FYI ONLY --  NOT FOR DISTRIBUTION TO LEGISLATORS



Questions You Might Be Asked

Through the years, advanced practice nurses (APNs) have been asked some interesting questions. You may even have to explain the difference between nursing assistants, LVNs, RNs and APNs. Even if the legislator understands the different levels of nursing, the fact that APNs have so many roles and specialties is confusing, so make the most of this opportunity to educate. Learning to respond with simple answers in your own words is an important skill. The purpose of this document is to give you a framework for answering almost any question and the information necessary to respond correctly.

Some of these are standard questions that almost everyone asks. Some of them are definitely off beat, and some may even seem insulting. Any insult is not intentional, but a lack of understanding due to our failure to better educate the public about what we do. These are all questions your lobbyists or other APNs have been asked. 

When confronted with questions that indicate some confusion, remain composed, don’t take offense, and don’t miss a beat. Just give the simple, direct answer. If you are asked a question about which you are unsure, always say, “I don’t know, but I will find out and get back to you.” Then follow-up by contacting Lynda Woolbert at lynda@cnaptexas.org and get the answer. Then get back to the legislator or staff member with the correct response. The same can be true if you ever discover you misinformed a legislator. Call or send a letter with the correct information as soon as possible.

Just as in teaching patients, we always recommend assessing the knowledge of the person with whom you are talking. For instance, you can ask, “Are you familiar with advanced practice nurses?” Letting the legislator or staff member tell you what he or she knows is much better than wasting valuable time by rehashing the same information. 

For your reference, these questions are divided into categories. They also include informational notes and instructions that are italicized and contained in parentheses.  Sometimes you are also referred to other documents as a handout or for more background information.
APRNs

What is an advanced practice registered nurse?

Advanced Practice Registered Nurses are RNs who have advanced education, usually a master’s degree, in primary healthcare or a specialty. APRNs are nationally certified and licensed by the Texas Medical Board. This advanced education allows them to perform histories, physical exams, diagnose and treat chronic and acute illness and provide other functions that most people think of as being done by a physician. 

The Texas Board of Nursing recognizes four types of advanced practice nurses: nurse-midwives, nurse practitioners, nurse anesthetists, and clinical nurse specialists. 

If you want to be a doctor, why didn’t you go to medical school?

I don’t practice medicine, I provide healthcare for people that need it. I like being a nurse and many of the medical aspects of care that I provide are done a little differently because I always look at things from a nursing perspective. If I tell a patient he has high blood pressure, I will prescribe medication just like a physician would, but I will also spend time explaining the medication and helping the patient understand other ways to help control blood pressure. The patient and I also discuss how he might fit those changes into his life style. (Note: You should substitute an example typical of your practice).  

Also, I work in a narrower scope of practice than a physician. For example, I am a Family Nurse Practitioner, but I cannot care for seriously ill patients, perform surgery or deliver babies like a family physician can legally do. (Note: Use an example from your practice explaining what a physician would be permitted to do that you would not. There will also be a handout available that shows the educational track for APNs and physicians.)
Many professionals have overlapping scopes of practice with one another. As a legislator, you have to deal with the political heartburn of these “scope of practice” questions. However, part of the strength of our health care system is that as new technical advances demand more from physicians, other professions take on certain aspects of care that were previously only provided by physicians. For example, early in the century, taking a blood pressure was considered to be the practice of medicine. Now physicians rarely take the patient’s blood pressure.
What is the difference between and an APN and an APRN?
The terms are synonymous. On November 14th, 2008, the Texas Board of Nursing adopted new rules that changed Advanced Practice Nursing authorization to licensure as an Advanced Practice Registered Nurse. That term is abbreviated as “APRN.” This terminology is consistent with the APRN Licensure Compact that the Texas Legislature adopted in the 2007 Session.  APRN also clearly demonstrates that all Advanced Practice Nurses are also Registered Nurses, and therefore it is the most accurate term to show that we also hold a Registered Nursing license. 



