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Abstract
Background: Although propofol is commonly used for general anaesthesia of normothermic
patients in clinical practice, little information is available in the literature regarding the use of
propofol anaesthesia for intracranial decompression using brain hypothermia treatment. A novel
propofol anaesthesia scheme is proposed that should promote such clinical application and improve
understanding of the principles of using propofol anaesthesia for hypothermic intracranial
decompression.
Methods: Theoretical analysis was carried out using a previously-developed integrative model of
the thermoregulatory, hemodynamic and pharmacokinetic subsystems. Propofol kinetics is
described using a framework similar to that of this model and combined with the thermoregulation
subsystem through the pharmacodynamic relationship between the blood propofol concentration
and the thermoregulatory threshold. A propofol anaesthesia scheme for hypothermic intracranial
decompression was simulated using the integrative model.
Results: Compared to the empirical anaesthesia scheme, the proposed anaesthesia scheme can
reduce the required propofol dosage by more than 18%.
Conclusion: The integrative model of the thermoregulatory, hemodynamic and pharmacokinetic
subsystems is effective in analyzing the use of propofol anaesthesia for hypothermic intracranial
decompression. This propofol infusion scheme appears to be more appropriate for clinical
application than the empirical one.

Background
High intracranial pressure (ICP) is still a major cause of
mortality in the intensive care unit [1]. Achieving a sustained reduction in ICP in patients with intracranial
hypertension remains a great challenge in clinical practice. Brain hypothermia treatment has been demonstrated
to be especially effective for patients with refractory intracranial hypertension, for whom conventional therapeutic
options for decompression have failed [2]. About half of

hypothermia treatments were introduced for the purpose
of controlling refractory intracranial hypertension [3].
Besides the management of intracranial temperature and
pressure, the administration of anaesthesia is another
important task in therapeutic hypothermia treatment.
Propofol is widely used in clinical practice for brain hypothermia treatment [4]. However, the rates of propofol
administration are based mainly on clinical experience
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and the normothermic dosage guidelines. An empirical
but practical scheme, known as Roberts' step-down infusion, consists of a loading dose of 1 mg kg-1 body weight
followed immediately by an infusion of 10 mg kg-1 h-1 for
10 minutes, 8 mg kg-1 h-1 for the next 10 minutes, and 6
mg kg-1 h-1 thereafter [5].
However, the propofol kinetics of hypothermic patients
differs significantly from that of normothermic patients
because the enzymes that metabolize most drugs are temperature-sensitive [6]. Blood propofol concentrations
averaged 28% more at 34°C than at 37°C in healthy volunteers, partially because of the hypothermia-induced
decrease in propofol clearance [7]. At the same time, propofol kinetics is clinically affected by hypothermia
because therapeutic cooling causes hemodynamic
changes. Therefore, a propofol administration scheme
used in conjunction with therapeutic cooling should
improve the clinical use of propofol anaesthesia for hypothermic intracranial decompression.
The effects of hypothermia on propofol kinetics have not
been taken into account theoretically, although some
physiologically-based pharmacokinetic (PBPK) models
for propofol have been developed recently [8,9]. To the
best of our knowledge, theoretical analysis of the use of
propofol anaesthesia for hypothermic intracranial decompression is still unavailable in the literature.
On the other hand, an integrative model of the thermoregulatory subsystem, the hemodynamic subsystem
and the pharmacokinetic subsystem for a diuretic (mannitol) has been developed for patients undergoing brain
hypothermia treatment [10,11]. Hypothermic intracranial
decompression was quantitatively characterized by a
transfer function [10]. A decoupling control of intracranial temperature and pressure was also established to realize systemic management of cooling and diuresis [11].
We have now used this previously-developed integrative
model to analyze the use of propofol anaesthesia for
hypothermic intracranial decompression. The pharmacodynamic relationship between the temperature threshold
of thermoregulatory reaction (the core temperature triggering vasoconstriction or shivering) and the blood propofol concentration is used to combine the
thermoregulatory subsystems with the propofol kinetics.
Using the integrative model, a new scheme of propofol
anaesthesia for hypothermic intracranial decompression
is proposed. Simulations demonstrate the effectiveness of
this scheme, and the results suggest that it is more appropriate for clinical application than the empirical Roberts'
scheme.

http://www.tbiomed.com/content/4/1/46

Model
Relationship between thermoregulatory threshold and
blood propofol concentration
In patients without anaesthesia, vasoconstriction and
shivering begin when the core body temperature drops
below the thermoregulatory threshold. In brain hypothermia treatment, vasoconstriction is related to high peripheral vascular resistance, inadequate peripheral blood
infusion and high mean arterial blood pressure, while
shivering increases metabolism and disturbs cardiopulmonary function. Shivering may also cause a transient
increase in ICP. Therefore, both vasoconstriction and
shivering should be prevented by using anaesthesia during hypothermia treatment.

