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To the Members of the Senate Health and Human Services Committee,

My name is Jerry Felix, CRNA, former President of the Rhode Island Association of Nurse
Anesthetists (RIANA), and a co-author of this legislation since its introduction in 2024. I was
also among the first to bring this critical patient safety issue to the attention of the Rhode
Island Department of Health (RIDOH), and I have spent nearly three years working on this
issue. I am writing in strong support of Senate Bill 3184 Sub A.

Senate Bill 3184 Sub A is about one thing: patient safety.
It is not about access. It is not about workflow. It is not about limiting the appropriate practice
of Nurse Practitioners or Physician Assistants.

It is about ensuring that medications capable of inducing deep sedation and general anesthesia
—medications that can rapidly lead to airway compromise, cardiovascular collapse, and death
—are administered only by clinicians who are formally trained, licensed, and credentialed in
anesthesia care.

The central issue before this Committee has been consistently misrepresented. Opponents
have deliberately blurred the line between true moderate sedation and the
administration of general anesthetic agents such as propofol. That distinction is not
academic—it is the difference between a controlled, reversible state and one that requires
immediate, advanced airway management and full anesthesia expertise.

Propofol is a safe and effective medication when administered by trained anesthesia
professionals. In the wrong hands, it can be catastrophic. Senate Bill 3184 Sub A reinforces
necessary safeguards to ensure that these medications are used safely and appropriately.

***] would also direct the Senate HHS Committee to view the attached documents
labeled "Safe Sedation Fact Sheet" and "' Misrepresentation of Moderate Sedation and
the Deliberate Minimization of Anesthetic Risk' atached to this testimony.

submitted with this testimony.

RIDOH has previously acknowledged this risk. In an April 23, 2024 letter, the Department
stated that it “does not support the administration of propofol by Certified Nurse
Practitioners.”

Further, on February 25, 2025, RIDOH Director Dr. Jerome Larkin submitted testimony in
support of this legislation, affirming that propofol and other general anesthetics should be
administered only by professionals specifically educated and authorized to do so, such as
CRNA: s or anesthesiologists—consistent with national expert guidance.

However, the Department’s proposed regulations released on April 14, 2026 under 216-RICR-
40-05-37 contradict this position and sets a dangerous precedent. As written, the proposal
lacks the clarity and safeguards necessary to protect patients and does not align with
established national standards from leading organizations, including the American Society of
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Safe Sedation Legislation Fact Sheet

The opposition to Senate Bill 694 repeatedly and deliberately falsifies and intentionally blur the distinction between true moderate sedation and the administration of general anesthetic agents such as propofol for elective procedures. That distinction is the central issue.

This bill does not eliminate appropriate moderate sedation. It does not prevent nurse practitioners or physician assistants from practicing within their lawful scope. It simply ensures that medications capable of producing deep sedation and general anesthesia are administered by providers who are educated, trained, licensed, and credentialed in anesthesia care.

Claim: “Thousands of patients will be impacted, procedures will be delayed, and vulnerable patients will not receive timely care.”

False.

Senate Bill 694 does not prohibit traditional moderate sedation using medications such as opioids and benzodiazepines. Those medications have long been used safely by appropriately trained non-anesthesia providers.

The only providers impacted are those using general anesthetic agents, such as propofol, for elective procedures outside their anesthesia training and scope. This is a small subset of providers, not “thousands” of clinicians or patients.  

I ask the members of the HHS committee to ask every non-anesthesia provider that submits testimony and ask if they routinely administer general anesthetic medications for elective procedures independently.  I am not referring to in the intensive care unit or emergency room, or any critical care area, because those providers are not doing so, therefore those areas will not be impacted.  

I also ask the members of the HHS committee to ask every non-anesthesia provider how many intubations they have performed for elective procedures, or even emergent procedures? 

What will be impacted are the non-anesthesia providers sedating their patients for elective procedures and rendering them to deep sedation and general anesthesia.