Nurse Practitioners

What is a nurse practitioner?
A nurse practitioner is a registered nurse with advanced education and experience. A NP diagnoses illness, prescribes medication and provides health care. (Note: If you are a FNP, you should say “I can diagnose illness, prescribe medication and provide health care for you and your family.”  If you are a PNP, end by saying, “for children and adolescents.” A GNP might end by saying, “for mature adults.” If you are an ACNP, NNP, etc., prepare a brief statement describing your role and specialty. For instance an ACNP working in an ICU may say, “I work with physicians to order medications and provide other medical care for seriously ill patients in hospital settings”)

How much more education does an APRN have than a nurse practitioner? (What is the difference between a nurse practitioner and an advanced nurse practitioner / advanced practice nurse?)

[Note: Because advanced practice registered nurses were called advanced nurse practitioners prior to 1994, legislators who were in the Texas Legislature then may be confused about those terms. The fact that there is a generic title for APRNs encompassing four categories can be confusing to legislators and the public, so they could ask this type of question..The following would be an appropriate response.]
Nurse practitioners are just one of the four types of advanced practice nurses, but all APRNs have about the same amount of advanced education, a master’s degree. Some nurse practitioners have doctoral degrees as well. The National Council of State Board of Nursing recently proposed nationally recognized uniform titles and descriptions of the advanced practice registered nurses or APRNs. These are very similar to the types of APRNs already licensed in Texas.
What is the difference between a nurse practitioner (NP) and a physician assistant (PA)?
Nurse practitioners and physician assistants often provide similar types of care, and the law on prescriptive authority for NPs and PAs is the same. However, there are differences. APRNs are regulated by the Board of Nursing, and most of the health care NPs provide, such as physical exams and ordering lab tests, is provided under the NP’s license as a RN and authorization to practice as a NP by the Board of Nursing. PAs are regulated by the Texas Medical Board, and all aspects of their practice are delegated by a physician. For NPs, and other APRNs, basically only the authority to diagnose and prescribe is delegated.


Certified Nurse-Midwives
What is a nurse-midwife?

A certified nurse-midwife (CNM) is a registered nurse with advanced education to meet women’s health care needs throughout their lives. CNMs care for women and their infants before, during and after childbirth. They also provide routine gynecologic care. CNMs, like all APRNs, are regulated by the Board of Nursing.
What is the difference between a direct entry / documented / lay / licensed midwife and a nurse-midwife?
Licensed Midwives in Texas are regulated by the Texas Midwifery Board (under the Department of State Health Services) and generally are not registered nurses. They complete a midwifery program and pass an exam approved by the Midwifery Board. The practice is limited to prenatal, labor, delivery and postpartum care of the mother and the immediate care of the newborn after birth. Births attended by documented midwives occur in homes and licensed birth centers. 
The scope of practice for CNMs includes prenatal, labor, delivery and postpartum care, and it also includes providing health care throughout a woman’s life span and the care of newborns through the first month of life. About 96% births attended by CNMs occur in hospitals. However, some CNMs also offer women more satisfying and lower cost alternatives by attending births in licensed birth centers and at home.
Nurse Anesthetists

What is a nurse anesthetist?

A nurse anesthetist is a registered nurse with advanced education to administer anesthesia during surgery, labor and delivery, and medical procedures. Nurse anesthetists provide all types of anesthesia, as well as providing anesthesia-related care before and after the procedure and pain management. In rural hospitals, they also provide trauma stabilization services such as establishing and maintaining an airway or establishing central venous access, etc.
Can a nurse anesthetist do everything an anesthesiologist can do? 

Yes, when it comes to anesthesia. However, a CRNA’s scope of practice is limited to anesthesia related care only. While I doubt this happens very often, it is perfectly legal for an anesthesiologist to prescribe birth control pills and treat patients for general conditions. A CRNA cannot do that.

[For additional Q&As on CRNAs and the physician supervision issue, go to the end of this document.]

