
build will keep us strong. 

The Utah Association of Nurse 

Anesthetists pushes forward with 

its agenda and we are excited to 

see what can be accomplished 

with what we feel is best for our 

patients and our profession.  

Looking ahead, there is no short-

age of challenges looming.  Our 

quality and practical practice 

makes our profession an excellent 

choice in anesthesia delivery.  As 

the environment of health care 

changes, we will see great things 

happen in our future. 

As Iõve been a part of the State 

Association, Iõve seen great things 

accomplished.  It seems as though 

each yearõs challenges are against 

the odds and we continue to 

accomplish our purposes.  The 

challenges that are ahead seem to 

be building.  As we work to-

gether, we can see our profession 

become stronger and our influ-

ence superior. 

Once again, we are seeing signifi-

cant activity in the effort to pass 

an Anesthesia Assistant bill in the 

coming legislative session.  The 

proponents of this bill are con-

tributing and lobbying to bring this 

profession to our state.  Our 

efforts to oppose the bills have 

been successful each year but the 

challenge becomes bigger as time 

goes by.  I encourage each mem-

ber of our association to commu-

nicate with your state representa-

tive and senator. 

We continue to speak with the 

office of the Governor about 

aligning our states Nurse Anes-

thesia practice with Medicare Opt

-Out regulations.  With our 

stateõs elections looming, we are 

hopeful that this will be a possibil-

ity in our future.  Recent articles 

that have been published only help 

our argument and the recent 

changes in Colorado and Califor-

nia give our cause momentum. 

I would encourage each of you to 

continue your membership in the 

AANA and UANA.  Most of the 

funds for your AANA member-

ship return to Utah to organize 

and protect Nurse Anesthesia in 

our state.  Without funding, op-

position to our  

profession goes unobstructed.  

Please keep your membership 

active to provide strength to both 

national and state causes. 

Without members contributing 

their time, resources, ideas, and 

financial support, this Association 

will not be successful.  Our pro-

fession is not well know in our 

state but is highly respected by 

those that know us.  The quality 

anesthesia that we deliver and the 

personal relationships that we 
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The world is shaking.  CRNAs 

have been on the good side of so 

many events recently that I 

wanted to take this opportunity 

to discuss them.  I want to cover 

5 separate events that are going 

to reshape the world of anesthe-

sia care as we know it. We can-

not underestimate how impor-

tant it will be for us, when it 

comes time next year at the 

MidYear Assembly in Washing-

ton, DC, to present ourselves to 

our legislators fully prepared to 

discuss these vital issues.  So 

please read my short summaries, 

and resolve to visit the AANA 

website for more details.   

(Continued on  pages two and 

three.) 

Region Directorõs ReportñDan Simonson, CRNA, MHPA  

Chris Torman, CRNA  

UANA President  



 

The Dulisse/Cromwell Paper in Health Affairs  

heels of my paper (2), published 

in 2007, that showed no differ-

ence in outcomes between 

CRNAs and anesthesiologists in 

Washington; and then the 2009 

paper by Needleman and Minnick 

(3) showing similar results for an 

even larger population of patients 

in 6 states; this article represents 

a coup de grace. It demonstrates 

that there was no significant 

change in the safety or quality of 

anesthesia care provided after 

States opted-out of the Federal 

requirement for supervision of 

CRNAs. 

Anesthesiologists can no longer 

claim, with any scientific credibil-

ity, that their supervision or 

medical direction of CRNAs 

provides any meaningful improve-

ment in the quality of anesthesia 

care.  In the short span of three 

years, we have three separate 

studies covering nearly 2 million 

anesthetics, published in reputa-

ble peer-reviewed journals, 

clearly demonstrating that there 

is no difference in the quality or 

safety of anesthesia provided by 

CRNAs vs. that of anesthesiolo-

gists. 

Published in the August issue of 

Health Affairs, the most influen-

tial health policy journal in the 

US, if not the world, the article 

entitled No harm found when 

nurse anesthetists work without 

supervision by physicians (1) took 

our little anesthesia world by 

storm.  The AANA, and in par-

ticular our Director of Research, 

Lorraine Jordan, CRNA, Ph.D., 

have been working with prestig-

ious researchers at the Research 

Triangle Institute (RTI) for sev-

eral years now to prepare this 

report.  Coming as it does on the 

òI want to thank 

all of you who 

contributed to the 

California 

Association of 

Nurse Anesthetists 

(CANA) 

fundraiser.ó 

- Dan Simonson, 

CRNA, MHPA 
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http://www.dansimonson.com/

Files/SchwarzeneggersMotion 

forSummaryJudgment.pdf 

 

I want to thank all of you who 

contributed to the California 

Association of Nurse Anesthe-

tists (CANA) fundraiser and who 

thus took part in protecting this 

jewel in our crown of Opt-Out 

States: the largest State in the 

Union has had its membership in 

our select group affirmed by the 

Court in the State of California. 

