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Over the past decade, multiple clinical reports have demonstrated
that the use of propofol sedation for gastrointestinal endoscopy by
gastroenterologists and trained endoscopy nurses is safe and effective
in appropriately selected patients. Proposed benefits of propofol seda-
tion include rapid onset of action, improved patient comfort and
rapid clearance, as well as prompt recovery and discharge from the
endoscopy unit. As a result of medical evidence, a number of inter-
national professional societies have endorsed the use of propofol in
gastrointestinal endoscopy. In Canada, no formal guidelines currently
exist. In the present article, the Clinical Affairs Committee of the
Canadian Association of Gastroenterology presents a position state-
ment, incorporating updated information on the use of propofol seda-
tion for endoscopy in adult patients.
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Le recours à la sédation des adultes par le
propofol pendant l’endoscopie : Un document
de principes de l’Association canadienne de
gastroentérologie

Depuis dix ans, de nombreux rapports cliniques ont démontré que le
recours à la sédation par le propofol pour l’endoscopie intestinale effec-
tuée par des gastroentérologues et des infirmières en endoscopie formées
est sécuritaire et efficace chez des patients bien sélectionnés. Les bienfaits
proposés de la sédation par le propofol sont la rapidité d’action, le plus
grand confort des patients et la clairance rapide, de même que la récupéra-
tion et le congé rapides de l’unité d’endoscopie. Étant donné les données
médicales probantes, plusieurs sociétés professionnelles internationales
approuvent le recours au propofol pour l’endoscopie gastro-intestinale.
Au Canada, il n’existe pas de lignes directrices officielles à ce sujet. Dans
le présent article, le comité des affaires cliniques de l’Association canad-
ienne de gastroentérologie présente un document de principes qui con-
tient de l’information à jour sur le recours à la sédation des adultes par le
propofol pendant l’endoscopie.

Propofol is an intravenously administered, hypnotic drug ini-
tially developed for the induction and maintenance of gen-

eral anesthesia. Over the past decade, multiple clinical reports
in the scientific literature have demonstrated that the use of
propofol for gastrointestinal endoscopy by gastroenterologists
and trained endoscopy nurses is safe and effective in appropri-
ately selected patients. Proposed benefits of propofol sedation
include rapid onset of action, improved patient comfort and
rapid clearance, as well as prompt recovery and discharge from
the endoscopy unit. 

As a result of medical evidence, three professional societies –
the American College of Gastroenterology, the American
Gastroenterological Association and the American Society for
Gastrointestinal Endoscopy – issued a joint statement in
March 2004 (1), endorsing the use of propofol for endoscopy
sedation by adequately trained endoscopists and endoscopy
nurses. This position was reinforced in 2007 when the
American Gastroenterological Association released a review of
endoscopic sedation (2), which also addressed the medicolegal
considerations associated with propofol use. In Canada, no for-
mal guidelines currently exist, and the use of propofol for seda-
tion in elective gastrointestinal endoscopy has been limited to
a few interested practitioners. Given the inherent advantages

of the drug, there is considerable interest from the gastroen-
terology community, and propofol use is likely to increase dra-
matically over the next decade. 

In the present paper, the Canadian Association of
Gastroenterology supports the previous recommendations of
the joint American gastroenterology societies, and has pre-
pared the following position statement incorporating updated
information on the use of propofol sedation for endoscopy in
adult patients. The present document is not intended to man-
date a wholesale switch to propofol, but is rather a statement
regarding the option and appropriateness of propofol as an
alternative to standard agents for conscious sedation. 

POSITION STATEMENTS
Propofol has advantages over standard agents used for con-
scious sedation (eg, benzodiazepines and opiates)
The advantages of propofol over standard agents include:

• a shorter time to recovery and, hence, earlier discharge
from the endoscopy unit (3-5). Patients who receive
propofol (half-life 2 min to 4 min) as a single agent
recover normal neurological and social functioning
significantly quicker than benzodiazepines (half-life
30 min) and/or narcotics (half-life 3 h to 4 h);
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• a quicker onset of action and less patient discomfort;
both of which benefit the endoscopist and the patient
(3-5); and

• less nausea and vomiting (2,6-10).

