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[New Section] 

WAC 246-919-603  Use of nitrous oxide in office-based 

settings.  (1) The purpose of this rule is to promote and 

establish consistent standards, continuing competency, and 

promote patient safety. The commission establishes the following 

rule for physicians licensed under this chapter who perform 

surgical procedures and use nitrous oxide in office-based 

settings.  

(2) The use of nitrous oxide is exempt from WAC 246-919-601 

requirements if the following conditions are met: 

(a) Nitrous oxide is administered at a concentration of 50 

percent or less; 

(b) Nitrous oxide is used without another inhaled 

anesthetic, sedative, or opioid drug; and 

(c) The following safeguards are in place: 

(i) The physician performing the procedure must demonstrate 

competence by completing a continuing medical education course 

in nitrous oxide administration; 

Commented [DB1]: New York: Local 
anesthesia with the use of Nitrous Oxide 

with a concentration of <50% nitrous 

oxide in oxygen, with no other sedatives 

or analgesic medications, by any route, 

is local anesthesia with minimal 

sedation, and therefore would be 

supplemented local anesthesia requiring 

OBS accreditation, if used for any 

liposuction procedure. 
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(ii) At least one healthcare practitioner must be present 

who is certified in an advanced resuscitative technique such as, 

but not limited to, the following: 

(A) Advanced cardiac life support (ACLS); 

(B) Pediatric advanced life support (PALS); or 

(C) Advanced pediatric life support (APLS). 

(iii) The physician must be capable of resuscitating a 

patient from deeper sedation levels and ensure the 

patient’s vital signs are monitored; 

(iv) The physician performing the procedure must not 

administer nitrous oxide or monitor the patient; 

(v) The physician administering nitrous oxide must 

continuously monitor the patient throughout the duration of 

its administration. 

(vi) The facility must have a documented plan for 

transferring patients to a hospital in case of 

complications, including arrangements for emergency medical 

services and appropriate escort of the patient to the 

hospital; 

Commented [DB4]: Taken from our WAC 246-
919-601 



(vii) The physician must maintain legible, complete, 

comprehensive, and accurate medical records including the 

following: 

(A) Identity of the patient; 

(B) History and physical, diagnosis and plan; 

(C) Appropriate lab, X-ray, or other diagnostic reports;  

(D) Appropriate preanesthesia evaluation;  

(E) Documentation of nitrous oxide administered or 

dispensed; and 

(F) Documentation of vital signs during the nitrous oxide 

sedation, including respiratory rate, oxygen 

saturation, heart rate, and blood pressure. 

(viii) The following equipment must be available and 

include: 

(A) Suction equipment capable of aspirating gastric 

contents from the mouth and pharynx; 

(B) Portable oxygen delivery system including full face 

masks and a bag-valve-mask combination with 

appropriate connectors capable of delivery positive 

pressure, oxygen enriched ventilation to the patient; 



(C) Blood pressure cuff or sphygmomanometer of appropriate 

size; and 

(D) Stethoscope or equivalent monitoring device. 

(ix) A discussion with a parent or guardian of a pediatric 

patient of the particular risks of the use of nitrous oxide 

for a patient who:  

(A) Is younger than six years old;  

(B) has special needs;  

(C) has airway abnormalities; or  

(D) has a chronic condition.  

This discussion must include reasoning why the pediatric 

patient can safely receive nitrous oxide in an outpatient 

environment and any alternatives. 

(ix) Excess nitrous oxide must be removed from the 

procedure room to protect staff via a scavenging system;  

(x) Equipment used for monitoring patients must be 

calibrated or performance verified according to 

manufacturer’s instructions; and 

(xi) Nitrous oxide must be stored securely and accessible 

only by authorized individuals. 
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246-817-776 – Dental 

Discharge criteria for all levels of sedation or general 

anesthesia. 