The duration of action of propofol is short and recovery is
rapid because of its rapid distribution and clearance [12].
Compared to other sedatives, propofol provides effective
sedation with a more rapid and predictable emergence
time for sedation for adults in a variety of clinical settings.
Therefore, propofol is widely used in clinical practice.
Generally, there is a good correlation between blood propofol concentration and depth of anaesthesia, and continuous infusions of propofol increase the depth in a dosedependent manner [12].
Matsukawa and colleagues [13] made a systemic investigation of thermoregulation under propofol anaesthesia
and found that propofol markedly reduced the vasoconstriction and shivering thresholds. The relationship
between the thermoregulatory threshold and propofol
concentration in blood can be described mathematically:
Tthres = T0thres - σCartery
where Cartery (µg ml-1) denotes the plasma propofol concentration, which is assumed hereafter to be equal to the
blood propofol concentration, σ is the slope (σ = 0.6°C
(µg ml-1)-1 for vasoconstriction and 0.7°C (µg ml-1)-1 for
shivering), Tthres (°C) is the thermoregulatory response
threshold and T0thres is its initial value. It was estimated
that T0thres = 36.5°C for vasoconstriction and 35.6°C for
shivering [13].
Because the direct pharmacodynamic effects of propofol
on neuroprotection are ignored here for simplification,
(1) implies that administration of propofol anaesthesia is
unnecessary unless the cooled core temperature, represented here by the brain temperature, is below 36.5°C,
the threshold of vasoconstriction. In other words, if the
brain temperature is below the temperature threshold
determined by the blood propofol concentration, additional propofol should be administered.
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The propofol-threshold mechanism represented by (1) combines the thermoregulatory subsystem with propofol
kinetics pharmacodynamically. It hints at how a patient
undergoing hypothermia treatment should be anaesthetized in order to realize stable management of pathophysiological function. If we assume that the brain
temperature of a hypothermic patient is slightly (for
example, 0.01°C) higher than the temperature threshold
determined by the blood propofol concentration, the
minimum blood propofol concentration necessary for
hypothermic intracranial decompression can be calculated directly using (1).
Model description
Structure and assumptions
The dynamics of the thermoregulatory, hemodynamic
and pharmacokinetic subsystems of a patient undergoing
brain hypothermia treatment has been modelled previously [10,11]. As shown in Fig. 1, the model is composed
of 6 segments or 13 lumped compartments. A cooling
blanket is assumed to be applied to the mass compart-

http://www.tbiomed.com/content/4/1/46

ment of the muscular segment, while the temperature and
hydrostatic pressure in the cerebrospinal fluid (CSF) compartment are considered to represent brain temperature
and ICP.
Previously, hypothermic effects on the hemodynamics
and the pharmacokinetics of diuretic (mannitol) have
been considered in order to realize simultaneous control
of intracranial temperature and pressure [11]. Here, the
thermoregulatory and hemodynamic parts of the integrative model are used without change, while the diuretic
kinetic part is changed to describe the propofol kinetics,
mainly by changing the pharmacokinetic parameters. Several assumptions are made in modelling the propofol
kinetics.
Propofol is administered into the venous compartment
and eliminated from the visceral blood compartment. The
permeability coefficient of propofol across the vascular
wall and the total body clearance are temperature-
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Figure 1 of integrative model
Structure
Structure of integrative model. Elevated ICP is reduced by therapeutic cooling [11]. Brain temperature, represented by CSF
temperature, is reduced owing to therapeutic cooling. Propofol is administered into venous part of cardiocirculatory segment
to achieve the minimum blood propofol concentration needed to inhibit thermoregulatory responses.
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dependent, as described by the Arrhenius or Van't Hoff
equation, as previously reported [10,11].
The main site of propofol action on the thermoregulatory
response is the central nervous system. However, the level
of anaesthesia has to be estimated from the propofol concentration in the blood, not in the brain mass. Firstly and
mainly, this is because the blood propofol concentration
is clinically measurable, while measuring the brain propofol concentration in people entails obvious practical and
ethical problems. Secondly, the propofol concentration in
the CSF can be measured, but it is different in kind from
the concentration in brain mass owing to the high protein-binding rate of propofol in brain mass. Moreover,
such measurement is still infrequent in clinical practice
because accessibility to CSF is limited [14]. Lastly, the propofol-threshold mechanism is conveniently based on the
blood propofol concentration.
Generally, propofol is associated with good hemodynamic stability although it induces a dose-dependent
decrease in systemic vascular resistance, blood pressure
and heart rate, together with total body oxygen consumption [12,15]. Hypothermia also reduces the metabolic
rate. Therefore, hypothermia and propofol used concurrently have an additive effect on metabolism [16]. For
simplicity, however, the direct effects of propofol on brain
metabolism and ICP are ignored. Although the hydrostatic pressures of the various compartments vary with
respect to therapeutic cooling, it is assumed that vascular
resistances are constant during anaesthesia and hypothermia.
Governing equation
Because the thermoregulatory and hemodynamic parts of
the integrative model are used unchanged, only the propofol kinetics is described (see Appendix). The propofol
kinetics is represented systemically by

V

dC(t )
= A(T , P , t )C(t ) + u(t ),
dt

where V ∈ R13x13 is a diagonal matrix corresponding to the
distribution volume of propofol in each of the 13 compartments, C(t) ∈ R13x1 is the state variable vector of the
propofol concentration in each compartment, and
A(T,P,t) ∈ R13x13 is a time-varying coefficient matrix determined by both the pharmacokinetic parameters and the
physiological states of the thermoregulatory and hemodynamic subsystems. The interactions among the various
subsystems are involved in matrix A through a temperature-dependent mechanism as well as through blood
flow. The input vector, u(t) ∈ R13x1, represents propofol
infusion into the venous compartment.