More to come, however- the 

Superior Court in California is 

the trial court, and thus the CSA 

Finally, also in September, the 

Superior Court of California 

threw out the lawsuit against 

Gov. Schwarzenegger filed by the 

California Society of Anesthesi-

ologists (CSA) and the California 

Medical Association (CMA) by 

granting a motion for summary 

judgment filed by the Governorõs 

office.  For those of you with a 

particular interest in these things, 

I have placed a copy of the Mo-

tion for Summary Judgment, writ-

ten by the Attorney General and 

candidate for Governor himself, 

Jerry Brown, at: 

http://www.dansimonson.com/

the trial court, and thus the CSA 

and CMA may decide (and 

probably will decide) to appeal 

the lower Courtõs decision to the 

Court of Appeal, and then there 

is still the California Supreme 

Court above that.  So your dona-

tions are still needed ð we can-

not let this decision be over-

turned for lack of resources.  

Please donate by going to: 

 

https://www.z2systems.com/np/

clients/cana/donation.jsp 

The California Opt -Out: CSAs Lawsuit Thrown Out  

The Colorado Opt -Out 

only applies to a subset of Colo-

rado hospitals (rural and CAHs).  

It remains to be seen if this will 

be the first step as Colorado 

experiments with the idea before 

opting out entirely.  In any event, 

the Governorõs caution did not 

prevent the Colorado Associa-

tion of Anesthesiologists (CSA) 

from filing an injunction against 

the Governor for his actions, 

similar to that filed against the 

Governor of California (see be-

low). 

On September 27th, the Gover-

nor of Colorado, Bill Ritter, 

opted out of the CMS require-

ment for physician supervision of 

CRNAs for all rural and critical 

access hospitals (CAHs).  It is 

important to note that this is the 

first òqualifiedó Opt-out, in that it 

Region Directorõs Report (continued from page 1) 



Just last month, the Institute of 

Medicine (IOM), via the Commit-

tee on the Robert Wood John-

son Foundation Initiative on the 

Future of Nursing, published The 

Future of Nursing: Leading Change, 

Advancing Health.(5) 

To quote from the òKey Mes-

sagesó of the report: 

1. Nurses should practice to 

the full extent of their educa-

tion and training.  

2. Nurses should achieve higher 

levels of education and training 

through an improved education 

system that promotes seamless 

academic progression. 

3. Nurses should be full part-

ners, with physicians and other 

health professionals, in redes-

igning health care in the 

United States.(Emphasis mine, 

op. cit., pg 30) 

And: 

Some states have kept pace with 

the evolution of the health care 

system by changing their scope-of-

practice regulations to allow nurse 

practitioners to see patients and 

prescribe medications without a 

physicianõs supervision or col-

laboration . However, the majority 

of state laws lag behind in this 

regard. (Emphasis mine, op. cit., 

pg 31) 

This reports from the IOM, like 

the oft quoted To Err is Human: 

Building a Safer Health System, 

published in 1999, will be tre-

mendously influential on the 

debates that take place not only 

at the level of state and federal 

health policy, but also at the level 

of hospital consortia and even 

individual hospitals trying to put 

together effective responses to 

the problems we will face as we 

try to meet the mandates of the 

Affordable Care Act of 2010: 

http://en.wikipedia.org/wiki/

Patient_Protection_and_ 

Affordable_Care_Act 

We must use this report to our 

advantage as we advocate for the 

removal of the requirement for 

CRNA supervision in Medicare 

payment regulations. 

The Institute of Medicine Report  
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Next, letõs look at the paper 

published earlier this year in 

Nursing Economics: Cost effective-

ness analysis of anesthesia providers 

(4).  Based on the work of our 

own Dr. Juan Quintana, CRNA, 

DNP, and written by The Lewin 

Group, a widely-renowned 

Health Policy research and con-

sulting group, this article demon-

strates by exhaustive analysis the 

cost effectiveness of 4 different 

anesthesia delivery models: (1) 

anesthesiologist alone, (2) CRNA 

alone, (3) Medical direction 

(anesthesiologist directing one to 

four CRNAs), and (4) supervi-

sory (anesthesiologist supervising 

more than 4 CRNAs).  As any 

one of us could have predicted, 

the most cost-effective of all of 

the models was CRNA alone. 

