs scope of practice (SOP) and has a 

huge impact on patient’s lives; it results in decreased access to high-quality anesthesia services, 

specifically in underserved populations, and increased cost of care (Negrusa et al., 2016). I 

would like to share the story of veteran PL who has been negatively impacted by restrictive 

CRNA SOP which can potentially result in him being in a wheelchair with limited mobility. PL 

is a Vietnam War veteran who had been trying to get back surgery for seven months, but his 

back surgery was canceled several times due to a lack of anesthesia providers (Low, 2017).  

“I feel pretty left alone. I went and fought a war for my country. I love this country more 

than anything and I would do it again in a hot second. Delays are happening all the time, 

so my whole life is disrupted,” said PL (Low, 2017). PL’s wife expressed her husband feels 

hopeless. “My husband is discouraged, and the next step is despair. He could be in a 

wheelchair in less than a year if he does not get the surgery,” said PL’s wife (Low, 2017). 
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Unfortunately, the VA facility PL has attempted to have back surgery operates under a 

1:2 ratio supervision model of anesthesia delivery (Weiner, 2017). With that model, an 

anesthesiologist supervises two CRNAs (Weiner, 2017). This model of anesthesia delivery is 

inefficient because it prevents the anesthesiologist from providing direct anesthesia care while 

supervising CRNAs (Cintina, Hogan, Schroeder, Simonson, & Quraishi, 2018). 

It is disheartening to see a veteran such as PL who risked his life to honor and serve his 

country end up in a wheelchair because the VA failed him and other veterans in receiving timely 

anesthesia care by restricting CRNA SOP with the rule, RIN 2900-AP44, which excludes 

CRNAs from full practice authority. It is time to serve our veterans and show them we care by 

ensuring their anesthesia services are provided on time without compromising their wellbeing.  

I ask that you amend the rule, RIN 2900-AP44, to include CRNAs being able to practice 

to the full extent of their education, training, and certification without physician supervision. 

Including CRNAs in the rule will ultimately eliminate anesthesia provider shortages and increase 

access to anesthesia-related care that is very much needed by our nation’s veterans. 
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Appendix F 

Policy Toolkit Evaluation Survey  

(Please complete in SurveyMonkey using the link in your email) 

For each item, please select the box that applies 

Section 1:Demographics  

 

    

1. No. of Years in 

practice 

<2 2 - 5 6-10 11-15 >15 

2. Practice 

Environment 

 

Urban Rural Other N/A  

 

For each item in section 2 & 3, please select the box that most reflects your opinion 

Section 2: CRNA Full Practice Authority 

 

Section 3: Toolkit 

 Strongly 

disagree 

(1) 

Disagree (2) 

 

Neither agree 

nor disagree 

(3) 

Agree (4) Strongly 

agree (5) 

5. The rationale for creating the toolkit is clear and the 

toolkit is informative. 

 

 

    

 Strong 

disagree (1) 

Disagree 

(2) 

 

Neither agree 

nor disagree 

(3) 

Agree (4) Strongly 

agree (5) 

3. CRNAs should have full practice authority, and a lack of full 

practice authority is a hindrance to advancing the CRNA 

profession. 

 

 

    

4. CRNAs having full practice authority would decrease delays 

in patient access to anesthesia care in the VA. 
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6.  The elevator speech is persuasive.  

 

    

7.  The policy decision brief in the toolkit provides accurate 

problem description with supporting evidence for the need 

for policy change. 

   

 

  

8.  The personal story emphasizes the human impact of the 

shortfall in the lack of CRNAs full practice authority and 

highlights the need to amend the rule, RIN 2900-AP44, to 

include VA CRNAs.   

 

     

9.  The personal story is emotionally engaging and 

motivating for VA policymakers to take action. 

 

     

10.  There is a need for this toolkit and the toolkit is likely 

to be supported by a vast majority of VA CRNAs in 

Maryland. 

     

 

Comments: 
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Appendix G 

Survey Question Results 

Figure 1 

Survey Question 1 

 
Figure 1. Number of years in practice. 
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Figure 2 

Survey Question 2 

 
Figure 2: Practice environment. 

 

 

 

 

 

 

 

 

 

0.00%

10.00%

20.00%

30.00%

40.00%

50.00%

60.00%

70.00%

80.00%

P
er

ce
n
ta

g
e

Participants' Response

Urban Rural Other N/A



POLICY TOOLKIT FOR FULL PRACTICE AUTHORITY 35 

 

  

 

Figure 3 

Survey Question 3 

 
Figure 3: Certified registered nurse anesthetists (CRNAs) should have full practice authority, 

and a lack of full practice authority is a hindrance to advancing the CRNA profession. 
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Figure 4 

Survey Question 4 

 
Figure 4. CRNAs having full practice authority would decrease delays in patient access to 

anesthesia care in the U.S. Department of Veterans Affairs (VA). 
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Figure 5 

Survey Question 5 

 
Figure 5. The rationale for creating the toolkit is clear and the toolkit is informative. 
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Figure 6 

Survey Question 6 

 
Figure 6. The elevator speech is persuasive. 
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Figure 7 

Survey Question 7 

 
Figure 7. The policy decision brief in the toolkit provides accurate problem description with 

supporting evidence for the need for policy change. 
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Figure 8 

Survey Question 8 

 
Figure 8. The personal story emphasizes the human impact of the shortfall in the lack of CRNAs 

full practice authority and highlights the need to amend the rule, RIN 2900-AP44, to include VA 

CRNAs.   
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Figure 9 

Survey Question 9 

 
Figure 9. The personal story is emotionally engaging and motivating for VA policymakers to 

take action. 
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Figure 10 

Survey Question 10 

 
Figure 10. There is a need for this toolkit and the toolkit is likely to be supported by a vast 

majority of VA CRNAs in Maryland. 

 

0.00%

10.00%

20.00%

30.00%

40.00%

50.00%

60.00%

70.00%

80.00%

90.00%

P
er

ce
n
ta

g
e

Participants' Response

Strongly Disagree Disagree Neither Agree nor Disagree Agree Strongly Agree