http://www.tbiomed.com/content/4/1/46

Combining equation (2) with mathematical descriptions
of the thermoregulatory and hemodynamic subsystems
produces an integrative model consisting of 39 differential equations. It was programmed in Visual C++ (Version
6.0). Runge-Kutta integration was used to solve these
equations numerically.
Pharmacokinetic parameters
Data for the integrative model were mainly taken from the
literature. The physical and physiological parameters for
the thermoregulatory and hemodynamic subsystems are
described elsewhere [10,11]. The pharmacokinetic parameters of propofol, including the permeability coefficient,
total body clearance, tissue/water partition coefficient,
lung sequestration and depth of anaesthesia, are given as
follows.
Permeability coefficient
The permeability coefficient of propofol across the bloodbrain barrier is 0.51 l min-1 [8]. The permeability coefficient across the blood-CSF barrier is assumed to be 5000
times smaller than that across the blood-brain barrier
because of the smaller area of the blood-CSF barrier. The
permeability coefficients at other extracranial vascular
walls are deduced by assuming a vascular permeability
comparable to that of the blood-brain barrier. The reference permeability coefficient between the mass and blood
compartments is 30.58 l min-1 in the pulmonary segment,
0.14 l min-1 in the visceral segment, 0.53 l min-1 in the
muscular segment and 39.27 l min-1 in the residual segment.

The permeability is temperature-dependent and is given
by the Arrhenius equation:

k = k 0e

E
1
1
− 0(
−
)
R T + 273.15 T0 + 273.15

where k0 (l min-1) is the reference propofol permeability at
steady-state temperature T0 (°C), E0 (kcal mol-1) is the
Arrhenius activation energy (7 kcal mol-1 in the cranial
segment and 5 kcal mol-1 in the other segments [10]), and
R is the universal gas constant (1.987 cal mol-1 K-1).
Total body clearance
Propofol is extensively metabolized and excreted in the
urine, mainly as inactive metabolites. Total body clearance ranges from 23–50 ml kg-1 min-1 [12,15]. It is
assumed to be discharged from the visceral blood compartment.

Total body clearance is temperature-dependent as the
enzymes that metabolize propofol are temperature-sensitive. The Van't Hoff equation is used to describe the temperature dependence of propofol clearance:
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Tissue/water partition coefficient
The data on tissue/water partition coefficients of propofol
given by Weaver and colleagues [17] are used: 113.2 for
brain mass, 86.2 for visceral mass, 5.3 for pulmonary
mass, 51.6 for muscular mass and 35.0 for blood. The
CSF/water partition coefficient is assumed to be 1.0. The
residual-mass/water partition coefficient is 4700 because
of the high fat/water partition coefficient [9].
Pulmonary sequestration
Pulmonary sequestration, introduced by Levitt and Schnider [9] in their PBPK model, is considered in this model.
The fraction of the dose sequestered by the lungs is 40%,
and the time constant of release of this sequestered propofol into the pulmonary blood compartment is 80 min [9].
Anaesthesia depth
Clinically relevant blood concentrations of propofol
include 1–2 µg ml-1 for long-term sedation in the intensive care unit, at least 2.5 µg ml-1 for satisfactory hypnosis,
and 3–11 µg ml-1 for maintenance of satisfactory anaesthesia [18]. The empirical anaesthesia of Roberts' stepdown infusion scheme for general anaesthesia in clinical
practice targets a blood concentration of 3 µg ml-1 [5].
These data are considered to be a quantitative scale for the
depth of propofol anaesthesia.

Model verification
As the thermoregulatory and hemodynamic parts of the
integrative model have been well validated previously
[10,11], only the pharmacokinetic part is verified here.
Various propofol infusion rates are assumed, and the simulation results for the transient behaviour of the model
are compared with published clinical data or theoretical
results.
Cerebrospinal fluid concentration
Engdahl and colleagues [14] measured the propofol concentration in the arterial blood and that in the CSF simultaneously in neurosurgical patients with respect to a stepdown propofol infusion. The anaesthesia was induced
with a bolus of propofol (2 mg kg-1) within 2 min and
maintained with a continuous infusion of propofol commencing 5 min after the start of induction at an initial
infusion rate of 8 mg kg-1 h-1 for 15 min and then reduced
to 6 mg kg-1 h-1. A similar manner of propofol infusion is
assumed for the pharmacokinetic model. The propofol

The simulated blood propofol concentrations at 2.5, 5, 15
and 30 min were 6.4, 2.1, 2.3 and 2.0 µg ml-1, respectively,
as shown in Fig. 2(a). The concentration of propofol in
the blood increased rapidly during induction. After the
bolus was administered, the concentration decreased rapidly. This is consistent with the pharmacokinetics of propofol; that is, its rapid clearance from the blood produces
the fast recovery characteristic of the drug. During anaesthesia maintenance, the concentration in the blood
increased progressively although it depended on the infusion rate. This reflects the accumulation of propofol in the
blood. However, a plateau concentration was reached.
As shown in Fig. 2(b), the simulated CSF propofol concentrations increased during the 30-min simulation. The
concentration of propofol in the CSF increased more
slowly during induction than it did in the blood. The concentrations at 2.5, 5, 15 and 30 min were 9.1, 22.0, 41.1
and 41.6 ng ml-1, respectively. The concentration at 30
min was 2.1% of the blood concentration. These results
show that the CSF propofol concentration is positively
correlated with, and much lower than, the blood propofol
concentration.
Blood propofol concentration (µ
µg/ml)

where e0 (ml kg-1 min-1) is the reference propofol clearance at steady-state temperature T0 (°C), e0 = 23 ml kg-1
min-1, and Q10 is assumed to be 2 [10].

concentration in the arterial blood and that in the CSF
were simulated. The results are shown in Fig. 2; the clinical data of Engdahl and colleagues [14] are also shown for
comparison.

