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I Education:

  There are over 100 nurse anesthesia programs in the US in 2006. This is the first time there has been over 100 programs in 20 years. Approximately 2000 students per year graduating but a shortage of approximately 13% still exists. The shortage of providers could become more significant due to increase in service demands and an expected increase in retirements. All programs since 1998 must be associated with a university and graduates must receive a Master’s Degree upon completion of the program. There is a shortage of qualified faculty, especially program directors at the doctoral level. The last AANA membership survey indicated 1.2% of all CRNA’s have a doctorate and that includes JD’s or attorneys.

Two major issues presently challenge the profession and AANA. The AACA ( American Association Collegiate Nursing composed of university deans) has forwarded a position that all advanced practice nurses must have a DNP ( doctorate of nursing practice ) by 2015. AANA held a Summit Conference in Park Ridge, Il in June 2005 to discuss the position. President Brian Thorson appointed a DNP Task Force in fall 2005 to continue to address this mandate. I serve as Co-Chair of the Task Force with Dr Denise Martin-Sheridan. The purpose of the Task Force is to develop various options for doctoral preparation of nurse anesthetists to be considered by the AANA Board of Directors. The Task Force is charged with focusing on a variety of options for doctoral preparation rather than focusing on a single option such as a DNP. A range of actions will be considered , including taking no action to promoting doctoral degrees for nurse anesthetists. The AANA Board has issued a position statement that does not support the AACN’s proposal at the present time.

On another front, the NCSBN ( national council state board of nursing) has developed a “ Vision Paper” that will regulate advanced practice nursing.It is of concern as nursing oversight at regulatory level creates gaps in required education and educational need.  If adopted, the regulation of APRN’s would be achieved through the following recommendations:

1 Boards of nursing will be the sole regulators of Advanced Practice Nursing.

2 APRN licensure will be in the categories and titles of nurse anesthetist, nurse midwife, and nurse practitioner.

3 Boards of nursing will approve APRN programs for the purpose of licensure.

4 All programs leading to APRN licensure, including clinical/practice doctorate and postmaster’s degree programs, will meet established educational requirements.

5 Requirements for licensure will require successful completion of a core nurse practitioner licensure examination and a residency program.

6 Evidence of continued competency will be required for purpose of licenure renewal.

7 Fully licensed APNA’s will be independent practitioners. After licensure, there will be no regulatory requirement for supervision.

8 The Advanced practice Compact will be the regulatory model used to effect mutual recognition of advanced practice nurses.

Organized medicine at the national and state levels are stongly opposing independence for APRN’s. We can continue to expect strong legislative activity from physicians as has been fought in North Carolina for the last year.

II Endorsement of IFNA Standards:

   AANA endorses IFNA standards. Nothing in IFNA standards differ from AANA standards.

III Salaries:

    Salaries are stable at around 120,000-200,000 dollars annually. The health care system is costly and governments continue to struggle with reducing cost while preserving quality in health care delivery. The US Congress is working on a system for “ pay for performance”. Those departments that meet or exceed standards will receive more reimbursement and those who chose not to participate or fall below standards will receive less. AANA’s position is we must have a seat at the table when standards against which performance will be measured is adopted.

IV Workforce:

There remains a shortage of CRNA’s of approximately 13%. Faculty shortage is large and 50% of doctoral prepared faculty will retire in less than 10 years. There are now 4 anesthesia assistant programs in the US. As IFNA President, I receive many request for nurses inside the US seeking international employment and nurses outside the US wishing to work in the US. Neither is generally possible without standardization of educational standards and practice. Regional international accreditation is needed now. In time regions can then move to global accreditation. It is the only way for cross border mobility of nurse anesthetists. 

V Nursing Policy, Promotion and Inclusion:

 AANA is supportive of ANA ( American Nurses Association) activities. All CRNA’s must be registered as an RN in their state of employment. Membership in ANA by CRNA’s is not required. I am an ANA member and the group forwarded my name to ICN for inclusion on an Expert Panel. I will serve in this capacity in the area of nursing leadership.

VI Current Issues: 

   1 DNP/NCSBN issues with nurse anesthesia education.

   2 Faculty shortage

   3 Manpower needs

   4 Federal Reimbursement

   5 ASA/AANA communication

VII National Activities:

     Already discussed.

VIII Union Activities, Strikes, Legislative Activities:

Pay for performance standards will be developed for reimbursement and AANA must be a player in decisions that are made.

IX Reports and Communication with National Organizations:

  AANA closely connected and networks with ANA and advanced practice or speciality nursing groups. I serve AANA on an ANA team called “ Call to the Profession: Nurses Agenda For Change.”  

X Other Issues:

 AANA 75th Anniversary is August 5-9 2006 in Cleveland, Ohio. All IFNA Country Representatives should have received an invitation. Former US President Bill Clinton will be the keynote speaker at the meeting. His mother Virginia Clinton Kelley was a CRNA.

