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CERTIFIED REGISTERED NURSE ANESTHETISTS (CRNA)

As anesthesia specialists, CRINAs take care of patients before, during and after surgical or obstetrical procedures.
CRNAs stay with patients for the entire procedure, monitoring every important body function and modifying the
anesthetic to ensure maximum safety and comfort. Because CRNAs are experts in establishing an airway and other
procedures necessary to stabilize critically ill or injured patients, CRINAs also provide anesthesia related services in
other settings, both inside and outside hospitals.

B More efficient use of CRNASs in the U.S. could save $50,000,000 in health care costs annually.
B CRNAEs have provided quality, cost-effective anesthesia care for 150 years.

B 6.7 CRNAs can be educated for the cost of CRNAs Maintain Access to Essential
educating one anesthesiologist. Health Care Services.

B Those 6.7 CRNAs provide a cumulative total of 26.8 B CRNAs provide trauma stabilization services and 32
years of anesthesia before the anesthesiologist million anesthetics in the U.S. annually.

begins practice.
B 98% of Texas counties that have obstetrical or

B There is no difference in mortality and surgical services depend on CRNAs.

complication rates when: . . )
B CRNAs are the sole anesthesia providers in 59 rural

+ CRNAs provide anesthesia independently, or Texas Counties

« CRNAs work under the supervision of an

[0) i i -
anesthesiologist, or B 43% of all Texas hospitals rely completely on inde

pendent CRNAs to provide obstetrical, surgical and
- anesthesiologists provide anesthetics. trauma stabilization services.

Extensive research over the last 40 years highlights CRNAs’ competence.
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The practice of anesthesia has become very safe due to improvements in pharmacological agents and sophisticated technology.
Studies show a dramatically low anesthesia mortality rate (approximately 1 per 250,000 anesthetics). In 1990, the Center for Disease
Control (CDC) intended to research morbidity and mortality in anesthesia. Following a review of the anesthesia data, the CDC concluded
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“Anesthesia seems to be an area where, beyond a certain level, outcome is only minimally
affected by medical knowledge but is greatly affected by factors such as attention,
concentration, organization and the ability to function as part of a team; factors towards
which all professions strive but which no profession may claim a monopoly.”
Blumenreich G.A., Wolf B.L. 1995. Restrictions on CRNAs imposed by physician-controlled insurance companies. AANA Journal, 54(6), 539.
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