CSF propofol concentration (ng/ml)

T − T0
e = e 0Q10 10 ,

http://www.tbiomed.com/content/4/1/46

9

(a)

8
7
Integrative model

6
5
4

Clinical data

3
2
1
0

60
Clinical data

(b)

50
40
30
20
Integrative model
10
0
0

5

10

15

20

25

30

Time after induction (min)

Figure 2 ofinfusion
Response
short-term
(a) blood and (b) CSF propofol concentration to
Response of (a) blood and (b) CSF propofol concentration to
short-term infusion. Results for pharmacokinetic part of integrative model are compared with clinical data [14].

Page 5 of 12
(page number not for citation purposes)

Theoretical Biology and Medical Modelling 2007, 4:46

http://www.tbiomed.com/content/4/1/46

All the simulation results agree well with the clinical data.
Engdahl and colleagues [14] reported that, for a similar
manner of propofol infusion in neurosurgical patients,
the blood propofol concentration increased rapidly during induction and reached a plateau concentration (mean
2.24 µg ml-1) in about 5 min, which is comparable to our
simulation results. In their report, the CSF propofol concentration showed a slower increase during induction and
remained almost constant at 35.5 ng ml-1 15–30 min after
induction. It was estimated to be 50- to 100-fold lower
than that in blood.
Altogether, the blood and CSF propofol concentrations
predicted by the model are comparable to the clinical data
for short-term (30 min) infusion.
Arterial blood concentration
Levitt and Schnider [9] developed a PBPK model for propofol and verified it by comparing simulation results with
experimental data. The propofol infusion scheme used for
both the simulation and clinical experiment was the
application of an initial bolus (about 20 s) dose of 2 mg
kg-1 body weight followed 60 min later by a 60-min constant infusion at 6 mg kg-1 h-1.

The same dosage was assumed for the pharmacokinetic
part of the integrative model, and the response of the
blood propofol concentration was simulated and compared to the results with the established PBPK model.

Blood propofol concentration (µ
µg/ml)

It is observed in Fig. 3 that, in response to a bolus infusion, the blood propofol concentration in the model
increased quickly during the injection phase (0–20 s) and
reached a peak value of 8.9 µg ml-1 at about 36 s. This is
consistent with the clinical observation that propofol
action is usually observed within 40 seconds [12]. In contrast, the propofol concentration in brain mass reached a

peak value of 8.6 µg ml-1 at about 4 min (data not shown).
After the bolus injection, the blood concentration
decreased to the eye-opening value (1 µg ml-1) at about 8
min and then to 0.15 µg ml-1 at 1 h. Altogether, this
impulse-like response of the blood propofol concentration in the integrative model agrees with the theoretical
results of the PBPK model.
As shown in Fig. 3, the blood propofol concentration
increased progressively during constant propofol infusion
for 1–2 h after induction and reached a peak value of
about 3.1 µg ml-1 at the end of infusion. It subsequently
decreased rapidly. The eye-opening blood concentration
(1 µg ml-1) was reached about 15 min after the end of
infusion. This time is close to that obtained with the PBPK
model and that for clinical observation (about 13 min for
normal patients) [9].
Altogether, the current model is comparable to the established PBPK model in modelling short-term (0–1 h) and
long-term (10 h) propofol kinetics.

Application of model to propofol anaesthesia
Scheme for using propofol anaesthesia therapeutically
As shown in Fig. 4, our scheme for using propofol anaesthesia for hypothermic intracranial decompression consists of four steps corresponding to a clinical scenario for
automatically regulating propofol administration and
therapeutic cooling to control elevated ICP. The proposed
scheme is simulated in the integrative model as follows.
(a) Hypothermic intracranial decompression
The elevated ICP is decreased by inducing therapeutic
cooling. It is simulated in the hemodynamic part of the
integrative model using a previously-developed proportional-integral-derivative (PID) feedback temperature
controller [11].
(b) Brain temperature prediction
The brain temperature is reduced by the therapeutic cooling in Step (a). The cooled brain temperature is predicted
using the thermoregulatory part of the integrative model.
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0
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Time after induction (h)

sion
Response
Figure
3 of blood propofol concentration to long-term infuResponse of blood propofol concentration to long-term infusion. Results for pharmacokinetic part of integrative model
are compared with those for PBPK model [9].