It should be recognized that adequate sedation can usually
be achieved with a combination of opioids and benzodi-
azepines. As such, there is no mandate for endoscopists to
switch to propofol, particularly because most operators have
considerable experience administering standard agents. 

There is some suggestion that the pharmacological profile
of propofol may be particularly advantageous for prolonged and
complex procedures in which patient cooperation is critical,
such as endoscopic retrograde cholangiopancreatography and
endoscopic ultrasound. However, less data exist on the safety
of these procedures compared with standard gastroscopy and
colonoscopy (11). 

Potentially, the largest impact of propofol use will be related
to faster recovery times and earlier discharges from the
endoscopy unit. This increased throughput and efficiency may
offset long waitlists. 

Propofol is safe for use as a conscious sedation agent for
endoscopy, when used by appropriately trained endoscopists
and/or endoscopy nurses
The reported clinical experience for propofol sedation in
endoscopy currently involves more than 200,000 patients. In
these descriptions, propofol was administered by gastroenterol-
ogists (7-9,12,13) and/or specially trained endoscopy nurses
(1,2,4,14-18). A recent meta-analysis (8) found no increase in
the risk of cardiopulmonary complications with the use of
propofol sedation for endoscopy, compared with the use of tra-
ditional sedative agents. There were no reports of patients
requiring intubation or of sedation-related deaths. However,
appropriate patient selection is critical, because a more recent
study (11) reported a small number of deaths in patients with a
high American Society of Anesthesiologists (ASA) class who
received propofol during interventional procedures. Of note,
none of the patients in this series underwent colonoscopy or
elective gastroscopy. Thus, if the gastroenterologist administers
the propofol, a nurse who cares only for the cardiorespiratory
status of the patient should be present. 

Despite the plethora of safety data relating to the use of
propofol by endoscopists and endoscopy nurses, significant con-
cerns remain within the medical community. It should be
pointed out that similar concerns were raised when midazolam
was first introduced for routine use in endoscopy. Because it is
clear that patients who receive propofol can more easily slip into
deep sedation, appropriate training and monitoring are required.
Potential users of propofol are reminded that unlike benzodi-
azepines and opiates, there is no reversal agent for propofol. 

Propofol should not be used in patients who are allergic to
egg, soy or sulphites. 

Endoscopists are required to obtain training in the safe
administration of propofol before using it in clinical practice
Currently, Canadian training programs in gastroenterology do
not include ‘monitored anesthesia care’ for deep sedation. As
well, there are neither firmly established criteria for appropri-
ate training in propofol administration, nor standards for
assessment of competence. The American Society for
Gastrointestinal Endoscopy has published recommendations

regarding the learning objectives required for formal training
in propofol administration (19), and the Canadian
Association of Gastroenterology endorses these guidelines. We
strongly recommend that endoscopists seeking to use propofol
in their practice should undergo:

1) certification in ‘advanced cardiac life support’; and 

2) a preceptorship or formal course of instruction with an
individual (such as an anesthesiologist) who is familiar
with propofol use. 

The endoscopist and nursing staff should be competent in
airway management, as per the advanced cardiac life support
guidelines. However, we do not feel that it is mandatory that
individuals be competent in endotracheal intubation, because
severe respiratory depression should be extremely rare if this
drug is used cautiously. Furthermore, it would be very difficult
for such individuals to maintain their intubation skills, due to
infrequent use (14). In addition, it may be advisable to have
available staff on the premises that are able to intubate in an
emergency situation. 