The licensed dentist shall ensure an anesthesia provider 

assesses patient responsiveness using preoperative values 

as normal guidelines and discharge the patient only when 

the following criteria are met, except when their prior 

baseline is below the noted criteria: 

(1) Vital signs including blood pressure, pulse rate and 

respiratory rate are stable. Vital signs are not required 

when: 

(a) A pediatric ASA I or ASA II patient is undergoing a 

routine dental procedure using either local anesthetic, 

nitrous oxide, or both with no other sedating medications; 

or 

(b) A pediatric patient is uncooperative or the emotional 

condition is such that obtaining vital signs is not 

possible. 

Commented [DB8]: Do we want to add any of 
this language from Dental? 
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(c) Reasons why vital signs were not obtained must be 

documented. 

(2) The patient is alert and oriented to person, place and 

time as appropriate to age and preoperative psychological 

status; 

(3) The patient can talk and respond coherently to verbal 

questioning as appropriate to age and preoperative 

psychological status; 

(4) The patient can sit up unassisted; 

(5) The patient can walk with minimal assistance; 

(6) The patient does not have uncontrollable nausea or 

vomiting and has minimal dizziness; 

(7) The anesthesia provider has made a discharge entry in 

the patient's record. Discharge entries must include: 

(a) The patient's condition upon discharge; and 

(b) The name of the responsible party to whom the patient 

is released, if a patient is required to be released to a 

responsible party; 

(8) If the patient does not meet established discharge 

criteria, the anesthesia provider must evaluate the patient 



and determine if the patient has safely recovered to be 

discharged. The evaluation determining that the patient can 

be safely discharged must be noted in the patient's record. 
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WAC 246-919-601  Safe and effective analgesia and 

anesthesia administration in office-based surgical settings.  

(1) Purpose. The purpose of this rule is to promote and 

establish consistent standards, continuing competency, and to 

promote patient safety. The commission establishes the following 

rule for physicians licensed under this chapter who perform 

surgical procedures and use anesthesia, analgesia or sedation in 

office-based settings. 

(2) Definitions. The following terms used in this 

subsection apply throughout this section unless the context 

clearly indicates otherwise: 

(a) "Deep sedation" or "analgesia" means a drug-induced 

depression of consciousness during which patients cannot be 

easily aroused but respond purposefully following repeated or 

painful stimulation. The ability to independently maintain 

ventilatory function may be impaired. Patients may require 

assistance in maintaining a patent airway, and spontaneous 

ventilation may be inadequate. Cardiovascular function is 

usually maintained. 
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(b) "General anesthesia" means a state of unconsciousness 

intentionally produced by anesthetic agents, with absence of 

pain sensation over the entire body, in which the patient is 

without protective reflexes and is unable to maintain an airway, 

and cardiovascular function may be impaired. Sedation that 

unintentionally progresses to the point at which the patient is 

without protective reflexes and is unable to maintain an airway 

is not considered general anesthesia. 

(c) "Local infiltration" means the process of infusing a 

local anesthetic agent into the skin and other tissues to allow 

painless wound irrigation, exploration and repair, and other 

procedures, including procedures such as retrobulbar or 

periorbital ocular blocks only when performed by a board 

eligible or board certified ophthalmologist. It does not include 

procedures in which local anesthesia is injected into areas of 

the body other than skin or muscle where significant 

cardiovascular or respiratory complications may result. 

(d) "Major conduction anesthesia" means the administration 

of a drug or combination of drugs to interrupt nerve impulses 

without loss of consciousness, such as epidural, caudal, or 
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spinal anesthesia, lumbar or brachial plexus blocks, and 

intravenous regional anesthesia. Major conduction anesthesia 

does not include isolated blockade of small peripheral nerves, 

such as digital nerves. 

(e) "Minimal sedation" means a drug-induced state during 

which patients respond normally to verbal commands. Although 

cognitive function and coordination may be impaired, ventilatory 

and cardiovascular functions are unaffected. Minimal sedation is 

limited to oral, intranasal, or intramuscular medications. 