(c) Concentration calculation
The minimum blood propofol concentration necessary
for inhibiting the thermoregulatory response is calculated
mathematically using the propofol-threshold mechanism of
(1). The thermoregulatory threshold determined by the
blood propofol concentration is assumed to be slightly
(0.01°C in this simulation) below the predicted cooled
brain temperature. A σ of 0.6°C (µg ml-1)-1 and a T0thres of
36.5°C are used in (1) since the blood propofol concentration at which shivering is inhibited is slightly less than
that at which vasoconstriction is inhibited.
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(d) Propofol administration
The simulated rate of propofol administration is controlled by a PID feedback propofol controller so as to realize
the minimum blood propofol concentration determined
in Step (c). The controller is designed on the basis of the
dynamic response of the propofol kinetics corresponding
to step-like propofol infusion.
Preliminary simulation
Prior to simulation of the novel propofol anaesthesia, the
integrative model was adjusted to represent a real patient
with intracranial hypertension. A PID feedback temperature controller and a PID feedback propofol controller
were defined on the basis of the dynamic responses of the
integrative model.

Desired blood propofol
concentration

㧙

(c)

The manipulated model of intracranial hypertension is
considered to be the patient in this theoretical discussion.
Therapeutic cooling is used to decrease the elevated ICP of
the model to 15 mmHg, and propofol anaesthesia for the
intracranial decompression is simulated in the proposed
and empirical schemes.

Controller for

Propofol
infusion rate

propofol anaesthesia
(d)

Propofol-threshold mechanism

Tthres

㧗

Model of intracranial hypertension
Various pathophysiological states of elevated ICP have
been simulated by adjusting the hemodynamic parameters of the integrative model [10,11]. For example, the
absorption rate of CSF from the CSF compartment into
the venous compartment could be assumed to be 80% of
its normal value. This simulates the presence of a communicating hydrocephalus in clinical practice. Owing to this
adjustment, the ICP increased to about 24.5 mmHg [11].

Blood propofol
concentration

T0thres − σCartery
(b)

Brain temperature

Cold water
circulation

ICP
㧗
Reference ICP
(15 mmHg)

㧙

Controller for hypothermic
(a)

intracranial decompression

Temperature setting

Step a: induce therapeutic cooling;
Step b: predict brain temperature;
Step c: calculate minimum concentration;
Step d: administer propofol.

Illustration
intracranial
Figure
4 of
decompression,
proposed scheme
(b) brain
for using
temperature
propofol prediction,
anaesthesia(c)
forconcentration
hypothermic intracranial
calculation, decompression:
(d) propofol administration
(a) hypothermic
Illustration of proposed scheme for using propofol anaesthesia for hypothermic intracranial decompression: (a) hypothermic
intracranial decompression, (b) brain temperature prediction, (c) concentration calculation, (d) propofol administration. The
propofol-threshold mechanism is a linear relationship between blood propofol concentration and thermoregulatory threshold.

Page 7 of 12
(page number not for citation purposes)

Theoretical Biology and Medical Modelling 2007, 4:46

PID temperature controller
The transient behaviour of the ICP in intracranial hypertension during brain hypothermia treatment was simulated by reducing the cooling temperature from 30 to
29.5°C and then to 29°C [11]. The systemic relationship
between the elevated ICP and the cooling temperature is
approximated by a linear transfer function:
Ghypot (s) =

khypot
9.9
mmHg
=
(
),
(1+τ hypot1s)(1+τ hypot 2s) (1+19.2s)(1+ 0.3s) °C

where Ghypot denotes the transfer function from the cooling
temperature to ICP, s denotes the Laplace operator, khypot is
the static gain (9.9 mmHg°C-1), and τ hypot1 and τ hypot2 are
time constants (19.2 and 0.3 h, respectively).
The PID feedback temperature controller is positioned as
shown in Fig. 5.

1
 icp
P
Tcooling (t ) = T0cooling + K hypot
 e (t ) + I
K

hypot


∫

t

0

D
e icp(τ )dτ + K hypot


de icp(t ) 
,
dt



where Tcooling (°C) denotes the therapeutic cooling temperature, T0cooling is its normal value (30°C), eicp (mmHg) is
csf
- Pcsf(t), where
the controlled error of ICP (eicp(t) = Pref
csf
csf
is the reference ICP and Pref
= 15 mmHg), and KP,
Pref

KI, and KD are PID feedback control coefficients.
P
K hypot
=

τ hypot1 +τ hypot 2
λhypot khypot

I
D
, K hypot
= τ hypot1 + τ hypot 2 , K hypot
=

PID controller

Controlled error

e

(kP, kI, kD)

icp

τ hypot1τ hypot 2
,
τ hypot1 +τ hypot 2

+ Reference ICP
_
P csf
ref

Cooling temperature

Tcooling
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where λ hypot is an adjustable parameter used to improve
the feedback control. In this simulation, λ hypot = 3.5 h.
PID propofol controller
The position of the PID feedback propofol controller used
to realize the minimum blood propofol concentration is
shown in Fig. 4. The PID feedback propofol controller is
achieved by simulating the blood propofol concentration
response to a constant propofol infusion rate of 1 mg kg-1
h-1 using the pharmacokinetic part of the integrative
model. With the help of the System Identification Toolbox of Matlab (version 7.0.4), we use the following transfer function to approximate the dynamic response of
blood propofol concentration to propofol infusion:
G propl (s) =

where Gpropl denotes the transfer function from the propofol infusion rate to the blood propofol concentration,
kpropl is the static gain (0.56 µg ml-1 (mg kg-1 h-1)-1), and τ
propl1 and τ propl2 are time constants (1.74 and 0.12 h,
respectively).
The static gain, kpropl, of the transfer function Gpropl(s)
implies that continuous infusion of propofol at 5–6 mg
kg-1 h-1 will result in a blood concentration of about 3 µg
ml-1. This is consistent with the clinical observation that a
blood concentration of 3 µg ml-1 is achieved by tuning the
infusion rate to around 6 mg kg-1 h-1 in the empirical Roberts' anaesthesia scheme [5]. Therefore, the estimated
transfer function, Gpropl(s), is considered a reasonable
approximation of the propofol kinetics.
On the basis of Gpropl(s), we developed a PID feedback
controller to tune the propofol infusion rate to achieve the
target blood propofol concentration.