This claim is a scare tactic intended to make legislators believe that all moderate sedation will stop. That is simply not true.

Claim: “It is within the scope of NPs and PAs to do mild and moderate sedation.”

Misleading.

Yes, NPs and PAs may provide mild or moderate sedation when properly trained, credentialed, and acting within their scope.

But that is not the issue.

The issue is whether non-anesthesia providers should administer general anesthetic agents capable of rapidly causing deep sedation, airway obstruction, cardiovascular collapse, and general anesthesia during elective procedures.

That is not traditional moderate sedation. That is anesthesia-level care.

Claim: “CMS and The Joint Commission support this practice.”

Misleading.

CMS and The Joint Commission require facilities to credential providers appropriately and maintain sedation policies. They do not override state scope-of-practice laws, nor do they convert a non-anesthesia provider into an anesthesia professional.

Credentialing cannot lawfully expand a provider’s scope beyond their education, training, licensure, and statutory authority.

Claim: “NPs and PAs are trained and credentialed for advanced airway management.”

Incomplete and misleading.

Being trained in airway rescue is not the same as being trained, educated, and licensed to administer anesthesia.

Sedation exists on a continuum. A patient intended for moderate sedation can quickly enter deep sedation or general anesthesia, especially with propofol. The provider administering the medication must be qualified not merely to “rescue” the patient after harm occurs, but to safely manage the anesthetic from the beginning.

Claim: “Hasbro’s pediatric sedation program uses NPs for mild and moderate sedation only.”

Disputed and contradicted by the nature of the practice being described.

Children undergoing MRIs, biopsies, oncology procedures, and other procedures often cannot remain motionless with true mild or moderate sedation alone. The administration of propofol in this setting is commonly intended to achieve a level of immobility consistent with deep sedation or general anesthesia.

Calling this “moderate sedation” does not make it moderate sedation.  This in its true definition is deep sedation and general anesthesia, levels that only anesthesia trained providers are licensed to manage.

If propofol is being used to render a pediatric patient immobile for an elective procedure, the public and the Department of Health deserve transparency about the actual level of sedation being achieved and the department of health truly needs to investigate this practice and look into adverse events that are not being reported.

Claim: “Propofol is not a controlled substance and is safe in small amounts.”

Irrelevant and misleading.

Whether propofol is a controlled substance is not the issue.

Propofol is a powerful general anesthetic agent. It has no reversal agent and can rapidly produce deep sedation, apnea, airway obstruction, cardiovascular depression, and general anesthesia.

The issue is not whether propofol is “controlled.” The issue is whether the provider administering it is trained, educated, licensed, and legally authorized to manage the level of sedation it can produce.

Claim: “NPs are not doing deep sedation for pediatric MRIs.”

Highly questionable and clinically inconsistent.

For pediatric MRI, the child must remain still for an extended period. In many young children, that cannot reliably be accomplished with true mild or moderate sedation.

If propofol is being administered to a child for immobility during MRI, it is clinically misleading to characterize that as simple moderate sedation without producing objective data showing the actual sedation level, airway events, aborted cases, escalation of care, and rescue interventions.

The burden should not be on the public to prove the practice is unsafe. The burden should be on the facility to prove the practice is safe.

Claim: “MRIs are not procedures.”

False distinction.

Whether an MRI is labeled a “procedure” or “diagnostic imaging” does not change the pharmacology of propofol or the physiologic risk to the patient.

A sedated child in an MRI scanner is still at risk for airway obstruction, apnea, hypoxia, aspiration, cardiovascular collapse, and need for emergency airway intervention.

The risk follows the drug and the depth of sedation, not the billing label attached to the event.

Claim: “NPs are covered by malpractice for all practices they are credentialed for.”

Unproven and concerning.

Facility credentialing does not automatically determine whether a provider is practicing within legal scope or whether malpractice coverage applies to out-of-scope conduct.