(f) "Moderate sedation" or "analgesia" means a drug-induced 

depression of consciousness during which patients respond 

purposefully to verbal commands, either alone or accompanied by 

tactile stimulation. No interventions are required to maintain a 

patent airway, and spontaneous ventilation is adequate. 

Cardiovascular function is usually maintained. 

(g) "Office-based surgery" means any surgery or invasive 

medical procedure requiring analgesia or sedation, including, 

but not limited to, local infiltration for tumescent 

liposuction, performed in a location other than a hospital or 

hospital-associated surgical center licensed under chapter 70.41 
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RCW, or an ambulatory surgical facility licensed under chapter 

70.230 RCW. 

(3) Exemptions. This rule does not apply to physicians 

when: 

(a) Performing surgery and medical procedures that require 

only minimal sedation (anxiolysis), or infiltration of local 

anesthetic around peripheral nerves. Infiltration around 

peripheral nerves does not include infiltration of local 

anesthetic agents in an amount that exceeds the manufacturer's 

published recommendations. 

(b) Using nitrous oxide under the requirements in WAC 246-

919-603.  

(c) Performing surgery in a hospital or hospital-associated 

surgical center licensed under chapter 70.41 RCW, or an 

ambulatory surgical facility licensed under chapter 70.230 RCW. 

(dc) Performing surgery utilizing or administering general 

anesthesia. Facilities in which physicians administer general 

anesthesia or perform procedures in which general anesthesia is 

a planned event are regulated by rules related to hospital or 

hospital-associated surgical center licensed under chapter 70.41 
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RCW, an ambulatory surgical facility licensed under chapter 

70.230 RCW, or a dental office under WAC 246-919-602. 

(ed) Administering deep sedation or general anesthesia to a 

patient in a dental office under WAC 246-919-602. 

(fe) Performing oral and maxillofacial surgery, and the 

physician: 

(i) Is licensed both as a physician under chapter 18.71 RCW 

and as a dentist under chapter 18.32 RCW; 

(ii) Complies with dental quality assurance commission 

regulations; 

(iii) Holds a valid: 

(A) Moderate sedation permit; or 

(B) Moderate sedation with parenteral agents permit; or 

(C) General anesthesia and deep sedation permit; and 

(iv) Practices within the scope of their specialty. 

(4) Application of rule. 

This rule applies to physicians practicing independently or 

in a group setting who perform office-based surgery employing 

one or more of the following levels of sedation or anesthesia: 

(a) Moderate sedation or analgesia; or 
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(b) Deep sedation or analgesia; or 

(c) Major conduction anesthesia. 

(5) Accreditation or certification. 

(a) A physician who performs a procedure under this rule 

must ensure that the procedure is performed in a facility that 

is appropriately equipped and maintained to ensure patient 

safety through accreditation or certification and in good 

standing from an accrediting entity approved by the commission. 

(b) The commission may approve an accrediting entity that 

demonstrates to the satisfaction of the commission that it has 

all of the following: 

(i) Standards pertaining to patient care, recordkeeping, 

equipment, personnel, facilities and other related matters that 

are in accordance with acceptable and prevailing standards of 

care as determined by the commission; 

(ii) Processes that assure a fair and timely review and 

decision on any applications for accreditation or renewals 

thereof; 
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(iii) Processes that assure a fair and timely review and 

resolution of any complaints received concerning accredited or 

certified facilities; and 

(iv) Resources sufficient to allow the accrediting entity 

to fulfill its duties in a timely manner. 

(c) A physician may perform procedures under this rule in a 

facility that is not accredited or certified, provided that the 

facility has submitted an application for accreditation by a 

commission-approved accrediting entity, and that the facility is 

appropriately equipped and maintained to ensure patient safety 

such that the facility meets the accreditation standards. If the 

facility is not accredited or certified within one year of the 

physician's performance of the first procedure under this rule, 

the physician must cease performing procedures under this rule 

until the facility is accredited or certified. 

