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NICU Intubation Guidelines 
Intubation Attempt* Guidelines by Provider Experience 

Infant 

Intubator 
Advanced Intermediate Beginner 

(10+ successful intubations, 
with at least 3 of those in 
infants under 30 weeks) 

(3-10 successful intubations, 
or 10+ intubations with <3 
infants under 30 weeks) 

(0-2 successful intubations) 

22-236 weeks 
CGA 

< 72 hrs Yes No No 

> 72 hrs Yes Yes, 1 attempt No 

24-266 weeks 
CGA 

< 72 hrs Yes Yes, 1 attempt No 

> 72 hrs Yes Yes Yes, 1 attempt 

≥ 27 weeks CGA Yes Yes Yes, 1 attempt 

Difficult airways† Yes No No 

*Attempt = placing laryngoscope in the oropharynx 

Number of attempts: Unless otherwise specified in the above chart, a provider should have no more than 2 attempts before 
allowing a more experienced provider to take over. 

†Difficult airways: Esophageal/tracheal repair/perforation, subglottic stenosis, micrognathia, known to be very anterior, history 
of complicated intubation or PCAT in the past. 

 

Notes/definitions 

Beginners should ALWAYS use a video laryngoscope with supervisor watching positioning and 
placement in the video. The intubator may choose to perform intubation under direct 
laryngoscopy or by using the video screen. 

PCAT: For difficult airways, or airway emergencies, consider PCAT activation (4-3666). 

Cuffed ET tubes: Consider 3.0 or 3.5 cuffed ET tube for infants with congenital heart disease 
(CHD), congenital diaphragmatic hernia (CDH), tracheoesophageal fistula (TEF), abdominal 
wall defects, or need for surgical procedure.  
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Tiers and Priority 

If there are 2 or more qualified persons to intubate a selected patient per the above table, refer 
to the tiers below to determine priority. Gestational age of the patient is not factored into 
assigning priority for intubations. If there are no staff members that meet criteria for priorities 1-
4, priority goes back to the fellows. Fellows who still need intubations to meet maintenance 
criteria should be prioritized over fellows who have already met maintenance requirements for 
the 6-month period.  

Intubation priority is to be discussed during each shift at SAM (0815/2015). Priorities assigned 
during SAM are in effect until the subsequent SAM (i.e., priorities are not re-assigned at 
provider change-of-shift). If the individual listed as Priority #1 during SAM is no longer present in 
the hospital, then proceed down the priority list in order before moving to staff from the second 
shift. 

See Page 3 for Competency/Maintenance requirements for each discipline. 

Note: These guidelines are meant to be a framework to promote patient safety and procedure 
equity. Deviations from these guidelines are allowed at the discretion of the attending physician. 

Tier 1 1. Fellows have first right of refusal for all appropriate‡ 
intubations until they reach intermediate 

  

        
Tier 2 2. NNP/Neonatal Transport RN non-compliant with 

maintenance requirements. 
Tie breaker = date of 
last live intubation 

3. Fellow/NNP/Neonatal Transport RN needing an intubation 
for maintenance. 

Tie breaker = date of 
last live intubation 

4. NNP/Neonatal Transport RN needing an intubation for initial 
competence. 

Tie breaker = 
orientation end date 

5. Fellow needing an intubation for maintenance.   

‡Staff members at the beginner level may be assigned ETT for the code team with a back-up intubator 
who is at least intermediate level. 
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Competency/Maintenance Requirements 

Note: Successful LISA administration utilizing VL counts as a successful intubation for both initial 
competency and maintenance. 

 

Fellows: 

Initial competency: 3 successful intubations (intermediate level) 

Maintenance: 4 successful intubations per 6-month period (July-December, January-June) 

 

NNPs and hospitalists: 

See Endotracheal Intubation (Standardized Procedure 128). 

 

Initial competency (new grad NNP): 10 successful live intubations 

A new hire NNP with previous experience may enter in the maintenance phase, per the 
discretion of the NNP Supervisor. 

Maintenance: Minimum of 3 successful live intubations and 2 simulations per credentialing year 
period. For transport-trained NNPs, goal is to have 4 successful live intubations per 
credentialing year. If this cannot be achieved, the transport-trained NNP may utilize 2 
simulations.  

 

Neonatal Transport RNs: 

See Neonatal Transport Team Structure Standards (22026, Attachment 4). 

 

Initial competency: 10 successful simulated intubations and 4 successful live intubations 

Maintenance: 1 successful live intubation per fiscal year quarter 

 Once the RN reaches the advanced level in accordance with this guideline, simulation 
may be used in place of live intubation once per fiscal year. 

