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In contrast, the reported case volume for the Western region
experienced the most significant decrease (920,913 in 2010;
1,396,433 in 2009). The Midwest region case volume increased
in 2010 (1,272,472 cases versus 904,041 in 2009) and the South
region stayed relative stable (2,705,513 in 2010; 2,772,683 in
2009). One hypothesis is that practices with higher case volumes
participated in the survey this year.
For the second year in a row, ASA collected and analyzed
the survey data based on relationships anesthesia practices
have with other anesthesia providers (i.e., CRNAs and AAs).
We asked each respondent to identify the number of physicians
employed or contracted by the practice, CRNAs directly
employed or contracted by the practice (“Direct Employ
CRNA”) and CRNAs who work with the practice but are
not directly compensated by the practice (i.e., employed by
the hospital) (“Indirect CRNA”). This year, we added the
same questions with respect to AAs. Starting from our prior
regional analysis, we further stratified the data using these
identified relationships into three categories: “Direct Employ
CRNA,” “Indirect CRNA” and “No CRNA Relation,” which
signified those practices that do not work with CRNAs (either
directly or indirectly). Due to the low number of practices that
reported relationships with AAs, we were unable to provide
any sort of analysis with respect to AA relationships.
Table 1 provides the range of responses received for each
provider type along with the respective averages. Compared
to 2009, the average numbers of physicians per practice
reported in 2010 are nearly identical with the exception of
the Western region (32.74 in 2010; 22.49 in 2009). Wide
variations in regional averages for “Direct Employ CRNA”
and “Indirect CRNA” persist in 2010. All regional averages

Due to space constraints, we were not able to provide all of the
information we hoped to in the October 2010 NEWSLETTER
article analyzing the ASA survey results for commercial
contracted rates. And as Mr. Barry White has said (more
eloquently than we possibly could): “I’ve heard people say that
too much of anything/Is not good for you, baby/But I don’t know
about that…” We hope you will find our augmented analysis
of the results informative and even somewhat provocative. As
always, we welcome your feedback on how we can improve the
survey instrument and/or reporting of the results in a useful
fashion that will help your practice.
The intent of this analysis is to supplement the original
article with additional regional and demographic data, along
with analyses relevant to anesthesia practices and their
various relationships with different anesthesia providers. As
a reminder of the basic premises and findings provided in the
October 2010 article, the overall number of survey responses
used for our analysis included 235 practices employing or
contracting with 6,144.5 anesthesiologists, 4,571.3 certified
registered nurse anesthetists (CRNAs) and 417 anesthesiologist
assistants (AAs). The practices also work with an additional
1,670.8 CRNAs and 124.5 AAs for whom the practice does not
directly pay compensation. We normalized all contracts to the
typical 15-minute time unit and weight-adjusted all reported
conversion factors. (Please see the October 2010 article for the
methodology details).
While the number of practices included in the analysis
this year has decreased slightly, the reported case volume has
increased relative to last year (7,433,182 versus 7,035,472 cases).
The Eastern region saw the most dramatic increase in case
volume, rising to 2,534,983 cases relative to 1,962,315 in 2009.
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Table 1: Anesthesia Practice Relationships With Anesthesia Providers, by Region
Physicians

Avg.

Direct Employ
CRNA

Avg.

Indirect
CRNA

Avg.

Direct
Employ AAs

Avg.

Indirect AAs

Eastern

0-125

26.94

0-198

22.84

0-105

7.30

0-38

1.30

0-22

Southern

0-185

22.36

0-210

24.80

0-80

7.34

0-54

3.52

0

Western

0-141

32.74

0-18

1.11

0-47

1.81

0-1

0.03

0-38

0-91

26.71

0-75

16.15

0-150

12.94

0-17

0.65

0-1

Midwestern

Table 2: Commercial Conversion Factors by Anesthesia Provider Relationship, by Region
Region

Anesthesia Provider
Relationship

Eastern

Southern

Western

Midwestern

Conversion
Factor – 2010

Conversion
Factor – 2009

2010 (n)

2010 Overall
Regional Mean

Direct Employ CRNA

$67.25

$63.87

257

($64.47-$70.53)