If a non-anesthesia provider administers a general anesthetic agent and the patient suffers harm, important questions arise:

Has the insurer reviewed this practice?
Does the policy cover elective administration of general anesthetics by non-anesthesia providers?
Is this recognized as the standard of care?
Would coverage apply if the provider was acting outside statutory scope?

These questions deserve clear answers before patients are exposed to risk.

Claim: “Rhode Island’s pediatric sedation program is not an outlier.”

Misleading.

The existence of sedation programs elsewhere does not prove that Rhode Island’s practice is safe, lawful, or appropriate.

The relevant question is not whether other hospitals have sedation programs. The question is whether non-anesthesia providers are independently administering general anesthetic agents for elective procedures and claiming the resulting depth is merely “moderate sedation.”

That practice is not the standard of care.

Claim: “Boston Children’s allows APCs to do moderate sedation.”

Not responsive to the issue.

Moderate sedation is not the concern.

Senate Bill 694 does not prohibit appropriate moderate sedation. The concern is the use of propofol and other general anesthetic agents by non-anesthesia providers in elective settings where patients may rapidly enter deep sedation or general anesthesia.

Citing policies that allow moderate sedation does not justify non-anesthesia providers administering anesthesia-level drugs beyond their scope.

Claim: “Propofol is not only for deep sedation.”

Misleading.

Propofol is widely recognized as an anesthetic agent capable of producing deep sedation and general anesthesia. Its effect is dose-dependent, rapid, and unpredictable in vulnerable patients, especially children.

The fact that a medication can be titrated does not eliminate the risk that the patient will enter deep sedation or general anesthesia. That is exactly why the provider administering it must be trained and licensed to manage those levels.

Claim: “Many medications do not have reversal agents.”

Irrelevant comparison.

Comparing propofol to Eliquis or Plavix is not clinically appropriate. Anticoagulants are not administered to intentionally depress consciousness, airway reflexes, ventilation, and cardiovascular function during a procedure.

Propofol’s immediate danger is that it can rapidly cause apnea, airway obstruction, loss of protective reflexes, and cardiovascular instability. That is the reason anesthesia-level training matters.

Claim: “ASA clarifies that mild and moderate sedation is not anesthesia.”

Correct but irrelevant.

True mild and moderate sedation are not anesthesia.

However, once a provider administers a medication capable of producing deep sedation or general anesthesia, especially when the goal is immobility for pediatric procedures, the patient may no longer be in moderate sedation.

The opposition cannot use the definition of moderate sedation to justify a practice that may routinely exceed moderate sedation.

Claim: “There are safety gaps and no data supporting concern.”

False.

There are clear safety gaps when non-anesthesia providers administer general anesthetic agents for elective procedures without transparent reporting of outcomes.

If Hasbro or Brown Health claims this practice is safe, they should provide objective data, including:

How often patients enter deep sedation
How often airway rescue is required
How often cases are aborted due to oversedation or instability
How often escalation of care occurs
How often patients require intubation
How many adverse events have been reported to RIDOH
Whether RIDOH has investigated harm short of death

“No one has died” is not a safety database. Patient harm includes more than death.

Claim: “The Department of Health’s support is premature.”

False and speculative.

RIDOH has already recognized the seriousness of this issue. The fact that opposition testimony occurred after a letter was written does not erase the underlying patient safety concerns.

If anything, the opposition’s failure to provide transparent outcome data reinforces the need for stronger regulation, accountability, and enforcement.

Claim: “This is not a patient safety issue.”

False.

This is entirely a patient safety issue.

The administration of general anesthetic agents by providers who are not anesthesia-trained, anesthesia-licensed, or legally authorized to manage deep sedation and general anesthesia places patients at predictable and preventable risk.

The issue is not access. It is not workflow. It is not professional turf.

It is whether patients—especially children—are entitled to anesthesia-level safety when anesthesia-level drugs are used.

Claim: “Critical care, cardiac, orthopedic, surgical, oncology, and pediatric patients will be affected.”