1
 concn
P
I propl (t ) = K propl
(t ) +
e
I
K

propl

P
K propl
=

Integrative model

P csf
Controlled ICP

k propol
0.56
µ g / ml
=
(
),
(1+τ propl1s)(1+τ propl2s) (1+1.74 s)(1+ 0.12s) mg / kg / h

τ propl1 +τ propl2
λ proplk propl

∫

t

0

D
e concn(τ )dτ + K propl

I
D
, K propl
= τ propl1 + τ propl 2 , K propl
=


de concn(t ) 

dt



τ propl1τ propl2
,
τ propl1 +τ propl2

where Ipropl (mg kg-1 h-1) is the propofol infusion rate, econcn
(µg ml-1) is the controlled error of the blood propofol

Figure
PID
feedback
5
temperature controller
PID feedback temperature controller. eicp is the controlled
ICP error (eicp(t) =

csf
Pref

- Pcsf(t)) and KP, KI, and KD are coeffi-

cients for PID feedback control [11].

artery
artery
concentration (econcn(t) = C desired
- Cartery(t) , where C desired

is the target blood propofol concentration, which is calculated from the propofol-threshold mechanism represented by
(1)), and λ propl = 3.0 min.
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Actual simulation
The proposed scheme for administering propofol anaesthesia for hypothermic intracranial decompression was
simulated using the integrative model. For comparison,
the empirical scheme of Roberts' step-down propofol
infusion, that is, 1 mg kg-1 (0–2 min), 10 mg kg-1 h-1 (2–
10 min), 8 mg kg-1 h-1 (10–20 min) and 6 mg kg-1 h-1 (20
min to end of simulation) were also simulated.

Results
As shown in Fig. 6(a), the elevated ICP (24.5 mmHg) was
reduced to below 20 mmHg about 2.5 h after inducing the
therapeutic cooling and reached the reference ICP (15
mmHg) at about 8 h. The maximum speed of decrease
was 2.55 mmHg h-1 at about 2 h. No overshoot of the controlled ICP was observed. These quantitative characteristics depend on the therapeutic cooling temperature
determined by the PID feedback temperature controller.
The cooling temperature, which is also shown in Fig. 6(a),
was ~25°C at 0.25 h and then increased as the ICP
decreased. The highest cooling temperature was ~29°C at
about 7 h. The simulated cooling temperature never
exceeded the reference value (30°C). This ambient cooling reduced the brain temperature. The static gain of the
reduced brain temperature with reference to the cooling
temperature was ~2°C°C-1, as their values at the end of
simulation were 28.9 and 34.7°C, respectively. A cooled
brain temperature of 34–35°C corresponds to mild hypothermia, which causes fewer complications than moderate
hypothermia (32–33°C) [4]. These results demonstrate
that dynamic regulation of the cooling temperature for
intracranial decompression is clinically practicable.
The controlled propofol concentrations in the blood and
brain mass are shown in Fig. 6(b). During most of the
simulated period, the proposed anaesthesia scheme
induced propofol concentrations of 3–3.5 µg ml-1 in
blood and 10–12 µg ml-1 in brain mass. In contrast, the
empirical scheme resulted in propofol concentrations of
3.5–4 µg ml-1 in blood and 12–14 µg ml-1 in brain mass.
Therefore, the empirical scheme induces deeper anaesthesia than the proposed scheme. The finding that empirical
anaesthesia induces a blood concentration of 3.5–4 µg ml1 is consistent with clinical observations [5].
As shown in Fig. 6(b), the propofol concentrations in the
blood and brain mass were higher over the period 3.7–7.7
h with the proposed scheme than with the empirical
scheme. As the controlled brain temperature was much
lower during this period, this observation is reasonable.
Clinically, a blood propofol concentration of more than
2.5 µg ml-1 is necessary for satisfactory hypnosis and 3–11
µg ml-1 is needed to maintain satisfactory anaesthesia.
Therefore, the anaesthesia induced with the proposed