Clinical Nurse Specialist

What is a clinical nurse specialist?
A clinical nurse specialist earns a master’s degree in a specialty area and focuses on improving health care for patients within that specialty. Some clinical nurse specialists’ education also prepares them to diagnose and manage health care problems, so in some settings nurse practitioners and clinical nurse specialists provide the same health care services.(Note: Develop a simple, brief statement that describes your specialty.) CNSs are expert clinicians, researchers, consultants and educators who help patients get better faster.
Prescriptive Authority

I didn’t know anyone but doctors could prescribe. How long have APRNs been able to prescribe?

In Texas, APRNs first got prescriptive authority in 1989, but it was limited to rural and medically underserved areas. In 1995, prescriptive authority was expanded to include APNs in physicians’ primary practices and facility-based practices. APRNs in some other states have had prescriptive authority for much longer.
Are there any limits on an APRN’s ability to prescribe for patients?
Yes, prescriptive authority must be delegated by a physician and is limited to APRNs working in certain types of sites. Also, APRNs in Texas are not allowed to prescribe Schedule II controlled substances for their patients. (In 40 states and D.C. APNs may prescribe or order Schedule II drugs.)
However, the over-riding limitation on our ability to prescribe is our scope of practice. I am a (FNP, CNS, etc, fill in the blank and describe your patient population). In general a pediatric nurse practitioner may only prescribe for infants through 21 years and a geriatric nurse practitioner can only prescribe for mature adults APNs can never prescribe for patients that are outside their scope of practice, or beyond what their education and experience allows, because that is a basic tenet of our profession and the authority granted by the BON.

What are dangerous drugs? Why did APRNs decide to call these dangerous drugs? Dangerous drug is a legal term in Texas. It includes all drugs that cannot be dispensed without a prescription, excluding controlled substances.  All health care providers use that term because the Texas Legislature defined it in law as part of the Health & Safety Code and Pharmacy Practice Acts a long time ago.

Negotiations Between Advanced Practice Registered Nurses (APRNs) and Medical Organizations (including Texas Medical Association - TMA) 
Agreement with Medicine and the Moratorium – 2003 - 2007
(Note: Most legislators and staff will not ask, but a few may be familiar with the Ad Hoc Committee on Collaborative Practice and our negotiated legislative packages. To read the full text of the Agreement with Medicine, go to http://www.cnaptexas.org/legislation/2003/adhoc_finl_agrm03.htm.) 

I thought APRNs had some kind of deal with medical organizations that doesn’t allow you to support any legislation that TMA doesn’t support.  When did that deal end?
The agreement we had with medical organizations expired at the end of the 2007 Regular Session.  We struck that deal in 2003, when the medical associations (TMA, Texas Academy of Family Physicians, Texas Association of OB-GYNs, Texas Academy of Internal Medicine, Texas Society of Anesthesiologists, Texas Pediatric Society) agreed to support three issues. 

1. Physicians would have the option of delegating the authority to APNs and PAs to prescribe Controlled Substances, Schedules III-V, for up to 30 days. The APN or PA would have to consult with the physician before authorizing a refill or before prescribing a controlled substance for a child under 2 years of age.

2. Healthcare facilities and managed care companies would have to use a standardized credentialing form for APNs and PAs, just as they already are required to do for physicians.

3. The Health and Human Services Commission would be required to increase the reimbursement rate for APNs, from the current 85% of the physician’s rate, to 92%.

In the 2003 Regular Session, HB 1095 passed. As a result, physicians may now delegate prescriptive authority for Controlled Substances, Schedules III – V; and hospitals, HMOs and PPOs must use the standard credentialing form for APNs. However, the Medicaid reimbursement rate for APNs was not increased until 2005. Because of the budget crisis in 2003, Medicaid rates for professional services were reduced, and therefore APNs did not seek the increase to 92%.  However, in the 2005 Session, we were successful in achieving a rider to the Appropriations Bill that increases the Medicaid reimbursement rate for APNs to 92%. That change was effective on March 1, 2006.

In exchange we agreed to a moratorium. We did not seek any expansion of scope of practice or change the way in which APNs collaborate with physicians during the 2005 and 2007 Sessions. That not only includes changes through legislation, but also through any state agency, request to the Governor, or judicial action. There were a couple of exceptions.