(d) If a facility loses its accreditation or certification 

and is no longer accredited or certified by at least one 

commission-approved entity, the physician shall immediately 

cease performing procedures under this rule in that facility. 
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(6) Competency. When an anesthesiologist or certified 

registered nurse anesthetist is not present, the physician 

performing office-based surgery and using a form of sedation 

defined in subsection (4) of this section must be competent and 

qualified both to perform the operative procedure and to oversee 

the administration of intravenous sedation and analgesia. 

(7) Qualifications for administration of sedation and 

analgesia may include: 

(a) Completion of a continuing medical education course in 

conscious sedation; 

(b) Relevant training in a residency training program; or 

(c) Having privileges for conscious sedation granted by a 

hospital medical staff. 

(8) At least one licensed health care practitioner 

currently certified in advanced resuscitative techniques 

appropriate for the patient age group must be present or 

immediately available with age-size-appropriate resuscitative 

equipment throughout the procedure and until the patient has met 

the criteria for discharge from the facility. Certification in 

advanced resuscitative techniques includes, but is not limited 
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to, advanced cardiac life support (ACLS), pediatric advanced 

life support (PALS), or advanced pediatric life support (APLS). 

(9) Sedation assessment and management. 

Sedation is a continuum. Depending on the patient's 

response to drugs, the drugs administered, and the dose and 

timing of drug administration, it is possible that a deeper 

level of sedation will be produced than initially intended. 

(a) If an anesthesiologist or certified registered nurse 

anesthetist is not present, a physician intending to produce a 

given level of sedation should be able to "rescue" a patient who 

enters a deeper level of sedation than intended. 

(b) If a patient enters into a deeper level of sedation 

than planned, the physician must return the patient to the 

lighter level of sedation as quickly as possible, while closely 

monitoring the patient to ensure the airway is patent, the 

patient is breathing, and that oxygenation, heart rate and blood 

pressure are within acceptable values. A physician who returns a 

patient to a lighter level of sedation in accordance with this 

subsection (c) does not violate subsection (10) of this section. 

(10) Separation of surgical and monitoring functions. 
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(a) The physician performing the surgical procedure must 

not administer the intravenous sedation, or monitor the patient. 

(b) The licensed health care practitioner, designated by 

the physician to administer intravenous medications and monitor 

the patient who is under moderate sedation, may assist the 

operating physician with minor, interruptible tasks of short 

duration once the patient's level of sedation and vital signs 

have been stabilized, provided that adequate monitoring of the 

patient's condition is maintained. The licensed health care 

practitioner who administers intravenous medications and 

monitors a patient under deep sedation or analgesia must not 

perform or assist in the surgical procedure. 

(11) Emergency care and transfer protocols. A physician 

performing office-based surgery must ensure that in the event of 

a complication or emergency: 

(a) All office personnel are familiar with a written and 

documented plan to timely and safely transfer patients to an 

appropriate hospital. 
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(b) The plan must include arrangements for emergency 

medical services and appropriate escort of the patient to the 

hospital. 

(12) Medical record. The physician performing office-based 

surgery must maintain a legible, complete, comprehensive, and 

accurate medical record for each patient. 

(a) The medical record must include all of the following: 

(i) Identity of the patient; 

(ii) History and physical, diagnosis and plan; 

(iii) Appropriate lab, X-ray or other diagnostic reports; 

(iv) Appropriate preanesthesia evaluation; 

(v) Narrative description of procedure; 

(vi) Pathology reports, if relevant; 

(vii) Documentation of which, if any, tissues and other 

specimens have been submitted for histopathologic diagnosis; 

(viii) Provision for continuity of postoperative care; and 

(ix) Documentation of the outcome and the follow-up plan. 

(b) When moderate or deep sedation, or major conduction 

anesthesia is used, the patient medical record must include a 

separate anesthesia record that documents: 
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(i) The type of sedation or anesthesia used; 

(ii) Name, dose, and time of administration of drugs; 

(iii) Documentation at regular intervals of information 

obtained from the intraoperative and postoperative monitoring; 

(iv) Fluids administered during the procedure; 

(v) Patient weight; 

(vi) Level of consciousness; 

(vii) Estimated blood loss; 

(viii) Duration of procedure; and 

(ix) Any complication or unusual events related to the 

procedure or sedation/anesthesia. 

