
 

 

 

 

 

 
 
 
 
 
 
 

June 7, 2021 
 
 
The Honourable Adrian Dix, M.L.A., Minister of Health 
Room 337 Parliament Buildings 
Victoria, BC V8V 1X4 
HLTH.Minister@gov.bc.ca  
Delivered via email 
 
Re: Nurse Anesthetists 
 
Dear Minister Dix, 
 
The Association of Nurses and Nurse Practitioners of BC (NNPBC) writes this letter to you in support of the 
development and use of a new Advance Practice Nursing role, the Nurse Anaesthetist. 
 
In 2019 the Canadian Anesthesiologists’ Society reported that Canada was heading towards a shortfall of 
anesthesiologists. The anesthesiology workforce was noted to comprise approximately 3300 physicians, with 
roughly 13% (or 429) aged 65 and older. The Royal College of Physicians and Surgeons of Canada provides 
121 accredited residency positions annually for anesthesiology. These residency positions will not be sufficient 
to keep up with increasingly complex population needs related to surgical service delivery in Canada.i The 
same report noted that with a shortage of anesthesiologists in urban areas, the number of anesthesiologists 
available in rural areas is acutely and negatively impacted. Highlighting a local example of this Health Human 
Resource (HHR) need in British Columbia (BC), we have seen surgeries in small communities cancelled and 
maternity care delivery materially altered. Cancelled surgeries in smaller centres such as Cranbrook place 
increasing demands on larger centers such as Kelowna and service level changes to maternity care offered in 
in remote towns such as Bella Coola force pregnant women to travel six-hours to Williams Lake and live locally 
for the last month of their pregnancy to ensure they are able to access an anesthesia care provider when they 
go into labour.ii   

While no official Nurse Anesthetist (NA) role exists in Canada presently, there are 142 countries around the 
world where this type of advanced practice nursing role is effectively utilized. The closest Canada comes to 
this role is in Ontario with the 2007 introduction of the Nurse Practitioner-Anesthesia (NPA) designation. In the 
United States this same role, referred to as a Certified Registered Nurse Anesthetist (CRNA), has been 
implicitly used since the Civil War when nurses volunteered for advanced training on administering pre-
operative anesthesia to wounded soldiers.  In 1937, the American Medical Association began training 
physicians in anesthesia and formally recognized it as a medical speciality. Subsequently, the NA nursing role 
was marginalized by newly trained physician anesthesiologists and NA training was held on pause until 1956 
when the NA role re-emerged to serve rural communities and members of the United States Armed Forces.iii  

Today, NAs and CRNAs provide anesthesia services in a varied array of hospital settings such as delivery 
rooms, critical care units and ambulatory surgical centres. Beyond acute care, NAs also contribute to the 
anesthesia care of patients in medical offices, dentistry offices, plastic surgery clinics, pain management clinics 
and a multitude of other community environments. While CRNAs in the United States can work as independent 
practitioners, they typically work as part of broader health care team.  Moreover, according to the American 
Association of Nurse Anesthetists, CRNAs represent over 80% of anesthesia providers in rural areas and based 
on numerous peer-reviewed studies, are shown to be a safe, high quality, cost-effective resource for those 
same rural communities. Research studies have also found no significant differences in rates of anesthesia 
complications or mortality between CRNAs and physician anesthesiologists, nor among delivery models for 
anesthesia that involve CRNAs and physician anesthesiologists.iv  Additionally, there is no measurable 
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difference in the quality of care received between CRNAs and physician anesthesiologists as noted in a 
Cochrane Collaboration study.v The key distinction in terms of scope between the NA or CRNA and MD 
anesthesia role is related to context. When a physician administers anesthesia, it is a considered a practice of 
medicine whereas when an NA/CRNA does so, it is considered a practice of nursing. Despite this contextual 
policy piece, the provision of care remains the same both patients and practitioners.  
 
NA/CRNAs have also been shown to improve HHR service delivery and cost efficiency. Studies have indicated 
that when anesthesia services are delivered and directed by NA/CRNAs, duplication of services is reduced, 
greater efficiency of anesthesia service providers is achieved, and costs are reduced. vi In 2010 the estimated 
cost to train one physician anesthesiologist was approximately $1.1 million compared to $161,000 for a CRNA. 
Additionally, for every physician anesthesiologist almost two CRNAs can be educated within the same time, 
resulting in faster availability of highly skilled providers.vii In short, NA/CRNAs are a valuable, cost-effective 
resource to help meet diverse population health needs in a timely fashion. 
 
The National Centre for Biological Information based in the United States published a 2017 article entitled 
“Bridging the human resource gap in surgical and anesthesia care in low-resource countries: a review of the 
task sharing literature” which showed that regardless of the reason for task sharing in a surgical setting (e.g. 
workforce shortage in developing countries or the desire for cost reduction in developed countries), utilizing 
‘other professionals’ (e.g., NAs) who are appropriately trained increased access to safe and cost-effective 
surgery. Additionally, by altering the view of the introduction of NA’s and surgical team task sharing processes 
away from the short-term solution and service delivery remedy perspective and instead viewing NA’s and team 
process improvements as a long-term strategy to increase overall surgical care efficacy and optimize surgical 
service delivery, it creates space to achieve an enhanced surgical workforce with the desired concomitant 
enhanced patient outcomesviii.  