Misleading.

Senate Bill 694 protects emergency and appropriate clinical uses. It does not prevent providers from caring for patients within their scope in critical care or emergency settings.

The bill is aimed at elective, non-emergent administration of general anesthetic agents by non-anesthesia providers. Traditional moderate sedation remains intact.

The opposition is conflating appropriate moderate sedation and emergency care with elective anesthesia-level sedation to create fear.

Claim: “Physicians will now have to do moderate sedation.”

False.

Physicians, NPs, and PAs may continue to provide true moderate sedation within their scope using traditional medications and appropriate monitoring.

What they may not do is relabel deep sedation or anesthesia as “moderate sedation” in order to justify the use of general anesthetic agents outside anesthesia scope.

Claim: “There are not enough CRNAs to fill the gap.”

Misleading.

There should be no widespread gap because true moderate sedation is not being eliminated.

If a facility has built a workflow around non-anesthesia providers administering general anesthetic agents for elective procedures, then the facility created that problem by relying on a practice that falls outside appropriate scope and safety standards.

Patient safety should not be compromised to preserve an unsafe staffing model.

Claim: “CRNAs cost more than MDs.”

Irrelevant and inaccurate as a safety argument.

Cost does not determine scope of practice.

Even if anesthesia professionals cost more, financial convenience cannot justify exposing pediatric patients to anesthesia-level risk without anesthesia-level training and licensure.

The standard should be patient safety, not the cheapest staffing model.

Claim: “There are no studies showing CRNAs are safer than NPs for mild and moderate sedation.”

Misleading and irrelevant.

Again, mild and moderate sedation are not the issue.

The question is who is trained, educated, licensed, and legally authorized to administer and manage general anesthetic agents capable of producing deep sedation and general anesthesia.

CRNAs are anesthesia professionals. NPs and PAs are not.

Final Response

The opposition’s fact sheet depends on one central misrepresentation: calling the administration of propofol and other general anesthetic agents “moderate sedation” when the clinical reality may be deep sedation or general anesthesia.

Senate Bill 694 does not threaten legitimate moderate sedation. It protects it by preserving a clear boundary between moderate sedation and anesthesia care.

Patients deserve honesty, transparency, and safety. Facilities using general anesthetic agents in children and other vulnerable patients should not be allowed to hide behind terminology, internal credentialing, or unsupported claims of safety.

The burden should be on those administering these drugs to prove the practice is safe, lawful, transparent, and within scope—not on injured patients, families, legislators, or the public to prove after the fact that harm occurred.




To the Members of the Senate Health and Human Services Committee,

My name is Jerry Felix, CRNA, former President of the Rhode Island Association of Nurse Anesthetists (RIANA), and a co-author of this legislation since its introduction in 2024. I was also among the first to bring this critical patient safety issue to the attention of the Rhode Island Department of Health (RIDOH), and I have spent nearly three years working on this issue.

Senate Bill 694 is about one thing: patient safety.
It is not about access. It is not about workflow. It is not about limiting the appropriate practice of Nurse Practitioners or Physician Assistants.

It is about ensuring that medications capable of inducing deep sedation and general anesthesia—medications that can rapidly lead to airway compromise, cardiovascular collapse, and death—are administered only by clinicians who are formally trained, licensed, and credentialed in anesthesia care.

The central issue before this Committee has been consistently misrepresented. Opponents have deliberately blurred the line between true moderate sedation and the administration of general anesthetic agents such as propofol. That distinction is not academic—it is the difference between a controlled, reversible state and one that requires immediate, advanced airway management and full anesthesia expertise.

Propofol is a safe and effective medication when administered by trained anesthesia professionals. In the wrong hands, it can be catastrophic. Senate Bill 694 reinforces necessary safeguards to ensure that these medications are used safely and appropriately.