[Statutory Authority: RCW 18.71.017 and 18.130.050. WSR 20-22-

003, § 246-919-601, filed 10/21/20, effective 11/21/20. 

Statutory Authority: RCW 18.71.017. WSR 17-18-032, § 246-919-

601, filed 8/28/17, effective 9/28/17. Statutory Authority: RCW 

18.71.017 and 18.130.050(4). WSR 10-16-109, § 246-919-601, filed 

8/2/10, effective 9/2/10.] 



Caitlin Blau (not verified)-Jul 31, 2024 05:02 PM  

I am delighted to see further conversation about the safety and efficacy of nitrous oxide for minimal 
sedation. Was the decision intentional to use the language of "physician" rather than "health care 
practitioner" as is used elsewhere in the WAC? I'm concerned that this rule will be used to exclude 
ARNPs from providing minimal sedation with nitrous oxide. For our reproductive health setting, our 
ARNPs are looking forward to having nitrous as an option for minor gynecologic procedures such as 
IUD insertion or colposcopy. 

Dina Levin, MD (not verified)-Sep 08, 2024 12:33 PM  

I agree with other commenters that ARNPs should be able to use nitrous oxide, not just physicians. 
Also, why are rules for physicians so different from dentists? My son had nitrous at the dentist with 
no other provider monitoring and my dentist does not have ACLS meds in her office, nor is she ACLS 
certified. And at the dentist it is put on the patient's face. In our office, the nitrous gas would be self-
administered by the patient. The patient needs to be able to hold it only their face to use it. It is very 
mild sedation per your definition and ACLS provider and equipment should not be needed. This is a 
great option for many procedures that women's health professionals perform, including IUD 
insertion, treatment of miscarriage, first trimester abortion, uterine biopsy, or even just a speculum 
exam in a patient with a trauma history for whom exams are very difficult. These are all easily done 
in the office but some patients desire or need more analgesia than others. I recommend removing 
the need for ACLS certification, changing the working from physician to "provider" or maybe 
"appropriately credential provider", and not requiring another provider for monitoring. There should 
always be a nurse or medical assistant in the room to monitor the patient and assist the provider. 
We want to help patients get care they need. not make so many rules that it is impossible. And 
again, the dentists have been using nitrous for many, many years with little issue. Why do medical 
office rules need to be more stringent? Sincerely, Dina J Levin, MD Medical Director Women's Care, 
WhidbeyHealth Coupeville, WA 

Dani (not verified)-Sep 08, 2024 03:09 PM  

Many of my friends have abused nitrous, some have completely lost themselves in addiction to the 
drug that is readily available at any smoke shop, and some gas stations across the state. They can 
be a fun quick sedative, dissociative high, but those with addictive tendencies suffer far more. The 
common result of nitrous abuse is depression, anxiety, isolation, loss of cognitive function, 
memory, psychosis, loss of feeling, beginning in the lower extremities. The product is expensive, 
abuse is financially devastating. Nitrous is sold in large colorful tanks, with mouth pieces for 
consumptions, along with a big warning label on the back advising against consumption. The UK 
and Louisiana have already banned the sale of nitrous oxide for regular consumption, I ask that 
Washington follow suit. 