Appropriately trained endoscopy nurses can also administer
propofol for endoscopy
Nurse-administered propofol sedation for endoscopy has been
examined in multiple clinical trials (1,2,4,14-18). Appropriate
training for nurses is yet to be formalized, but a growing num-
ber of American centres are offering such training. Nurses
administering propofol should ideally be involved solely in the
monitoring of the patient and not in the endoscopy procedure.
If the gastroenterologist administers the propofol, a nurse who
cares only for the cardiorespiratory status of the patient should
be present. Explicitly interpreted, two nurses (or one nurse and
one endoscopy technician) would be required for cases involv-
ing propofol. In contrast to this recommendation, a recent
study involving more than 27,000 patients found that a team
of one physician endoscopist and one endoscopy nurse can
safely administer propofol sedation for gastrointestinal
endoscopy (18). However, in this situation, coadministration
of a benzodiazepine, narcotic, or both, is usually needed to
reduce the dose of propofol required. Any ‘physician-nurse’
team involved in propofol use should have the requisite train-
ing to deal with significant respiratory depression.

It is worth noting that several provinces are developing an
‘anesthesia assistant’ program, to train nurses and respiratory
therapists to provide sedation for a range of procedures without
the need for an anesthesiologist in the room (but present in
the building). Such programs will undoubtedly help to safely
establish propofol delivery by endoscopy nurses, and the
change in staffing requirements highlights the cost-efficiency
benefits associated with using this anesthetic.

Patients receiving propofol for endoscopy should be 
diligently monitored
The following parameters should be monitored for all patients
receiving propofol: pulse oximetry, blood pressure, and electro-
cardiography and heart rate. Appropriate resuscitation equip-
ment should be readily available for airway management. It is
important to note that propofol may cause vasodilation and
myocardial depression independent of hypoxia and hypoventi-
lation. While technology exists for capnography, the current
literature does not support such a routine, because no change
in clinical outcomes has been documented (2). 
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There are no formal dosing guidelines for propofol use in
endoscopy. This agent should be given in incremental bolus
loads or by continuous infusion, with extreme care taken to
prevent inadvertent bolus doses
Other than the passage of time, there is no specific antidote for
propofol. Caution is required during administration to avoid
deep anesthesia. Generally, a propofol loading dose of 40 mg to
50 mg is given with further smaller bolus loads (10 mg to
20 mg) to maintain sedation, with a typical total dose between
100 mg and 300 mg. Continuous infusions at 100 mg/h to
200 mg/h have also been used, but most investigators prefer the
flexibility of the bolus approach (20,21). 

There is a growing body of evidence supporting the use of
propofol in conjunction with small doses of benzodiazepines
(eg, midazolam) and/or opiates (eg, fentanyl). With combina-
tion therapy, a smaller dose of propofol is required to obtain
moderate rather than deep sedation (12,22). In a recent study
(22), patient recovery and discharge was faster with combina-
tion therapy than with propofol alone. 

For low-risk endoscopy patients, routine involvement of
anesthesiologists to administer propofol is not required
Propofol was originally developed as a hypnotic agent for the
induction of anesthesia and, as such, the product monograph

presently states that “for general anesthesia or monitored anes-
thesia care or sedation, propofol injectable emulsion should be
administered only by persons trained in the administration of
general anesthesia and not involved in the conduct of the sur-
gical/diagnostic procedure.” However, propofol use has
expanded outside of the operating room and has been used by
nonanesthetists in other therapeutic areas such as the emer-
gency department, for cardioversion, for intensive care unit
sedation and in cardiac catheterization labs. While product
labels alone do not establish standards of care, we would advo-
cate a review of the product monograph so that amendments
can reflect the changing use of propofol. 

While there is no requirement for the routine involvement
of anesthesiologists in the vast majority of endoscopic proce-
dures, it should be noted that severe respiratory depression and
sedation-related deaths have been reported when propofol has
been used in high-risk interventional cases (11).
Anesthesiology support should be considered for: 

• individuals with difficult anatomy for ventilatory
support (eg, obesity or thick necks); 

• ASA class III or higher; and

• prolonged or high-risk interventional procedures.
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