***I would also direct the Committee to the Safe Sedation Fact Sheet submitted with this testimony.

RIDOH has previously acknowledged this risk. In an April 23, 2024 letter, the Department stated that it “does not support the administration of propofol by Certified Nurse Practitioners.”
Further, on February 25, 2025, RIDOH Director Dr. Jerome Larkin submitted testimony in support of this legislation, affirming that propofol and other general anesthetics should be administered only by professionals specifically educated and authorized to do so, such as CRNAs or anesthesiologists—consistent with national expert guidance.

However, the Department’s proposed regulations released on April 14, 2026 under 216-RICR-40-05-37 contradict this position and sets a dangerous precendent. As written, the proposal lacks the clarity and safeguards necessary to protect patients and does not align with established national standards from leading organizations, including the American Society of Anesthesiologists, American Association of Nurse Anesthesiology, Anesthesia Patient Safety Foundation, The Joint Commission, and the U.S. Food and Drug Administration.

Despite repeated efforts by RIANA to collaborate, these concerns were not adequately addressed. As a result, we now turn to the legislature to do what the Department has failed to do—ensure patient safety.

During the recent House HHS hearing, proponents repeatedly described their practice as “moderate sedation” without clearly identifying the medications being administered. This created a misleading impression.

The reality is this:
The overwhelming majority of Nurse Practitioners and Physician Assistants in Rhode Island appropriately perform moderate sedation using a narcotic and a benzodiazepine—medications with reversal agents and well-established safety profiles. This practice is appropriate, widely accepted, and not impacted by this bill.

In contrast, only a very small number of providers—approximately three Nurse Practitioners out of more than 1,400 statewide—are administering propofol for elective procedures independently.

This distinction is critical.

Propofol and similar agents are not moderate sedation medications. They can rapidly transition a patient into deep sedation or general anesthesia, requiring advanced airway management, continuous vigilance, and the ability to rescue a patient from any level of sedation. Presenting these fundamentally different practices as equivalent is misleading and does not reflect clinical reality.

***During a recent House HHS hearing, a nurse practitioner on the neuro intensive care unit openly admitted to unintentionally overdosing patients beyond moderate sedation.  The intent was moderate sedation; however, she was unable to control that state.  This just confirms that moderate sedation is not a controlled state and patients can easily slip into deeper states by providers that are not educated, trained, or licensed to do so.   

At Hasbro Children’s Hospital, nurse practitioners have been permitted to administer these agents to pediatric patients undergoing invasive and highly stimulating procedures and allowing deeper levels that go beyond “moderate sedation”.

Let me be clear:
Administering propofol in these settings is not moderate sedation. By definition—and by the standards of the American Society of Anesthesiologists—this is deep sedation or general anesthesia.

***Testimony from Ms. Melynda Crispi described her son’s experience with the Hasbro Pediatric Sedation Team. She was told that her son required ANESTHESIA LEVEL CARE to ensure immobility during an MRI. She was never told “Moderate Sedation, rather Anesthesia Level.  This confirms that the level they are sedating these children go beyond ‘moderate sedation”, and yet the opposition continue to deliberately misrepresent this point.  Following the procedure, her son experienced complications that persisted for days, leading Ms Crispi to worry if her son had sustained permanent damage as a direct result of having a non-anesthesia provider care for her son. 

Records indicate the sedation was administered and managed by a nurse practitioner.

Publicly available documentation from that nurse practitioner explicitly states responsibilities including:

***“Administration and management of patients receiving mild, moderate, deep sedation… Airway assessment and management…”

This is a critical point.

There is nothing “moderate” about rendering a pediatric patient immobile and unresponsive to complete a procedure. Even minimal movement in these cases can result in serious injury. These patients are, in effect, under deep sedation and general anesthesia.

The administration and management of deep sedation—particularly in pediatric patients—requires anesthesia-level training and falls outside the scope on non-anesthesia trained and licensed providers.