Response: Amelia Boyd, WM... (not verified)-Sep 10, 2024 04:00 PM  

Thank you for sharing your experiences and concerns regarding nitrous oxide abuse. While 
your call for Washington to consider following the examples of the UK and Louisiana in 
banning the sale of nitrous oxide for recreational consumption is an important one, it’s 
worth noting that the Washington Medical Commission (WMC) does not regulate the sale or 



distribution of nitrous oxide. The WMC’s role is to oversee medical licensing and disciplinary 
actions related to medical professionals, rather than the sale of products like nitrous oxide, 
which is regulated by other state and local agencies. However, you can take action by 
reaching out to your state representative to share your concerns and advocate for stricter 
regulations on nitrous oxide sales. To contact your representative, visit the Washington 
State Legislature’s website at https://leg.wa.gov and use the "Find Your District" tool. By 
expressing your views directly, you can help initiate legislative discussions around 
controlling the sale of nitrous oxide in Washington. Thank you again for your advocacy on 
this important public health issue. 

krista burckhardt (not verified)-Sep 15, 2024 04:50 PM  

• Nitrous has been in use for over 200 years in various settings labor and delivery, emergency 
medicine, dentistry, and ambulatory setting. On labor and delivery, it’s self administered without 
continuous observation or monitoring by nursing staff and is set up by the capable RN team. In the 
dental setting, where it is set up in a continuous flow fashion, it’s administered by dental assistants 
in a setting where only 2 BLS providers need to be available. In the discussed ambulatory setting it 
would provide patients a self-administered, low-risk and quickly reversible anxiolytic and 
anesthetic option. The use in the clinic would be intermittent for less 15 minutes each patient. 3-5 
minutes of continuous O2 reverses the effects of nitrous and patient can return to normal activity. 
Throughout the entirety of my time evaluating the use of Nitrous in these settings I saw no indication 
for physician only administration. ARNPs are fully qualified to order the administration on L&D. 
Literature: • University of Minnesota children focused on IUD placement of adolescents 12-22 
offered IUD in clinic or placement with nitrous under sedation. They were asked to record their pain 
on 100 point scale 2 minutes after placement. Of the patients electing for nitrous ppp was 24.7, 
compared to 54 in clinic group. • Minnesota children’s hospital showcased the creation of an RN 
administered nitrous oxide sedation for urological imaging, mostly catheterization. 3 years and over 
3,100 sedations adverse effects included 2% nausea, 3% emesis. No episodes of apnea. 4 
episodes of o2 desaturation (mentally delayed patients with hx of breath holding spells without 
sedation). No airway interventions and all patients responded to cessation of nitrous and 
administration of 100% oxygen. Conclusion: provides another option for reducing distress. • A 
study published last year in an international journal (medicine), compared the use of nitrous oxide 
use for D&Cs, office hysteroscopy, and polypectomies. Found similar levels of effectiveness, 
patient satisfaction, significantly faster recovery options. The conclusion that inhaled nitrous oxide 
could be an alternative analgesic technique for minor gynecologic operative procedures, which 
would improve patients comfort and tolerance to the procedures and health care quality without 
serious side effects. • In the literature, accidental N2O-related deaths are rare. They are mostly 
related to inhalation of this substance for recreational and autoerotic purposes; For general 
anesthesia, nitrous oxide (50 to 70%) is used and the delivery system allows for further titration. 
Nitrous Oxide is Inefficient as an independent method of induction; it’s required to be paired with 
another inhaled anesthetic such as sevofluorine https://www.ncbi.nlm.nih.gov/books/NBK532922/ 
In the ambulatory setting: Nitrous oxide is widely used in dental settings. Dental hygienists and 
assistants are authorized to administer nitrous oxide in most states. Our Washington State 
guidelines are as follows: WAC 246-817-740 A licensed dentist who administers minimal sedation 
with nitrous oxide must hold a current and valid BLS certification. A second individual is in the 