1. The anesthesiologists asked that the moratorium on anesthesia issues end after the 2003 Session.

2. In 2005, the TMB’s authority to waive certain supervision and site-based requirements in order for a physician to delegate prescriptive authority was renewed.

3. Before the 2007 Session, the groups agreed to discuss adding a model of physician delegation to the current site-based model. However, the physicians were not interested in supporting this change in 2007.

Since the moratorium expired at the end of the 2007 Regular Legislative Session, nursing and physician organizations are no longer limited by that agreement.  However, we did participate in negotiations during 2008 to see if we might be able to agree to legislative changes in 2009. Unfortunately, while physicians initially agreed that site-based prescriptive authority is confusing and unnecessary, in the end, the physicians did not agree to remove site-based limitations on physicians who delegate prescriptive authority.   
What happened during the negotiations between nursing and medical associations in 2008?
Representatives from nursing and medicine first met February 2, 2008. We agreed that both organizations would benefit by going to the Texas legislature with bills both sides could support.  Physicians made it clear they would not support legislation not involving a physician-delegated model of diagnosing and prescribing for APNs. APNs were equally clear we would not support legislation involving Texas Medical Board regulating APNs or any changes that would harm APNs who currently have prescriptive authority. Both sides acknowledged significant problems with current site based and other restrictions on a physician’s ability to delegate prescriptive authority. 

Our 2nd meeting on April 5 was primarily educational. After the 3rd, in May, and the 4th, in June, we had a one page document that, if enacted, would significantly simplify delegated prescriptive authority and allow physicians and APNs to make most decisions at the practice level. Lawyers and lobbyists were directed to draft legislation based on that document. The legislation would have eliminated the current site based model and require a practice agreement with 4 elements:


1. The APN’s and delegating physician’s scope of practice must be logically related to cover the patients seen by the APN.

2.  Any limitations on the drugs and medical devices the physician permits the APN to prescribe or order (this would have eliminated current restrictions on a physician’s authority to delegate controlled substances so it would have allowed physicians to delegate Schedule II drugs).


3.  A quality evaluation and improvement process.


4.  Mechanisms for continuity of care. 
In addition, the physicians insisted that a physician must be limited in the number of APNs to whom the physician could delegate prescriptive authority. This caused some concern because currently, physicians in medically underserved sites and hospital facility-based practices do not have such a limitation.  However, APN negotiators felt we could reach an agreement on this issue with medicine’s negotiators.  The physicians also indicated they thought a physician should be limited to delegating to APNs who were in practices within a certain geographic distance of the physician.  That was a limitation to which APNs were less likely to agree because currently, a geographic limitation only applies to alternate practice sites. This is also a limitation that prevents Nurse Practitioners, Clinical Nurse Specialists and Nurse-Midwives from practicing in remote locations that are long distances from physicians.
As requested by physician and APN negotiators, Kathy Hutto, CNAP’s primary lobbyist, and Jim Willmann, TNA’s General Counsel, drafted legislation reflecting the 4 elements and leaving blanks where items needed negotiation at future meetings.  However, when Kathy and Jim met with the TMA lobbyist and attorney to discuss the draft, there was a sudden change.  While TMA’s lobbyist agreed the draft legislation accurately reflected the document developed at the last negotiating meeting, TMA’s attorney said the physicians did not understand what they were agreeing to. 

On September 20, our final meeting, the physicians stated they never agreed to eliminate site based prescriptive authority even though they directed the lawyers and lobbyists to draft legislation based on the document from our last meeting.

