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Surgeon's responsibility for CRNAs
CRNAs who are not supervised by anesthesiologists continue to seek assistance in assuring, their
hospitals, their surgeons or both that they are not
required to be supervised by an anesthesiologist.
No matter how many times they are discredited, the
same misconceptions continue to circulate and to
be used in efforts to restrict the practice of nurse
anesthetists. These allegations seek justification on
the basis of: State licensing laws, the rules of the
Health Care Financing Administration (HCFA),
risk management guidelines from insurance companies, surgical and anesthesia standards from the
Joint Commission of Accreditation of Health Organizations (JCAHO) and statements concerning quality of care from the uninformed. Let us once again
re-examine these misconceptions so that they can
be abrogated once and for all.
State law
On occasion, surgeons have been misled into
believing that they cannot supervise CRNAs under
state law. No state licensing statute requires nurse anesthetists to be supervised by an anesthesiologist.In those
states which have licensing laws dealing specifically
with nurse anesthetists, the most frequent formulation is that the nurse anesthetist must be directed
and/or supervised by a physician. In only one state
(Georgia) does the statute contain any additional
elements, and even there, the statute does not require the supervising physician to be an anesthesiologist.

In recent years, some state agencies have attempted to adopt regulations restricting the supervising physician to an anesthesiologist. Many of
these attempts reflect a lack of familiarity with the
quality of nurse anesthesia care, and the American
Association of Nurse Anesthetists has been very
successful in reversing these attempts.
In the health care field, courts seek the views of
health care professionals in interpreting license
laws, (See, Chalmers-Francisu Nelson, 6 Cal. (20) 402,
1936, Bentley u Langley, 249 SE 2d 481, (N.C. 1978)
Frank u South, 175 Ky. 416, 1917). It is the height of
irony that a physician, who knows that CRNA practice is well accepted, should be confused as to what
the law allows. The legal principles involved in determining a surgeon's liability for the acts of an anesthetist
are the same whether a surgeon works with a CRNA or an
anesthesiologist.The cases are clear that surgeons are
not liable simply because they supervise. A surgeon's liability is based on control, whether the surgeon works with CRNAs or anesthesiologists.
Health Care Financing Administration
Since 1982, the federal Medicaid system has
been moving from a cost reimbursement to a negotiated rate model of health care reimbursement. As
part of this process, HCFA determined that anesthesiologists were entitled to one rate of payment
when they were actually providing the anesthesia
and another (and lesser) rate when they were merely
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supervising a nurse anesthetist who was giving the
anesthesia.
For administrative convenience, HCFA deter-

mined that if the anesthesiologist was supervising
no more than four concurrent surgeries (first proposed as "no more than two") and met certain additional requirements, the anesthesiologist would be

reimbursed as if the anesthesiologist were engaging
in direct patient care. These requirements were
adopted solely for purposes of determining how to
reimburse the anesthesiologist.
We have read, on several occasions, that anesthesiologists have claimed that HCFA requires that

an anesthesiologist supervise no more than four
concurrent procedures and must be present for induction and emergence. This is, of course, untrue.
HCFA reimburses nurse anesthetists who adminis-

ter anesthesia in hospitals where there are no anesthesiologists at all. HCFA's rules are not "requirements," nor are they quality of care policies; they are
merely guidelines adopted solely for the purpose of determining the amount of reimbursement.

Joint Commission on Accreditation of Healthcare
Organizations
JCAHO adopted standards for surgery and anesthesia which became effective on January 1, 1988.
These standards require that anesthesia services be
the responsibility of "licensed independent practitioners with appropriate clinical privileges:' We
were very concerned when the standards came out
that "licensed independent practitioners with appropriate clinical privileges" meant anesthesiologists.
After contacting JCAHO, we received clarifications from both JCAHO's general counsel andfrom its
presidentclearly stating that these references in the standards "do not mandate that accredited hospitals utilize
anesthesiologists."

The standards do not require that the responsible licensed independent practitioner have privileges to actually administer anesthesia. Since the
standards demand competence in what they are
already doing, surgeons who now supervise or direct the practice of CRNAs would be expected to
have no difficulty meeting the new standards." (Letter of Harold J. Bressler, JCAHO general counsel to
Gene A. Blumenreich, May 14, 1987). In informal
discussions, Dennis O'Leary, MD, president of
JCAHO, has been even more insistent that neither
JCAHO nor its standards require hospitals to have
anesthesiologists.