http://www.tbiomed.com/content/4/1/46

scheme, as well as with the empirical scheme, is considered satisfactory.
As shown in Fig. 6(c), the simulated propofol administration varied dynamically in accordance with the cooling
temperature. During the first hour, no propofol was necessary although the cooling temperature was somewhat
low. This is consistent with the observation that the brain
temperature is still higher than the thermoregulatory
thresholds during this initial period. In contrast, the infusion rate was high in the first half hour with the empirical
scheme.
The total dosage with the proposed scheme was more
than 18% less than with the empirical scheme (total dosage of 146.7 mg kg-1 with the empirical scheme and 119.8
mg kg-1 with the proposed one). As pointed out by McKeage and Perry [12], a higher than necessary dosage leads
to a higher blood propofol concentration, which may
result in a longer recovery time. Therefore, the propofol
administration represented by the PID feedback propofol
controller is more appropriate for clinical application
than the empirical step-down infusion scheme.
The propofol concentrations in the blood and brain mass
were higher when the empirical scheme was used with
therapeutic cooling than without cooling (data not
shown). The temperature threshold with the empirical
anaesthesia scheme, as determined in accordance with the
propofol-threshold mechanism of (1), is shown in Fig. 6(a).
It indicates that additional propofol should have been
titrated during the 3.7–7.7 h period with the empirical
scheme because the cooled brain temperature was below
the threshold. Therefore, the total dosage with the empirical scheme would be even larger than with the proposed
scheme.
Given the controlled propofol concentration in the blood
and brain mass, the lesser depth of anaesthesia and the
lower amount of the total dosage, we conclude that the
proposed propofol infusion scheme is more appropriate
than the empirical scheme.

Discussion
Brain hypothermia treatment is used for brain-injured
patients to protect the brain against secondary neuronal
death [4]. It has been shown to reduce elevated ICP effectively in the intensive care unit [2,3]. The major mechanism of intracranial decompression is related to the
reduction of cerebral metabolism by therapeutic hypothermia [10,11]. Together with simultaneous management of brain temperature and ICP, adequate anaesthesia
is an important component of intensive care. Propofol is
widely used in clinical practice, partly because it greatly
facilitates management of cardiopulmonary function [4]

Page 9 of 12
(page number not for citation purposes)

Pressure (mmHg) & Temperature (oC)

Theoretical Biology and Medical Modelling 2007, 4:46

40
Cooled brain temperature

(a)

35
Threshold determined by empirical anaesthesia
30
Cooling temperature

25
20

Controlled ICP

15
Reference ICP
10

15

Propofol concentration (µ
µg/ml)

http://www.tbiomed.com/content/4/1/46

Brain mass concentration with empirical anaesthesia

(b)

12
9
Brain mass concentration with simulated anaesthesia

6

Blood concentration with empirical anaesthesia

3
Blood concentration with simulated anaesthesia

Propofol infusion rate (mg/kg/h)

0

10

(c)

Empirical anaesthesia
8
6
Simulated anaesthesia

4
2
0
0

4

8

12

16

20

24

Time after induction (h)

Figure
and
Simultaneous
cooling
6 temperature,
management(b)
of propofol
intracranial
concentration
pressure, temperature
response inand
blood
anaesthesia:
and brain (a)
mass,
intracranial
(c) propofol
pressure,
infusion
brain
ratetemperature
Simultaneous management of intracranial pressure, temperature and anaesthesia: (a) intracranial pressure, brain temperature
and cooling temperature, (b) propofol concentration response in blood and brain mass, (c) propofol infusion rate.

Page 10 of 12
(page number not for citation purposes)

Theoretical Biology and Medical Modelling 2007, 4:46

and partly because it results in a shorter, more predictable
emergence time than other sedatives [12]. However, the
primary effects of propofol anaesthesia are seldom estimated when it is used for brain hypothermia treatment. In
particular, little information is available in the literature
on the use of propofol anaesthesia for hypothermic
intracranial decompression.
Although two physiologically-based pharmacokinetic
(PBPK) models for propofol have recently been developed [8,9], the effects of hypothermia on propofol kinetics have not been considered in the literature. In contrast,
we previously developed an integrative model consisting
of the thermoregulatory, the hemodynamic and the pharmacokinetic subsystems of a patient under brain hypothermia treatment [10,11]. The interactions among these
subsystems are considered via the circulating blood and
the temperature-dependence mechanism of various physiological functions such as the metabolism, vascular permeability and drug clearance [11]. By changing its
pharmacokinetic part to describe propofol kinetics, we
can use this integrative model to simulate the effects of
propofol anaesthesia during hypothermia.
The current model is comparable to the PBPK model
developed by Levitt and Schnider [9] in modelling shortterm (0–1 h) and long-term (10 h) propofol kinetics.
However, it is better than the established PBPK model in
describing interactions with other physiological functions, such as the thermoregulatory subsystem and the
ICP-centered hemodynamics. Furthermore, the pharmacokinetic part of the integrative model describes the tissue
and its capillary blood in two adjacent compartments, so
it better describes capillary permeability and better represents flow-limited propofol pharmacokinetics.
Compared with the previously-developed integrative
model, the present model acquires its originality particularly by introducing the propofol-threshold mechanism,
which is a pre-established relationship between the blood
propofol concentration and the thermoregulatory threshold. Owing to this mechanism, the thermoregulatory subsystem is pharmacodynamically related to the propofol
kinetics. That is, a reference blood propofol concentration
can be determined to maintain the propofol-determined
thermoregulatory threshold below the actual cooled brain
temperature.
Using the integrative model and the propofol-threshold
mechanism, we developed a propofol anaesthesia scheme
for hypothermic intracranial decompression. This uses
two feedback controllers: a PID feedback temperature
controller for tuning the therapeutic cooling and a PID
feedback propofol controller for tuning the propofol infusion rate.

