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P h y s i c a l  P rox i m i t y
Certified Registered Nurse Anesthetists (CRNAs) lobby stat that Certified Anesthesiologist Assistants (CAAs) need a 
physician anesthesiologist in the operating room with them. However, there is no safety justification for differentiat-
ing the two. 

The only mention of a delegating physician being “immediately available” in Texas statute is for Surgical Assis-
tants² which requires physicians to be “able to personally respond to any emergency until the patient is released 
from the operating room” and for perfusionists³ which says available “in the assigned patient care area.” The 
Texas Medical Board rules say supervising physicians for surgical assistants should be “present and available in 
the operating room” and are silent on proximity for perfusionists. Excluding these, there is no mention of prox-
imity requirements for physician extenders in statute or Board rule.

Enforcement of CMS proximity requirements, which apply to both CRNAs and CAAs for anesthesia services, 
is adopted by each individual facility. For a care team model, a physician anesthesiologist cannot be limited 
to being inside a single operating room since they may supervise up to 4 concurrent cases with qualified physi-
cian extenders. For other anesthesia services, a physician could be in any area of a hospital placing epidurals, 
regional blocks, and even assisting with PICT lines. Thus, hospitals adopt guidelines based on their structure(s), 
departments, and staffing assignments. 

Safety. A study published4 in the May 2018 issue of Anesthesiology compared outcomes for anesthesia care 
teams comprised of CRNAs versus CAAs, both supervised by physician anesthesiologists. The study, the first of 
its kind, performed a retrospective analysis of 443,098 publicly insured elderly (ages 65 to 89) patients and found 
no statistical difference associated with length of stay, medical spending, or mortality between care teams with 
CRNAs compared to care teams with CAAs. 

Adopting a blanket physical proximity requirement in statute would be an unusual regulation on physician del-
egation and could impair physician care to patients by interfering with anesthesia care team models or being 
too rigid for certain facilities. Further, such state regulation would be even more restrictive than federal guide-
lines on one anesthesia provider than another for no justifiable reason.  

1. https://www.cms.gov/Regulations-and-Guidance/Guidance/Manuals/Downloads/clm104c12.pdf
2. Tex. Occ. Code Chapter 206.001(3)
3. Tex. Occ. Code Chapter 603.004(3)(B)(iii)
4. http://anesthesiology.pubs.asahq.org/article.aspx?articleid=2682840

Physical Proximity. Federal Medicare regulations adopted by the Centers for Medicare and Medicaid 
Services (CMS) for the administration of anesthesia services¹ designates a list of 
operating practitioners competent to administer anesthesia other than a physician 
anesthesiologist as: a doctor of medicine or osteopathy, a dentist, an oral surgeon, 
or a podiatrist. The regulations also recognize a CRNA who is “under the supervision 
of an operating practitioner or a physician anesthesiologist” and a CAA “under the 
supervision of an anesthesiologist.” In the case of a CRNA or CAA their supervising 
physician anesthesiologist or operating practitioner must be “immediately available 
if needed.” Thus, both CRNAs and CAAs must be supervised by a delegating practi-
tioner who is immediately available under Federal Medicare policies. 