The great advantage of this arti-

cle is not so much that it will 

cause hospitals to rush to employ 

all-CRNA anesthesia models.  I 

think that is an unrealistic expec-

tation.  Rather, the advantage is 

that it injects into the public 

debate on the provision of anes-

thesia services some credible and 

much-needed information on 

costs.  In addition to the eco-

nomic advantage provided by the 

use of CRNAs, we can now cite 

a reference demonstrating that 

educating a CRNA costs society 

about 15% of what it costs to 

educate an anesthesiologist; that 

there are 4 ways (if not more) of 

providing anesthesia services; and 

that there are ways of providing 

anesthesia services that do not 

require costly subsidies. 

Nursing Economics: Cost Effectiveness of Anesthesia Providers 

Summary 

tiveness is maximized. 

I encourage all of you to join me 

in the discussion of these and 

other issues by joining the AANA

-members only listservs.  Here 

you can read what other AANA 

members are saying about all of 

these important events, and even 

join in the debate yourself.  We 

To summarize all of these events:  

our work is cut out for us.  Our 

anesthesiologist colleagues must 

be feeling tremendously put 

upon.  Now is the time for us to 

work together to transform the 

provision of anesthesia care in 

the United States such that qual-

ity is maintained while cost effec-

need to hear from you!  If you 

would like to join my listserv, 

CRNANews, just send me an 

email with your full name and 

AANA number to: 

dsimonson@mac.com 

I look forward to hearing from 

you! 

Dan Simonson, CRNA, MHPA 

òWe must use [the 

IOM] report to our 

advantage as we 

advocate for the 

removal of the 

requirement for 

CRNA supervision 

in Medicare 

payment 

regulations.ó 

- Dan Simonson, 

CRNA, MHPA 



Purpose  

The purpose of this study 

was to determine if  su-

barachnoid block and epidu-

ral block were associated 

with lower rates of Surgical 

Site Infections than general 

anesthesia in patients who 

had total joint replacements. 

 

Background  

Surgical site infections (SSIs) 

have been estimated to oc-

cur after about 5% of sur-

geries overall in the USA. 

Often resulting in additional 

hospital inpatient days or 

hospital readmission, SSIs 

reportedly add four days 

following breast surgery and 

32 days following cardiotho-

racic surgery. With in-

creased inpat ien t  days 

comes increased cost, an 

average of $1,157 per surgi-

cal infection. The cost of 

care following discharge 

may be even greater. 

 

Surgical site infections de-

velop dur ing the in i t ial 

hours immediately post-

operatively. Risk factors for 

the development of SSIs 

include: smoking, obesity, 

surgical duration, and hyper 

 

glycemia. Tissue oxygena-

tion and leukocyte tissue 

perfusion are thought to be 

critical factors in whether 

or not an SSI develops post-

operatively. 

 

General anesthesia does not 

block the surgical stress 

response as completely as 

can regional anesthesia. Sur-

gical pain also results in 

sympathetic activation. Sym-

pathetic st imulation and 

increased circulating cate-

cholamines result in vaso-

constriction, reducing circu-

lation to the wound. Re-

duced wound circulation 

results in reduced tissue 

oxygenation and locally re-

duced leukocyte activity. 

Furthermore, potent inhaled 

anesthetics and opioids have 

been shown to impair neu-

trophils and other cellular 

elements of the blood that 

defend against infection. 

 

Subarachnoid and epidural 

anesthesia typically block 

sympathetic activation more 

completely than does gen-

eral anesthesia, improving 

tissue perfusion, oxygena-

tion, and leukocyte perfu 

 

sion. In patients who had 

major upper abdominal sur-

gery, combined general - 

epidural anesthesia has been 

shown to increase tissue 

oxygenation with an associ-

ated reduction in SSIs com-

pared to general anesthesia   

alone.  

 

Methodology  

This was a retrospective 

study of a systematically 

collected òLongitudinal 

Health Insurance Database,ó 

available to Taiwanese re-

searchers. A randomly se-

lected subset of the data-

base was used for this study. 