This position is supported by every major authority in patient safety and anesthesia care, including:

· American Society of Anesthesiologists

· American Association of Nurse Anesthesiology

· Anesthesia Patient Safety Foundation

· Centers for Medicare & Medicaid Services

· The Joint Commission

· U.S. Food and Drug Administration

These organizations are unequivocal:

Medications capable of producing deep sedation or general anesthesia must be administered by providers trained to rescue patients from those states—immediately and independently.

This raises serious concerns about patient safety, clinical accountability, and regulatory oversight.

It also raises important questions:

· Has RIDOH conducted a formal investigation into these practices?

· How many procedures have been aborted due to sedation-related complications?

· How many patients required escalation of care, including emergent intubation or transfer to the Pediatric Intensive Care Unit?

· How many cases were rebooked with anesthesia providers after failed “sedation”?

Adverse events do not need to result in death to represent patient harm. Without transparency and reporting, the true scope of risk remains unknown.

Rhode Island law already provides clear guidance:

· R.I. Gen. Laws § 5-34-3 requires advanced practice nursing to align with public health and nationally recognized standards.

· R.I. Gen. Laws § 5-34-49 does not extend Nurse Practitioner scope to the administration of anesthetics.

· R.I. Gen. Laws § 23-17-19.1 mandates adherence to generally accepted standards of care.

Notably, this practice model is not widespread. Hasbro Children’s Hospital are the only facilities engaging in it. No other facility in the state recognizes or utilizes this approach. Our opposition may state that this practice is widespread in Washington State and Michigan. What they failed to mention is that this practice is dying and antiquated and virtually obsolete.  It is not a standard of care as you are being led to believe. 

Nationally, there is no ambiguity. Leading organizations—including the ASA, AANA, APSF, CMS, FDA, and The Joint Commission—are aligned in stating that deep sedation and general anesthesia must be administered by providers trained in anesthesia who are capable of managing the full continuum of sedation.

This is reinforced by FDA labeling for Propofol (Diprivan), which states:

“For general anesthesia or monitored anesthesia care (MAC) sedation, Diprivan should be administered only by persons trained in the administration of general anesthesia and not involved in the conduct of the surgical or diagnostic procedure.”

Senate Bill 694 aligns Rhode Island with these established standards. It does not restrict scope of practice—it reinforces it. It does not restrict access to care—it ensures that care is delivered safely by appropriately trained professionals.

I respectfully urge the Committee to support Senate Bill 694 with its original intent intact.
Rhode Island patients—especially our children—deserve nothing less than the highest standard of safety and care.

Thank you for your time and your commitment to protecting the health and well-being of all Rhode Islanders.

Respectfully submitted,
Jerry Felix, CRNA






Misrepresentation of Moderate Sedation and the Deliberate Minimization of Anesthetic Risk

The ongoing narrative surrounding this issue reflects a deliberate misrepresentation of moderate sedation and an intentional effort to undermine the well-established risks associated with administering general anesthetic agents.

The misuse of the term “moderate sedation” is not accidental—it is being used to create confusion and obscure a critical clinical reality: when patients are administered propofol, they are often being driven into deep sedation, with the very real potential to enter general anesthesia. This is occurring without the appropriate anesthesia training, education, or licensure required to safely manage these states. This places patients at significant and unacceptable risk.

A pediatric nurse practitioner affiliated with the Hasbro sedation team—based on her publicly available résumé—explicitly states that her responsibilities as a nurse practitioner on the pediatric sedation team include :

“the routine administration and management of mild, moderate, and deep sedation”. 

Please see link to resume below.

This admission is significant. According to every major anesthesia and patient safety authority—including anesthesia professional organizations, safety foundations, The Joint Commission, and Centers for Medicare & Medicaid Services—the management of deep sedation is not within the scope of practice of non-anesthesia providers.

This raises a critical and unavoidable question: Why are proponents of this practice continuing to misrepresent the level of sedation being administered to pediatric patients?

If the claim is that this is merely “moderate sedation,” then transparency should be straightforward. Yet the facts suggest otherwise.