office and able to immediately respond to any request from the licensed dentist or anesthesia 
provider. Ambulatory care = BLS https://app.leg.wa.gov/wac/default.aspx?cite=246-817-
740#:~:text=(6)%20A%20licensed%20dentist%20who,%5BStatutory%20Authority%3A%20RCW%2
018.32 ACOG practice bullion 209: self-administered using a mouthpiece or facemask, with a 50% 
mix of nitrous oxide in 50% oxygen, either blended from two separate gas cylinders or the hospital's 
piped gas supply through a small regulator or from a single premixed cylinder The apparatus must 
use a demand valve so that doses are given only when the patient inhales using the mask and must 
have scavenging equipment to limit others' environmental exposure. Nitrous oxide use does not 
preclude mobility for the patient, does not require additional monitoring, and allows the laboring 
woman to control the effect. Another advantage is its quick termination of effect once the 
parturient removes the mask. https://www.acog.org/-
/media/project/acog/acogorg/clinical/files/practice-bulletin/articles/2019/03/obstetric-analgesia-
and-anesthesia-labor-causes.pdf Modern anesthetic machines have fail-safe mechanisms to 
prevent overdose (nitrous oxide-oxygen proportioning systems). The device is preset to deliver 
nitrous oxide and oxygen at a 1:1 mixture–neither the patient nor providers can adjust the ratio, 
eliminating the risk of delivering a hypoxic mixture. An oxygen failsafe mechanism is built in to avoid 
the administration of pure nitrous oxide. Should the oxygen line depressurize for any reason, the 
device can’t deliver nitrous oxide. 
https://www.sedationsystems.com/https://www.ncbi.nlm.nih.gov/books/NBK532922/ - Prior to 
administration, provider will need to review contraindications for use of N2O and patient will 
complete a screening form. Contraindications of use including any condition where air may be 
trapped in the body, including pneumothorax, intestinal obstruction, middle ear occlusions, cystic 
fibrosis, intraocular surgery within last 10 weeks, increased intracranial pressure, known B12 
deficiency, impaired LOC, intoxication, recovering drug addiction. - To monitor staff exposure, some 
organizations choose dosimetry. The dosimetry unit is most consistently placed on the unit itself 
and sent annually to an independent lab. Our Community hospital’s L&D RN team safely 
implemented and maintained nitrous oxide for labor analgesia, by following ACOG guidance, for 
over 5 years with initial peer training and sign-off. - Most manufacturers provide onsite training and 
competencies with implementation. Cost varies by distributor but the initial investment of a unit 
with a waste gas suction is about $9,500. Each cylinder of nitrous gas is less than $50. The duration 
of use would be highly dependent on patient volume. At our clinic we estimate each cannister 
would last 3-6 months. The cost per patient of disposable supplies is approximately $45. These 
fees are generally not reimbursable by insurance. While these fees may not transfer directly to 
reimbursement, the marketing of offering pain reducing options for uncomfortable, and often 
traumatic experiences will be attractive to women who understand the pain associated with these 
procedures. And would likely increase our patient volume. Allowing nitrous oxide in the ambulatory 
setting without excessive barriers would allow us to provide greater access to women’s healthcare. 

Kelli E Camp (not verified)-Sep 29, 2024 05:50 PM  

The following is submitted on behalf of the Washington Association of Nurse Anesthesiology 
(WANA). In the United States, nitrous oxide can be administered by current and licensed 
physicians, dentists, APRNs, PAs, and paramedics. WANA recommends that the language of WAC 
246-919-603 be modified to an inclusive list. Sedation is a continuum which may produce a deeper 
level of sedation than initially intended (i.e. anesthesia). WANA recommends the language be clear 