TMA’s counter proposal maintained delegated and site-based prescriptive authority. It questioned whether physicians would be allowed to delegate Schedule II Controlled Substances and stated TMA proposed to ‘simplify’ site-based prescriptive authority. That, however, meant they proposed making ALL practice sites subject to the same restrictions. For most practice sites, that would add MORE restrictions and supervisory requirements, not less.  They also proposed adding two more sites or circumstances in which physicians could delegate prescriptive authority.  This would have made the current, confusing and convoluted system of site-based prescriptive authority even more complex. We stated APNs could not support legislation that continued site-based prescriptive authority or made current prescriptive authority more restrictive for some APNs. 
When physicians expressed dismay that we would not agree to little incremental changes, we likened that to trying to fix a 20 year old car. Site based prescriptive authority was the ‘best car’ we could afford when we bought it in 1989. In 1995, we did a big overhaul (with legislative changes). We replaced little parts in 1997, 1999, 2001 and 2003. But, eventually you just need a new car, just like Texas needs a new model of prescriptive authority.  Most importantly, Texans who need health care need Texas legislators to make health care delivery as efficient as possible. That means ending the burdensome, inefficient site-based prescriptive model. No other state, even the 14 others that have delegated prescriptive authority, have this complicated mechanism. If it were necessary for patient safety as medical organizations claim, it would exist in all 50 states, not just in Texas. 
While the negotiations in 2008 led to a stalemate, we are always open to future discussions.  APNs still know the prescriptive authority ‘old jalopy’ is broken down and it will take brave legislators to make the changes our health care system sorely needs to be more efficient. One of those changes is to allow the Nursing Board to grant APNs authority to diagnose and prescribe.  
APRN Legislative Agenda 
What did you ask legislators to do in 2009?

We asked legislators to support a bill that will allow the Texas Board of Nursing to grant APRNs authority to diagnose and prescribe.  This will end the antiquated system of site-based prescriptive authority and allow APRNs to fulfill their true potential to meet the health care needs of Texans.  
Boards of Nursing have this authority in 35 other states and the National Council of State Boards of Nursing identify this as the safest and most appropriate way to regulate Advanced Practice Registered Nurses. 
While we would certainly support legislation that would relax or eliminate site-based prescriptive authority, we think the ultimate cure for the inefficiencies created by physician-delegated prescriptive authority is removing legislatively mandated physician involvement.  Recent reports acknowledge there is no evidence that mandated physician involvement is safer for patients.
1. “Of note, however, no study has shown that a state with restrictive scope of practice laws has better health outcomes than a state with expansive practice acts.” Association of Academic Health Centers (2008). Out of Order Out of Time: The state of the nation’s health workforce. Last accessed at http://www.aahcdc.org/policy/outoforderoutoftime.php.   p 24.
2. “It [Federation of State Medical Boards] does not call for evidence that the existing limits on midlevel clinicians’ scopes of practice enhance patient safety. There is no such evidence. Svorny, S.(September 17, 2008). Medical Licensing: An obstacle to affordable, quality care. CATO institute Policy Analysis No. 621. Last accessed at http://www.cato.org/pub_display.php?pub_id=9640. p. 6
APRNs are educated to diagnose and prescribe within their scope of practice.  APRNs have always and will continue to consult with and refer to physicians, whether mandated by law or not. Allowing the BON to grant prescriptive authority removes current barriers that impede patient access to healthcare. (See the legislative handout on Nursing Board-Granted Prescriptive Authority.)
End Site-based Prescriptive Authority (For background information see handout, “APRNs Meet the Health Care Needs of Texans.”)
We think it is important to end the antiquated system of site-based prescriptive authority. We want legislators and their health policy staff to understand that physicians in Texas are limited in their legal authority to delegate prescriptive authority. Currently physicians may only delegate prescriptive authority in certain types of practice sites. This limitation does not make any sense from a public policy perspective because the type of site in which a person practices does not influence their ability to prescribe. If an APRN is qualified to prescribe in a site serving medically underserved patients where the physician is able to visit once every 10 days, why would the APRN not be equally qualified in any other location including the location of a state declared disaster? 