· How many non-anesthesia providers testifying in opposition are independently administering propofol for elective (non-urgent, non-emergent) procedures?

· What specific advanced airway training do they possess, beyond theoretical competency?

· How many times have they personally performed endotracheal intubation in real clinical scenarios?

· What objective data supports their ability to rescue a patient who transitions—predictably—from moderate sedation into deep sedation or general anesthesia?

These are not rhetorical concerns—they are fundamental patient safety questions.

At its core, this issue is not about access or efficiency. It is about truth in clinical representation, adherence to scope of practice, and the obligation to protect patients from preventable harm.
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Thank you,

Jerry Felix
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WORK HISTORY

Pediatric Sedation Nurse

Hasbro Children's Hospital

Providence, RI

Performed accurate documentation of patient assessments, interventions, and
outcomes in compliance with regulatory standards.

Improved patient satisfaction ratings by delivering compassionate and
personalized care.

Utilized strong clinical judgment in prioritizing patient needs during high-stress
situations, ensuring optimal outcomes.

Updated patient charts with data such as medications to keep records current
and support accurate treatments.

Mentored new nursing staff members, fostering teamwork and improving unit
efficiency.

Collaborated with physicians to quickly assess patients and deliver appropriate
treatment while managing rapidly changing conditions.

Duties include: Administration and management of patients receiving mild,
moderate, deep sedation for inpatients and outpatients during procedures.
Airway assessment and management, assesses and provides appropriate
teaching based on patient and family needs including pre/post sedation needs,
serves as a role model/preceptor to new graduate nurses and novice nurses.
Serves as a charge nurse to coordinate flow of unit, staffing, and as a resource
for other staff members.

Hide Description







Anesthesiologists, American Association of Nurse Anesthesiology, Anesthesia Patient Safety
Foundation, The Joint Commission, and the U.S. Food and Drug Administration.

Despite repeated efforts by RIANA to collaborate, these concerns were not adequately
addressed. As a result, we now turn to the legislature to do what the Department has failed
to do—ensure patient safety.

During the recent House HHS hearing, proponents repeatedly described their practice as
“moderate sedation” without clearly identifying the medications being administered. This
created a misleading impression.

The reality is this:

The overwhelming majority of Nurse Practitioners and Physician Assistants in Rhode Island
appropriately perform moderate sedation using a narcotic and a benzodiazepine—medications
with reversal agents and well-established safety profiles. This practice is appropriate, widely
accepted, and not impacted by this bill.

In contrast, only a very small number of providers—approximately three Nurse Practitioners
out of more than 1,400 statewide—are administering propofol for elective procedures
independently.

This distinction is critical.

Propofol and similar agents are not moderate sedation medications. They can rapidly transition
a patient into deep sedation or general anesthesia, requiring advanced airway management,
continuous vigilance, and the ability to rescue a patient from any level of sedation. Presenting
these fundamentally different practices as equivalent is misleading and does not reflect clinical
reality.

***During a recent House HHS hearing, a nurse practitioner on the neuro intensive care
unit openly admitted to unintentionally overdosing patients beyond moderate sedation.
The intent was moderate sedation; however, she was unable to control that state. This
just confirms that moderate sedation is not a controlled state and patients can easily slip
into deeper states by providers that are not educated, trained, or licensed to do so.

At Hasbro Children’s Hospital, nurse practitioners have been permitted to administer these
agents to pediatric patients undergoing invasive and highly stimulating procedures and
allowing deeper levels that go beyond “moderate sedation”.

Let me be clear:

Administering propofol in these settings is not moderate sedation. By definition—and by the
standards of the American Society of Anesthesiologists—this is deep sedation or general
anesthesia.