that the provider administering and monitoring the nitrous oxide be a separate provider than the 
proceduralist. WANA cautions that the use of illicit or prescriptive substances is prevalent and 
acute or chronic use could result in additive or synergistic effects when used with nitrous oxide. A 
consideration would be to obtain a targeted history or testing for substances known to act in 
synergy prior to nitrous oxide administration. WANA recommends that any administering or 
monitoring providers obtain education in administration and in identifying the different levels of 
sedation to record the level of sedation as part of the record. WANA recommends that the provider 
administering and monitoring nitrous oxide receives appropriate training/certification to allow 
rescue should a patient enter a state deeper than initially intended similar to WAC 246-817-720. 
Both the American Society of Anesthesiology (ASA) and American Academy of Pediatrics (AAP) 
classify nitrous at less than 50% as minimal sedation. The current proposed language includes a 
pre-anesthesia evaluation, continuous monitoring, and advanced resuscitative technique training. 
WANA recommends that nitrous used at less than 50% be under the same monitoring requirements 
as other minimal sedation methods and the include the definition of minimal sedation. This would 
include a pre-sedation assessment including vital signs to determine appropriateness and 
contraindication to sedation and/or nitrous. This would not require a pre-anesthesia evaluation. 
Should the commission choose to continue with nitrous oxide as minimal sedation, WANA 
recommends that the commission mirror the language from WAC 246-817-720 through 246-817-
745 including the details of healthcare BLS training, emergency medications, minimal sedation, 
and record keeping. Should the commission determine that pre-anesthesia evaluation, continuous 
monitoring, and advanced resuscitative technique training be required, WANA would recommend 
that nitrous oxide in less than 50% continue to be categorized as an anesthetic and be subject to 
the same requirements of moderate and deep sedation with certified physician or nurse 
anesthesiology provider oversight. As written, the monitoring and requirements of this “minimal 
sedation” aligns with deeper levels of anesthesia and not the definition of minimal sedation. WANA 
recommends congruence of definition and scope of training to fully align with current minimal 
sedation rules to avoid ambiguity and potential unsafe practice. 

 



 

 

      September 29, 2024 

 

 

Amelia Boyd 

Program Manager 

Washington Medical Commission  

 

RE: Nitrous oxide in office based surgical settings rulemaking (WSR 24-

11-104) 

 

Dear Ms. Boyd, 

 

On behalf of the Washington State Medical Association (WSMA) and our over 

12,000 physician and physician assistant members, thank you for the 

opportunity to provide comment on updates to the WACs governing the use of 

nitrous oxide in office-based surgical settings. The WSMA is supportive of re-

classifying nitrous oxide as “minimal sedation”. The draft WACs under review 

will ensure patient safety by applying consistent standards and competency for 

the use of nitrous oxide in office-based settings and we are proud to offer our   

     support.  

 

These changes will move some procedures exclusively performed in a hospital or ambulatory 

surgical center (ASC) to office-based settings – increasing efficiency for patients and 

practitioners – while ensuring patient safety remains the top priority. To ensure patient safety, the 

WSMA supports Washington Medical Commission (WMC) language requiring the monitoring 

of vital signs for all patients – including for ASA I or ASA II pediatric patients – when utilizing 

nitrous oxide which is a deviation from the WACs regulating dental anesthesia. While we are 

supportive of the draft as written, we would also support prohibiting the use of nitrous oxide on 

patients less than one year old.  

 

Our organization has appreciated the opportunity to work with WMC commissioners and staff on 

this rulemaking, as well as revisions to the interpretive statement that previously governed this 

area of practice. Should you have follow-up questions, please contact WSMA Associate Policy 

Director Billie Dickinson. 

 

Sincerely, 

 

Billie Dickinson  
 

Associate Policy Director 

Washington State Medical Association  
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Use of Nitrous Oxide in Office-Based Surgery Settings
Rules Workshop

October 7, 2024



Agenda

Housekeeping

Open workshop

Draft language discussion

Written comments discussion

Next steps

Close workshop



Proposed Rule Development Timeline

May 2024

Preproposal 
Statement of 
Inquiry, or 
CR-101, filed

July 2024

Interested parties 
work begins –
workshops, drafts, 
formal input

Jan. 2025

Request to initiate 
CR-102, Proposed 
Rules

May 2025

Public hearing 
and written 
comments

Aug. 2025

CR-103 – Final 
rule adoption

Late 2025

Rules are in effect



Next Steps
Workshops

Initiate CR-102



Thank you!

Post your comments to: 
Establishing the use of nitrous 
oxide in office-based surgical 
settings | Washington Medical 
Commission
Or send your written comments to:
medical.rules@wmc.wa.gov 

https://wmc.wa.gov/rule_making_2024/establishing-use-nitrous-oxide-office-based-surgical-settings
https://wmc.wa.gov/rule_making_2024/establishing-use-nitrous-oxide-office-based-surgical-settings
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