Examples:

· If a physician has two offices and works with an APRN at the primary site (‘Office A’) three days/week,  goes to the satellite office (‘Office B’) two days a week while the APN stays at Office A, the APRN may prescribe for patients, including new patients, in ‘Office A’, whether the physician is there or not.  But if the physician stays at ‘Office A’ while the APRN goes to the ‘Office B’ 2 days a week, the APRN cannot prescribe for new patients at ‘Office B’ even though the physician and APRN spend the same amount of time working together in both scenarios.  
· In the Hurricane Katrina disaster, it took 9 days for the Texas Medical Board (TMB) to declare the event a disaster and suspend site-based restrictions.  As a consequence, at the time of greatest need, APRNs were not permitted to sign prescriptions for patients who desperately needed medication.  If those same patients had been able to come to the APRN’s normal practice site, the APRN would have been able to write prescriptions even if their delegating physician had been at the Brown Convention Center in Houston providing care to evacuees. In 2009, the law was changed to allow physicians who work onsite with the APRN at least 50% of the time to also delegate prescriptive authority at any site in the event of a declared disaster. However, this change does not allow APRNs currently working in medically underserved, facility-based, or alternate practice sites to have prescriptive authority during declared disasters.
Would a change in site-based prescriptive authority cost the state any additional money?

No. To a limited extent, it would actually reduce costs because now TMB and BON staff spend time administering an arbitrary system of delegated prescriptive authority that does not improve the quality of patient care, slows healthcare delivery and causes unnecessary paper work. 
Why is this change needed?
The current system of site-based prescriptive authority is very difficult to understand and difficult for the Texas Medical Board and the Board of Nursing to regulate. Staff from the Texas Medical Board and the Board of Nursing spend a significant amount of time advising physicians, APNs and PAs on whether a particular site qualifies for prescriptive authority or not, and clarifying the specific physician supervisory requirements for a particular site. The TMB has to expend time considering waiver requests. The burden on the TMB is even greater since the Legislature reinstituted physician registration of the APRNs and PAs to whom the physician delegates prescriptive authority.
Site-based prescriptive authority is not good public policy. Professionals should be regulated based on their education, training, experience, and competencies. It does not make sense that an APRN has the knowledge and competency to prescribe for patients in one clinic, but the same APRN is not competent to prescribe medicines for the same type of patients in another clinic. It is counterproductive for the state to expend money to educate health care professionals with the goal of improving access to care and then establish artificial barriers that prevent them from using those skills.
What does TMA (do the doctors) think about this?

While there are individual physicians who support this change to eliminate the laws that restrict physicians from delegating prescriptive authority outside of certain types of sites and require specific supervision in those sites, the Texas Medical Association opposes any change that eliminates site-based restrictions on a physician’s authority to delegate prescriptive authority.  TMA will strongly oppose any legislation that allows the Texas Board of Nursing to authorize APRNs to diagnose and prescribe, even though there is no evidence that such authority has a negative impact of public safety.  Despite this, medical associations claim “public safety” as their reason for opposing the change. We request that legislators and staff ask physicians who are concerned about public safety to show evidence that independent prescriptive authority has caused patient harm in other states.
Even though the medical organizations did not agree to changes in site-based prescriptive authority in 2005 and in the 2008 negotiations, will APRN organizations negotiate with medical organizations in the future?
While negotiations to date have been unsuccessful, APRNs are always willing to negotiate as long as the other side is also committed to negotiating in good faith.
How do we know that changing the current system of site-based prescriptive authority would increase access to care?

There are no guarantees. However, we know there are practices that provide care for underserved populations that cannot qualify for prescriptive authority.  We also know there are NPs and CNMs interested in opening practices in underserved areas if they can get prescriptive authority. In a 2008 survey of APRNs, 28% of the 961 respondents said they would be extremely likely, and 22% said they would be very likely to work in a rural or underserved area if Texas law no longer required physician delegation to diagnose and prescribe.

(Example: CRNAs are the only anesthesia providers in about 80 medically underserved counties. If NPs had Board-granted prescriptive authority eliminating site based restrictions, we know of NPs who would practice in medically underserved areas where no physicians desire to practice. This would improve access to care.)
How do we know that changing the current system of site-based prescriptive authority would not have a negative impact on safety for patients?  
There is no indication that patients outcomes in states with physician-delegated prescriptive authority for APRNs are any better than in states where APRNs have independent prescriptive authority. These indicators include reports to national practitioner data banks, settled law suits, or reports of disciplinary actions to state boards of nursing. 
We actually have good reason to believe that allowing more APRNs to sign prescriptions would increase patient safety. Those APRNs that cannot get prescriptive authority have to call prescriptions to the pharmacy under the medical director’s name as a designated agent of that physician. It is well documented that more errors occur in filling prescriptions that are transmitted verbally, than in writing.
What do other states do in terms of APRN prescriptive authority?
15 and Washington D.C. - APRN independent practice states and require no relationship with a