***Testimony from Ms. Melynda Crispi described her son’s experience with the Hasbro
Pediatric Sedation Team. She was told that her son required ANESTHESIA LEVEL
CARE to ensure immobility during an MRI. She was never told “Moderate Sedation,
rather Anesthesia Level. This confirms that the level they are sedating these children go
beyond ‘moderate sedation”, and yet the opposition continue to deliberately
misrepresent this point. Following the procedure, her son experienced complications
that persisted for days, leading Ms Crispi to worry if her son had sustained permanent
damage as a direct result of having a non-anesthesia provider care for her son.

Records indicate the sedation was administered and managed by a nurse practitioner.

Publicly available documentation from that nurse practitioner explicitly states responsibilities



including:

*x%¢ Administration and management of patients receiving mild, moderate, deep sedation...
Airway assessment and management...”

This is a critical point.

There is nothing “moderate” about rendering a pediatric patient immobile and
unresponsive to complete a procedure. Even minimal movement in these cases can result
in serious injury. These patients are, in effect, under deep sedation and general
anesthesia.

The administration and management of deep sedation—particularly in pediatric patients
—requires anesthesia-level training and falls outside the scope on non-anesthesia trained
and licensed providers.

This position is supported by every major authority in patient safety and anesthesia care,
including:

® American Society of Anesthesiologists
® American Association of Nurse Anesthesiology

® Anesthesia Patient Safety Foundation

Centers for Medicare & Medicaid Services

The Joint Commission

® U.S. Food and Drug Administration
These organizations are unequivocal:

Medications capable of producing deep sedation or general anesthesia must be
administered by providers trained to rescue patients from those states—immediately and
independently.

This raises serious concerns about patient safety, clinical accountability, and regulatory
oversight.

It also raises important questions:
® Has RIDOH conducted a formal investigation into these practices?

® How many procedures have been aborted due to sedation-related complications?

® How many patients required escalation of care, including emergent intubation or
transfer to the Pediatric Intensive Care Unit?
® How many cases were rebooked with anesthesia providers after failed “sedation”?

Adverse events do not need to result in death to represent patient harm. Without transparency
and reporting, the true scope of risk remains unknown.

Rhode Island law already provides clear guidance:



® R.I. Gen. Laws § 5-34-3 requires advanced practice nursing to align with public health
and nationally recognized standards.

® R.I. Gen. Laws § 5-34-49 does not extend Nurse Practitioner scope to the

administration of anesthetics.

® R.I. Gen. Laws § 23-17-19.1 mandates adherence to generally accepted standards of

carc.

Notably, this practice model is not widespread. Hasbro Children’s Hospital are the only
facilities engaging in it. No other facility in the state recognizes or utilizes this approach. Our
opposition may state that this practice is widespread in Washington State and Michigan. What
they failed to mention is that this practice is dying and antiquated and virtually obsolete. It is
not a standard of care as you are being led to believe.

Nationally, there is no ambiguity. Leading organizations—including the ASA, AANA, APSF,
CMS, FDA, and The Joint Commission—are aligned in stating that deep sedation and general
anesthesia must be administered by providers trained in anesthesia who are capable of
managing the full continuum of sedation.

This is reinforced by FDA labeling for Propofol (Diprivan), which states:

“For general anesthesia or monitored anesthesia care (MAC) sedation, Diprivan should be
administered only by persons trained in the administration of general anesthesia and not
involved in the conduct of the surgical or diagnostic procedure.”

Senate Bill 3184 aligns Rhode Island with these established standards. It does not restrict
scope of practice—it reinforces it. It does not restrict access to care—it ensures that care is
delivered safely by appropriately trained professionals.

I respectfully urge the Committee to support Senate Bill 3184 Sub A with its original
intent intact.

Rhode Island patients—especially our children—deserve nothing less than the highest
standard of safety and care.

This testimony submitted reflects my personal opinion and may not reflect the opinions of that
of my professional organization. It presents information obtained from years of extensive
research of the issue.

Thank you for your time and your commitment to protecting the health and well-being of all
Rhode Islanders.

Respectfully submitted,
Jerry Felix, CRNA



