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PROPOFOL  (Comment) 

 

Brief use during intubation 
Quite a lot babies still undergo endotracheal intubation in the first few weeks of life without prior anaesthesia, 
analgesia, or sedation (Chaudhary et al., 2009), and the premedication used when time does allow is often 
complex (as is outlined in this Formulary’s monograph on suxamethonium).  Many strategies involve the use 
of an opiate to relieve pain, although it is recognised that most opiates only provide good analgesia several 
minutes after IV administration. Many clinicians also use suxamethonium (q.v.) because it reduces muscle 
tone, making intubation much easier, and some still hold that, if suxamethonium is used, atropine (q.v.) or 
glycopyrronium (q.v.) also needs to be used as (although the case for this in a neonate has been 
challenged).   Some clinicians now use mivacurium (q.v.) because it does not cause the brief period of 
muscle fasciculation sometimes seen initially with suxamethonium, although it does leave the baby 
paralysed for some 10–20 minutes.  All would acknowledge that laryngeal intubation is not a manoeuvre that 
would ever be attempted in an older child except under general anaesthesia or following the use of a local 
anaesthetic (such as a lidocaine spray).   

Some centres are now using the opioid remifentanil (q.v.) to provide brief but rapid analgesia within less than 
a minute, and a 2–3 microgram/kg dose given over 60 seconds seems to provide enough relaxation to 
render muscle paralysis unnecessary in the neonate (Welzing et al., 2009) although it does often cause 
some transient apnoea. Whether it reduces the distress and fear involved when used for older children is 
less clear. Indeed the need for any opiate can be questioned because, while intubation, if skilfully done, will 
still be frightening, and stressful, it should only cause transient pain.  So while a good case can be made for 
using an opiate during intubation if an opiate infusion is then going to be continued, at least initially, while the 
child is receiving respiratory support, controlled trials have now thrown doubt on the routine use of opiate 
sedation in most ventilated babies (see this Formulary’s  morphine web commentary).   

It could, therefore, be argued that all that is really needed to make intubation stress free is to render the 
patient briefly unconscious.  Ketamine (q.v.) has long been used to cover minor surgical procedures in older 
children, but there is almost no experience of its use in the neonate.  However it is now being suggested that 
propofol might be an excellent agent for taking the stress out of neonatal intubation, and that a 2·5 mg/kg IV 
dose is almost always enough, on its own, to cause relaxation without apnoea and render the baby oblivious 
to the stress involved (Ghanta et al., 2007).   In the few babies in which such a dose did not rapidly make it 
easy to visualise the larynx, a second similar dose was always effective.   A 2–3 mg/kg IV dose of propofol 
under light sevoflurane anaesthesia certainly seems to make the use of a muscle relaxant and/or opiate 
unnecessary in slightly older children (Lerman et al. 2009). The use of propofol could certainly make 
intubation less stressful for infants being cared for by the many appropriately trained but non-medically 
qualified members of staff who can now give most medicines in the UK, but who are not allowed to use 
opiates or other controlled drugs on their own authority.  Even though sustained propofol use is clearly 
hazardous in young children (Kam and Cardone, 2007) there is no evidence that short term use is 
dangerous and, in the hands of suitably trained nurses or doctors, it can provide one way to provide safe 
short term sedation in slightly older children (Vespasiano, et al. 2007).  
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