Insurance companies
There have been a variety of problems regarding malpractice insurance carriers. One of these
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problems would sometimes arise after a hospital
had been visited by the risk management group of a
malpractice insurance carrier. Under the JCAHO
standards for anesthesia which were in effect priorto
January 1, 1988, it was stated that "in the absence of
a staff anesthesiologist, a practicing consultant anesthesiologist should provide the specific guidelines [for anesthesia practice] based on an on-site
assessment of the personnel, equipment, and overall anesthesia environment." This requirementfor a

consulting anesthesiologist was deleted in the JCAHO
standardswhich became effective on January 1, 1988.
Some malpractice carriers, including St. Paul
Fire & Marine, in the process of conducting their
risk management services to hospitals would point
out that a hospital had failed to have a visit from a
consultant anesthesiologist as required by its
JCAHO recognition. These hospitals would be encouraged to retain a consultant anesthesiologist to
comply with JCAHO standards. In some cases, hospitals mistakenly believed that this required them
to have an anesthesiologist.
Since the new standards have been adopted,there is
no reasonfor risk managementgroups to recommend a
visit by a consulting anesthesiologist.St. Paul and most
others have ceased to advise it. However, in one case
brought to our attention, a hospital thought it was
required to hire an anesthesiologist based on a twoyear-old risk management report. The hospital was
unaware that the recommendation (which only
called for a consultation) was based on an outdated
JCAHO standard.
A second problem involving insurance has
been restricted to physician-owned or physiciancontrolled insurance companies. Some of these, either out of malice or out of a mistaken belief that
anesthesiologists provide higher care, began to
adopt the anti-CRNA restrictions as expressed by
the American Society of Anesthesiologists (ASA)
in its nurse anesthesia bill. While the source is the
same, actual restrictions have varied greatly. For
example, one insurance company would not permit
surgeons to work with CRNAs giving a general
anesthestic unless they were supervised by an anesthesiologist (permitting regionals); another would
not insure surgeons who worked with CRNAs who
were not supervised by an anesthesiologist in giving regional anesthesia (permitting generals).
The ASA recently published a survey on
physician-owned insurance companies under the
title "The Cost of Professional Liability Insurance
for Anesthesiologists." Despite the title, the subject
of the study was more than just cost.
ASA tried to find out what anti-CRNA restrictions these insurance companies were following as

well. In addition to surcharges of anesthesiologists
and surgeons who work with nurse anesthetists,
some of the companies restrict the number of
CRNAs who can be supervised by an anesthesiologist at any one time. (These ratios are the same 1:2
and 1:4 ratios that were originally considered by
HCFA for reimbursement purposes, now reincarnated as quality of care requirements).
The study reported that 38 physician-controlled
insurance companies had been surveyed. Of these,
24 companies reported that they insure surgeons
who work with nurse anesthetists not supervised by
an anesthesiologist. Only five reported that they
charged an increased annual rate to surgeons.. There
is no evidence and no justification for any insurance
company to be charginga surgeon a premium or adopting any restrictivepolicy with regardto the supervisionof

CRNAs. When challenged, none of these companies
has ever claimed that their loss data showed that
anesthesia administered by a nurse anesthetist is
not every bit as safe as an anesthetic administered
by an anesthesiologist.

Conclusion
Of course, one reason these insurance companies have not offered evidence is that evidence does
not exist. (Cooper, Quality of Anesthesia Care as a
Function of ProviderAlternatives- from the 1988 Cen-

ter for Health Economics Research [CHER] study
and numerous quality of care studies available from
the AANA which have previously been commented
upon in this column).
It is remarkable that the quality of care issue
continues when all the evidence shows that CRNAs
give anesthesia with the same high degree of care as
anesthesiologists. Nurse anesthetists have been providing high quality care for 100 years and have
competed with anesthesiologists since anesthesiologists emerged as a medical specialty. After all these
years, one would hope that anesthesiologists would
let competition be determined by who gives better
anesthesia care, instead of creating arbitrary and
baseless obstacles which appeal to stereotypes rather
than results.

CRNAs
The Right Location.
The Right Time.

CRNA
Three (3) positions available for Certified
Registered Nurse Anesthetists in Battle
Creek Health System. Experience ingeneral and regional anesthesia preferred.
Must be willing to share call. Salaries and
benefits competitive. Ifinterested, please
contact:

If you're an experienced CRNA with a California license or
license eligibility, and you're looking for the right opportunity, in the right location, take a look at Kaiser Permanente.
We have immediate full-time, part-time and per diem positions
available at many of our nine full-service medical centers located
throughout Southern California.

Southern California offers many advantages including mild
winters, nearby mountain skiing, beautiful beaches and a wide
range of cultural and recreational opportunities. To help you take
advantage of them, we offer an attractive compensation and
benefits package - in addition to our supportive working environment. If our location and opportunities sound right for you,
this is the right time to call us collect at (818) 405-3224, or send
resume to: Professional Recruiter, DeptJ-AANA, 393 E.
Walnut Street, 7th Floor, Pasadena, CA 91188-8854.

BCHS Personnel Department
300 North Ave
Battle Creek, Michigan 49016
To the Attention of:
C.WESLEY KIMBLE' CRNA
Assistant Vice President, Anesthesia Services
Phone: 616-964-5857

Equal Opportunity Employer

KAISER PERMANENTE
Good People. Good Medicine.
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