A key barrier to implementing this long-term strategy of optimizing surgical team care by adding the NA role 
has been physician resistance and a perceived change in power dynamics within the surgical team. In looking 
for solutions to address this barrier we can examine the Norway system, where NAs are highly utilized. In 
2012, an often-cited Norwegian study, highlighted that by concentrating on managing team dynamics, 
particularly between the anesthesiologist and the NAs, there is a pivot towards stronger interprofessional 
collaboration, stronger role clarity and a better understanding of the NA role by every member of the team. 
These enhanced understandings allowed for the role to be better integrated into the clinical practice area and 
was a key factor to ensuring the success of the new role within surgical care team.ix 

A 2018 study of Advanced Practice Nursing Roles out of the Yale University School of Nursing, found that 
when Advance Practice Nurses (APNs), which include CRNAs, are empowered to practice to full scope, as part 
of a ‘wrap around service’ health care delivery team, APN’s contributions to outcomes significantly decreased 
barriers to accessing care faced by both urban and rural patient populations. Consequently, these populations 
and the larger health care teams that support them, both came to rely on the expertise of the APN to improve 
the perceptions of the care delivered and the care received because increased capabilities related to enhanced 
scope for nurses ensured both the system and the patient were supported in concrete and measurable ways.  
 
The association notes that the APN nursing model brings a holistic perspective to health promotion, 
prevention, and education within a strong patient-centred frameworkx.  In modeling the NA role on the APN 
nursing model which focuses on the combination of science and empathy, it supports the NA role to achieve 
superior results. COVID-19 has highlighted the need for more surgical and critical care resources to manage 
complex patient needs within a more empathy focused care model. Nurse anesthetists are therefore well 
positioned to support and care for these types of critically ill patientsxi. Meeting the physical as well as 
emotional needs of patients has been shown to improve outcomes by fostering greater compliance with 



 

 

 

 

 

 
 
 
 
 
 
 

medical orders and improving longitudinal follow up by patients with their care teams, which in turn reduces 
the burden of rebound admission and follow up on the system.  
 
The World Health Organization (WHO) has noted that access to anesthesia and surgical services is an integral 
part of health and that such services reduce human suffering and the burden of disease.xii In Canada access to 
surgical care and physician led surgical services in rural and remote communities is limited.  Moreover, rural 
and remote communities in Canada, and British Columbia specifically, have a higher proportion of Indigenous 
people who suffer lower health status and a greater incidence of disease than the general population.  
 
Further complicating the current HHR pressures on service delivery is the trend towards increased 
urbanization of medical services. This trend has contributed to attrition in the rural and remote anesthesia 
ranks placing downward pressure on the few remaining surgical and obstetric care service providers still 
available; leading to higher rates of burn out and attrition; leading to a self propelling negative feedback loop. 
The mismatch of appropriate providers to care for rural and remote populations results in the perception that 
quality of care improves the closer you get to large centers. Research does suggest that low volume, high risk 
procedures around a core group of centralized care staff is safer, however this is only true for complex 
procedures. Research also shows that low-risk procedures, including low-risk obstetric care can be performed 
safely in smaller hospitals if you have the HHR to support the service.xiii Indeed, delivery of low-risk 
procedures close to the patient’s home is often preferable because it avoids the difficulties and expenses of 
medical travel in a large and diverse province like BC.  
 
From the point of view of culturally appropriate care, delivery of care ‘close to home’ and in familiar settings 
can help to ease some of the mistrust felt by Indigenous people who, as reported in Mary Ellen Turpel 
Lafond’s report ‘In Plain Sight: Systemic Racism in BC Healthcare, are highly suspicious of a system that has 
historically lacked the ability to deliver culturally appropriate care. According to a study out of the University of 
Toronto, bias and discrimination in surgical care are linked to “worsened coordination of care, sub optimal 
patient-centered communication”xiv, and increasing negative patient experiences linked to the perspective that 
systemic racism within the system is worseningxv.  The utilization of the NA role as part of either rural and 
remote or urban health care service delivery teams could help to alleviate access issues while also ensuring 
that high quality outcomes can be achieved without compromising on the current efforts to reduce systemic 
racism and provide culturally safe and appropriate care.  
 
Nurses are the largest group of health care professionals in the world and North American Gallup polls have 
ranked nurses as the most honest and ethical of all the health professions for the last 18 years in a row. 
Patients and clients trust nurses to provide the holistic care they need. Advanced Practice Nurses are already 
utilized in Canada, but not to the scope and extent as many other developed nations across the world.  
Leaning on lessons learned from both the CRNA role in the United States and the Nurse Practitioner 
Anesthesiology role already developed in Ontario, BC is well positioned to create a local solution that 
addresses our unique needs and could serve as a model for other Canadian jurisdiction. Developing the NA 
role locally would allow for nursing’s growing scope and breadth to meet the needs of our diverse population, 
service urban and rural centres in a practice area that are facing ongoing HHR shortages by optimizing service 
delivery.  
 
NNPBC strongly supports the development and inclusion of an Advance Practice Nursing role of the Nurse 
Anaesthetist into BC’s surgical care teams because they are a safe, cost effective, extensively studied, and 
viable solution to a panoply of service delivery concerns. 
 
I look forward to ongoing discussions about the development, inclusion, and roll out of Nurse Anesthetists 
within BC.  



 

 

 

 

 

 
 
 
 
 
 
 

Kind regards,  

 
Michael Sandler RN, MSN, CNCC(C)  
Executive Director 
 
 
 
Cc: Mark Armitage, Assistant Deputy Minister 
      Natasha Prodan-Bhalla, Chief Nurse and Professional Practice Officer 
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