 physician

20 - APRNs diagnose and prescribe in the Nursing Practice Act but require a collaborative

 agreement with a physician
15 (including Texas) – physicians must delegate prescriptive authority 
Will APRN organizations advocate for legislation to change the current model of prescriptive authority?

Yes, in 2009, APN organizations are advocated for Nursing Board-Granted Prescriptive Authority for APNs. In 2011, APRN organizations will support similar legislation. (See the Power Point Presentation on Nursing Board-Granted Prescriptive Authority (www.cnaptexas.org) and Legislative Visit #1 Script for more information on discussing Nursing Board-Granted Prescriptive Authority and related topics.) 
Medicaid Reimbursement 

Will APRNs seek an increase in their Medicaid reimbursement rate? 

No, the current reimbursement rate for APNs who bill Medicaid is 92% of what the physician is paid if the physician bills for that service.  However, we are not asking to increase that reimbursement rate, and we are not asking for any other changes that would cost the state any money.
Defeat Any Attempt to Impose Physician Supervision on CRNAs.
[In 2005, the Texas Society of Anesthesiologists (TSA) made an effort to add physician supervision language for CRNAs to the Medical Practice Act. Prior to the 2007 session, anesthesiologists were talking with legislators and some do spread misinformation by saying that CRNAs must be supervised. It is vital that every APN be able to address this issue and give legislators and staff the correct information.]
I have heard some debate about a CRNA being supervised by a physician? Do CRNAs have to be supervised?
No, CRNAs do not have to be supervised by a physician. For more than 110 years of practice in this state, Texas law has never required physician supervision. Nurses were the first providers to dedicate themselves to the delivery of an anesthetic because surgeons needed a professional who was exclusively monitoring the condition of the patient and the level of anesthesia to improve patient safety. Nurses administer medications and are not supervised by a physician. CRNAs are not supervised when they administer anesthesia just as nurses who administer medications are not supervised.

Texas Attorney General’s Opinion # JC – 0117, issued in 1999, confirmed that while ordering the drugs and devices for the anesthetic is a delegated medical act (delegated when the surgeon orders the CRNA to administer the anesthetic), there is nothing in law that requires a physician’s supervision when the CRNA performs any aspect of anesthesia care. The CRNA evaluates the patient, determines the type of anesthesia that is appropriate, determines the drugs and dosages necessary, and administers the anesthetic as an independent nursing function.

Wouldn’t it be safer if CRNAs were supervised by anesthesiologists?

No, research consistently demonstrates that there is no difference in patient outcomes when an anesthetic is delivered by a CRNA only, and anesthesiologist only, or a CRNA supervised by an anesthesiologist. (See CRNA cost and quality talking points sheet for the research.)  In addition, even the Texas Society of Anesthesiologists does not suggest that Texas law require a CRNA to be supervised by an anesthesiologist because there are not enough anesthesia providers and it would close hospitals in 82 Texas counties and negatively impact anesthesia care in the majority of hospitals in this state. When TSA members talk about physician supervision, they want the surgeon, who has no special training in anesthesia, to be responsible for this supervision. Many surgeons are not in favor of this since it could impose additional liability on them, and they are not compensated for this. Only anesthesiologists can be paid to supervise CRNAs. Most importantly, there is nothing that makes the care safer, or of a higher quality, when a fully qualified professional is “supervised.” The whole supervision issue is really a reimbursement issue and does not positively impact quality of care.
What do you mean, “It is a reimbursement issue”?

Medicare regulations require physician supervision of a CRNA in order for the hospital to be reimbursed for that service unless the Governor of the State ‘opts out’ of this requirement. To date 14 governors have opted out and safe anesthesia care is being provided everyday by CRNAs in those states.
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