 RNs in the orientation phase must complete 4 live intubations prior to the orientation end 
date. An RN newly off orientation may not function in the T1 or T2 role until they have 
completed 4 successful live intubations. 

 RNs who are in the maintenance phase and become non-compliant may only function in 
the T1 or T2 role if the other team member is a compliant, advanced intubator. 

 RNs returning from a leave of 3 months or more must complete 3 successful proctored 
simulations upon return.  

https://ucdavishealth.ellucid.com/pman/documents/view/2425
https://ucdavishealth.ellucid.com/pman/documents/view/4375
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Pre-medication for non-emergency tracheal intubation in the NICU 

Background: Premedication for intubation of the neonate improves intubating conditions, 
decreases the time and number of attempts needed to complete the procedure, and decreases 
the potential for intubation-related airway trauma.1 In addition, intubation is an unpleasant and 
painful experience. A consensus statement from the International Evidence-based Group for 
Neonatal Pain includes this phrase: “tracheal intubation without the use of analgesia or sedation 
should be performed only for resuscitation in the delivery room or for life threatening situations 
associated with the unavailability of intravenous access.”2  

A 2010 Clinical Report by the AAP COFN states, “except for emergent intubation during 
resuscitation either in the delivery room or after acute deterioration or critical illness at a later 
age, premedication should be used for all endotracheal intubations in newborns. Medications 
with rapid onset and short duration of action are preferable.”3 The AAP makes the following 
recommendations: 

• Analgesic agents or anesthetic dose of a hypnotic drug should be given. 

• Vagolytic agents and rapid-onset muscle relaxants should be considered. 

• Use of sedatives alone such as benzodiazepines without analgesic agents should be 
avoided. 

• A muscle relaxant without an analgesic agent should not be used. 

  

Preferred agents for non-emergent intubations in the UCD NICU 

 Atropine (vagolytic): 0.02 mg/kg IV 
 Fentanyl (analgesic): 2 mcg/kg IV over 5 minutes (can repeat, if needed) 
 Rocuronium (muscle relaxant, optional; consider having drawn up at bedside prior to 

fentanyl administration): 0.5 mg/kg IV 
 

Notes:  
 Vecuronium (0.1 mg/kg) can be used as an alternative to rocuronium for muscle 

relaxation. It has a slower onset of action and longer half life compared to rocuronium.  
 Slow infusion of fentanyl decreases the risk of chest wall rigidity (which can be treated 

with naloxone and/or rocuronium/vecuronium). 
 Fentanyl and atropine can also be given IM, if IV access cannot be established. 
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Medical Legal Disclaimer:  
Welcome to the UC Davis Health, Department of Pediatrics, Clinical Practice Guidelines Website. All 
health and health-related information contained within the Site is intended chiefly for use as a resource by 
the Department’s clinical staff and trainees in the course and scope of their approved functions/activities 
(although it may be accessible by others via the internet). This Site is not intended to be used as a 
substitute for the exercise of independent professional judgment. These clinical pathways are intended to 
be a guide for practitioners and may need to be adapted for each specific patient based on the 
practitioner’s professional judgment, consideration of any unique circumstances, the needs of each 
patient and their family, and/or the availability of various resources at the health care institution where the 
patient is located. Efforts are made to ensure that the material within this Site is accurate and timely but is 
provided without warranty for quality or accuracy. The Regents of the University of California; University 
of California, Davis; University of California, Davis, Health nor any other contributing author is responsible 
for any errors or omissions in any information provided or the results obtained from the use of such 
information. Some pages within this Site, for the convenience of users, are linked to or may refer to 
websites not managed by UC Davis Health. UC Davis Health does not control or take responsibility for 
the content of these websites, and the views and opinions of the documents in this Site do not imply 
endorsement or credibility of the service, information or product offered through the linked sites by UC 
Davis Health. UC Davis Health provides limited personal permission to use the Site. This Site is limited in 
that you may not:   

• Use, download or print material from this site for commercial use such as selling, creating course 
packets, or posting information on another website.   

• Change or delete propriety notices from material downloaded or printed from it. · Post or 
transmit any unlawful, threatening, libelous, defamatory, obscene, scandalous, inflammatory, 
pornographic, or profane material, any propriety information belonging to others or any material 
that could be deemed as or encourage criminal activity, give rise to civil liability, or otherwise 
violate the law.   

• Use the Site in a manner contrary to any applicable law.   
You should assume that everything you see or read on this Site is copyrighted by University of California 
or others unless otherwise noted. You may download information from this Site as long as it is not used 
for commercial purposes, and you retain the proprietary notices. You may not use, modify, make multiple 
copies, or distribute or transmit the contents of this Site for public or commercial purposes without the 
express consent of UC Davis Health.  
 