The investigators identified 

3,081 patients who had ei-

ther total hip (n=951) or 

total knee (n=2,130) re-

placements during a five 

year period. Of these surgi-

cal patients, 1,191 received 

general anesthesia and 1,890 

either subarachnoid block 

(n=1,281) or epidural block 

(n=609). A postoperative 

SSI included infections, cel-

lulitis, and abscesses either 

during hospitalization or 

after discharge but within 30 

days of hospital admission. 

 

Anesthetic Management and 

Surgical Site Infections in Total 

Hip or Knee Replacement 

(Abstract) 
 

Anesthesiology 2010; 113:279-284 

Chang C-C Lin H -C, Lin H -W, Lin H -C 

òPatients who had 

a general 

anesthetic for their 

total joint 

replacement were 

2.21 times more 

likely to have and 

SSI compared to 

patients who had a 

subarachnoid block 

or epidural block.ó 
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Result   

The mean age of all patients 

was 62.6 years. On average, 

patients who received re-

gional anesthesia were about 

2 years older than general 

anesthesia patients. Regional 

anesthesia patients were also 

more likely to have hyperten-

sion, diabetes, hyperlipidemia, 

and coronary artery disease. 

Those who received general 

anesthesia were more likely 

to have had surgery at a 

teaching hospital. 

 

Patients who had a general 

anesthetic for their total joint 

replacement were 2.21 times 

more likely (95% CI 1.25 ð 

3.90) to have an SSI com-

pared to patients who had a 

subarachnoid block or epidu-

ral block. (Adjusted for co-

morbidities; the unadjusted 

risk for general anesthesia 

patients was 2.31. (See table 

below.) 

 

Data from Anesthesiology 

2010;113:279 table 2. * P = 

0.002 compared to general 

anesthesia. 

 

Comments  

This very simple study has a 

lot to teach us. While it does 

have limitations, from a com-

mon sense point of view, they 

were unlikely to have blurred 

the overall outcome and the  

 

study was reasonably adjusted 

for many of them. This is a 

big picture sort of study, not 

a bunch of minutia. And the 

big picture is that a spinal or 

epidural alone for your total 

hip or knee replacement cuts 

your risk of a surgical site  

infection in half. 

 

There are lots of reasons we 

donõt do more total joints 

with regional anesthesia but, 

in my opinion, the reasons we 

donõt arenõt nearly as good as 

the reasons we should. Iõm 

not going to address each 

one of them, but I am going 

to make my case for a patient 

care reason and a financial 

reason we should make re-

gional anesthesia our first 

choice for total knee and 

total hip replacements. First, 

these patients have much 

better pain control and better 

surgical recovery when their 

total joint is done with a re-

gional anesthetic. This is good 

patient care. Second, while 

regional anesthesia is often 

not used because òit takes 

too longó we must look at 

the total cost of care, not just 

the time to get the case 

started. In addition to the 

morbidity caused by postop-

erative infections, wound 

infections dramatically in-

crease the cost of a total 

joint. If a regional anesthetic 

costs a little bit more for a  

 

few additional minutes of 

anesthesia time, it will, over-

all, be more than made up for 

by the lower cost of not hav-

ing to treat twice as many 

infections. That is good finan-

cial management in a time of 

shrinking healthcare dollars 

(good patient care too). 

 

While it would be easy to 

criticize this study for being 

retrospective, a prospective 

version would be hard to 

conduct for many reasons. 

One big reason is that most 

patients, and surgeons, have a 

strong idea of whether they 

want regional or general an-

esthesia and getting all to 

agree to have their anesthetic 

randomized might prove  

difficult. 

 

This study is just one reason 

why all anesthesia providers 

need to be skilled in regional 

anesthesia and sedation tech-

niques. And why anesthesia 

practice needs to be based 

upon evidence rather than 

simple surgeonõs preference, 

anesthesia provider conven-

ience, an OR that is behind 

schedule, or the inability to 

coordinate care between  

services. 

 

Michael Fiedler, PhD, CRNA 
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òThis study is just 

one reason why 

all anesthesia 

providers need to 

be skilled in 

regional 

anesthesia and 

sedation 

techniques.ó 

- Michael Fiedler, 

PhD, CRNA 
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Surgical Site 

Infection 

All Patients General Anes-

thesia 

Regional Anes-

thesia 

Yes  1.8% 2.8% 1.2%* 

No 98.2% 97.2% 98.8% 
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