Indirect CRNA

$61.20

$57.93

73

No CRNA Relation

$66.02

$75.15

22

Direct Employ CRNA

$64.22

$64.72

264

Indirect CRNA

$57.65

$54.15

62

No CRNA Relation

$76.29

$83.53

33

Direct Employ CRNA

$52.67

$55.33

18

Indirect CRNA

$68.87

$59.09

11

No CRNA Relation

$64.90

$60.00

121

Direct Employ CRNA

$87.19

$63.41

71

Indirect CRNA

$61.91

$61.22

24

No CRNA Relation

$62.70

$56.37

28

increased at least slightly with the exception of Direct Employ
CRNA in the Western region, which fell from 2.37 in 2009 to
1.11 in 2010.
Table 2 illustrates the differences in conversion factors
based on anesthesia provider relationship. In the Eastern and
Midwestern regions, the highest overall regional conversion
factor relative to the overall conversion factors for the other
two anesthesia provider relationships was demonstrated by
those practices that directly employ CRNAs. The highest
conversion factor in the Southern region was for those practices
that have no CRNA relationship (either direct or indirect),
while the highest in the Western region was for practices that
have an indirect relationship with CRNAs. However, given
the low number of contracts under this category (n=11), it is
difficult to determine whether this is likely to reflect the actual
experience in the West.
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($67.02-$76.45)

($54.67-$69.86)

($78.28-$86.12)

We have provided as reference the conversion factor for each
category as identified in the 2009 results. It is interesting to see
that most categories have increased relative to last year, but
not all. For instance, the conversion factor for practices with
no CRNA relationship in the Eastern and Southern regions
decreased from $75.15 in 2009 to $66.02 in 2010 and from
$83.53 to $76.29, respectively. Further, practices that directly
employ CRNAs saw their average conversion factor decrease
from $55.33 to $52.67 in 2010.
Finally, we calculated the overall average conversion factor
for the 984 reported commercial contracts broken down by
anesthesia provider relationship, as shown in Table 3 (page 40).
As was demonstrated in 2009, the practices that directly
employ or contract with CRNAs and those that do not work
Continued on page 40
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Continued from page 39

Table 3: Overall Commercial Conversion Factor
by Employment Arrangement
Employment Arrangement

Conversion Factor

Number of Contracts

Direct Employ CRNA

$70.37

610

Indirect CRNA

$61.01

170

No CRNA Relation

$69.97

204

Table 4: Contracts Paying for Physical Status
Modifiers and Additional Units

“Finally, the number of practices reporting
both direct and indirect relationships with
CRNAs are similar for the two years. Given
these facts, it will be interesting to monitor this
trend in our 2011 survey to see if it continues
in light of the health care reform legislation.”

with CRNAs have similar and higher commercial conversion
factors than practices that work with CRNAs in which the
hospital or other entity employs the CRNAs.
For 2010, we also asked two additional questions:
1) whether the contract paid for physical status modifiers and
2) whether the contract pays for additional units for qualifying
circumstances (i.e., CPT 99100, 99116, 99135 and 99140).
Table 4 reflects the responses based on region.
As the data demonstrate, the overwhelming majority of
commercial contracts include provisions to pay for physical
status modifiers and additional units for qualifying
circumstances. Recognizing that the data differentials are
modest, it is interesting to note that the Western region
reported the lowest percentage of commercial contracts in both
categories. Conversely, the Midwestern region reported the
highest percentage of commercial contracts paying for both
categories.

Physical Status
Modifiers Paid

Additional
Units Paid

Eastern

291 (82.7%)

295 (83.8%)

Southern

303 (84.4%)

292 (81.3%)

Western

123 (82.0%)

117 (78.0%)

Midwestern

115 (93.5%)

107 (87.0%)

Further, as demonstrated in the 2009 survey, there were a
number of practices (n=35) that reported both direct and indirect
employment relationships with CRNAs. For these practices, we
elected to place the particular practice into a category based
on relationship with the greater number of CRNAs reported.
Overall, however, this approach only resulted in a net advantage
for the “Direct Employ CRNA” category of seven contracts,
which is the same as 2009.
Conclusions
The results of the commercial conversion factors by
employment arrangement are quite similar to the results from
2009. First, for both 2009 and 2010, the conversion factors
are higher for the “Direct Employ CRNA” and “No CRNA
Relation” categories than for the “Indirect CRNA” category.
In addition, the response rates for 2010 are similar to 2009.
Finally, the number of practices reporting both direct and
indirect relationships with CRNAs are similar for the two years.
Given these facts, it will be interesting to monitor this trend in
our 2011 survey to see if it continues in light of the health care
reform legislation.

Discussion
The differences in the overall commercial conversion factors
broken down by anesthesia provider relationships could have
several causes. First, there is the issue of response rate (similar
to 2009). Of the 984 reported commercial contracts by
employment arrangement, only 170 (17.28 percent) fall within
the “Indirect CRNA” category, where practices work with but
do not directly compensate CRNAs. Therefore, the response
rate may not be sufficient to draw conclusions.
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