http://www.tbiomed.com/content/4/1/46

As shown by the simulation results, both therapeutic cooling to reduce the elevated ICP and propofol anaesthesia to
inhibit the thermoregulatory responses were achieved
with the integrative model and the proposed anaesthesia
scheme. This proposed scheme is a closed-loop system
that facilitates decision-making about propofol administration so as to induce cooling and to reach and maintain
a preset target ICP automatically.
As it is still in an initial development stage, the present
model depends on some simplification. Therefore, it has
some limitations. First, propofol anaesthesia may reduce
cerebral metabolism, elevated ICP, cerebral blood flow
and cardiac output. However, the pharmacodynamic
effects of propofol are ignored. Second, the model
depends on several assumptions, including constant vascular resistance, hepatic blood flow, protein and colloid
osmotic pressure in the blood, and pulmonary sequestration. Third, the parameters may have a highly dynamic
course and differ significantly in importance from one
patient to another. Such inter-patient variability is not
considered in the present model. By incorporating these
physiological mechanisms, we should be able to improve
the prediction performance of the model.
Despite these model limitations, our theoretical analysis
based on the integrative model has provided useful
insights into the simultaneous management of various
physiological functions as well as into the automation of
medical treatment using closed-loop control techniques.
The current theoretical discussion should help improve
understanding of the clinical use of propofol anaesthesia
for hypothermic intracranial decompression. Given the
insights provided by the simulation results, an in situ
study of the proposed anaesthesia scheme should be fruitful.

Conclusion
We have used a previously-developed integrative model of
the thermoregulatory, hemodynamic and pharmacokinetic subsystems to simulate the use of propofol anaesthesia for hypothermic intracranial decompression. A
pharmacodynamic relationship between the blood propofol concentration and the thermoregulatory threshold
was introduced to combine the thermoregulation subsystem with the propofol kinetics. A novel scheme for
administering propofol anaesthesia was proposed and
simulated using the integrative model. Theoretical results
suggest that the proposed anaesthesia scheme is more
appropriate than the empirical one.

Appendix
Propofol kinetics is described mathematically on the basis
of the mass conservation law. As an example, consider
these three equations for the cranial segment.
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7.

blood
mass
C crani
C crani
dC csf
C csf
C csf
= k BCB(
−
) + k brain(
−
)
dt
λblood λ csf
λbrain λ csf

V csf

8.
9.

mass
Vcrani

mass
dC crani
dt

mass
C blood C mass
C csf C crani
= k BBB( crani − crani ) + k brain(
−
)
λblood λbrain
λ csf λbrain

10.
11.

blood
Vcrani

blood
dC crani
dt

= k BCB(

blood
C mass C blood
C csf C crani
artery artery
vein blood
−
) + k BBB( crani − crani ) + w crani
C
− w crani
C crani ,
λ csf
λblood
λbrain λblood

12.

where

V XY

and

C YX

denote the distributed volume and

13.

propofol concentration in compartment Y of segment X,
kBCB and kBBB are the permeability coefficient at the blood-

14.

CSF barrier and blood-brain barrier, respectively, kbrain is
the permeability coefficient between the brain mass and
artery
CSF, w crani
represents the blood flow from the arterial
vein
compartment into the cranial blood compartment, w crani

represents the blood flow from the cranial blood compartment into the venous compartment, λ csf, λ blood and λ brain
are the CSF/water, blood/water and brain/water partition
coefficients of propofol, respectively.
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Thirteen differential equations of propofol concentrations
are available for describing the pharmacokinetics of propofol.

Competing interests
The author(s) declare that they have no competing interests.

Acknowledgements
The preparation of this manuscript was supported by a Grant-in-aid for
Young Scientists (B) from The Ministry of Education, Culture, Sports, Science and Technology of Japan, (No. 18700448) to LG.

References
1.
2.

3.

4.
5.
6.

Georgiadis AL, Suarez JI: Hypertonic saline for cerebral edema.
Curr Neurol Neurosci Rep 2003, 3:524-530.
Polderman KH, Tjong Tjin Joe R, Peerdeman SM, Vandertop WP,
Girbes AR: Effects of therapeutic hypothermia on intracranial
pressure and outcome in patients with severe head injury.
Intensive Care Med 2002, 28:1563-1573.
Himmelseher S, Werner C: Therapeutic hypothermia after
traumatic brain injury or subarachnoid hemorrhage. Current practices of German anaesthesia departments in intensive care. Anaesthesist 2004, 53:1168-1176.
Hayashi N, Dietrich DW: Brain hypothermia treatment Tokyo:
Springer-Verlag; 2004.
Roberts FL, Dixon J, Lewis GT, Tackley RM, Prys-Roberts C: Induction and maintenance of propofol anaesthesia, a manual infusion scheme. Anaesthesia 1988, 43(Suppl):14-17.
Polderman KH: Application of therapeutic hypothermia in the
intensive care unit. Opportunities and pitfalls of a promising
treatment modality-Part 2: Practical aspects and side
effects. Intensive Care Med 2004, 30:757-769.

Publish with Bio Med Central and every
scientist can read your work free of charge
"BioMed Central will be the most significant development for
disseminating the results of biomedical researc h in our lifetime."
Sir Paul Nurse, Cancer Research UK

Your research papers will be:
available free of charge to the entire biomedical community
peer reviewed and published immediately upon acceptance
cited in PubMed and archived on PubMed Central
yours — you keep the copyright

BioMedcentral

Submit your manuscript here:
http://www.biomedcentral.com/info/publishing_adv.asp

Page 12 of 12
(page number not for citation purposes)

