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L E T T E R  T O  T H E  E D I T O R

Response Letter to the editor

Sir,
We thank the author Hewson1 for his interest in our article2 and his 
comments.

Patient-led propofol sedation in various context has repeatedly 
been shown to be a useful method for sedation regarding the clinical 
outcome. By the addition of a health economic perspective, our re-
sults strengthen this conclusion.

In our article, based on two randomized controlled studies, 
we did not measure time from start of sedation to start of proce-
dure. Instead, we added 5 minutes for the start/preparation re-
spectively completion/dismantling of the procedure (10 minutes in 
total) to the measured procedural time. Our main finding that PCS 
is a cost-saving method was primarily based on reduced costs for 
hospital stay and avoidance of aborted procedures that had to be 
repeated.

Procedure time for Endoscopic retrograde cholangiopancreatog-
raphy (ERCP) started and ended upon insertion and extraction of 
the endoscope. Before the procedure started, patients were given 
topical pharyngeal anesthesia, placed in a prone position with sup-
plementary oxygen nasally. The patients started the administration 
of propofol using the PCS device as soon they were positioned cor-
rectly. Meanwhile the patients reached an adequate depth of seda-
tion, necessary equipment for the procedure was prepared.

Before the flexible bronchoscopy (FB) procedure started, pa-
tients were placed in a back position, connected to the surveillance 
monitor and given supplementary oxygen nasally. The procedure 
start was defined as initiation of sedation parallel with adminis-
tration of local anesthetics in nostrils and oropharynx. The patient 
continued to use the PCS during the time for preparation of equip-
ment needed during the procedure and for the local anesthetic to 
have optimal effect. Upon insertion of bronchoscope, adequate 
depth of sedation had been reached without delaying that addi-
tional local anesthetics with spray-as-you-go technique was given 
on vocal cords and in trachea/bronchi whereby the procedure 
continued.

In the above described clinical context of PCS during ERCP or 
FB procedures, the total mean per-procedure time was between 
48 minutes (ERCP) and 49-53 minutes (FB), including 10 minutes 
during start/end of procedure. Procedure start was not delayed 
due to insufficient depth of sedation of the patient. The time before 

adequate depth of sedation is reached, described by Hewson as a 
“slower onset,” was used in parallel for procedure preparations.

The patients in both studies3,4 had adequate and sufficient se-
dation upon insertion of endoscope and during the procedure. The 
post-procedural assessment by the patients using PCS in both stud-
ies showed significantly higher satisfaction of the procedure com-
pared with patients administrated midazolam. Patients with PCS 
during ERCP had higher preferences for the sedation, if ERCP was 
to be repeated in the future. In our study setup, when procedure 
with midazolam sedation failed, it was successfully rescued with PCS 
during a repeated attempt. From the perspective of the interven-
tionist the ease of procedure was improved when using PCS during 
ERCP.

CONFLIC T OF INTERE S T
The authors declare no conflict of interest.

AUTHOR CONTRIBUTION
BG and LN had full access to all the data in the study and take re-
sponsibility for the integrity of the data and accuracy of the cost 
analysis. BG, LN, LB, AN, and FS contributed substantially to the 
study design, cost analysis and interpretation, and writing of the 
manuscript.

Benjamin Grossmann1,2

Andreas Nilsson2,3

Folke Sjöberg1,4

Lars Bernfort5

Lena Nilsson2,3

1Department of Clinical and Experimental Medicine, Linköping 
University, Linköping, Sweden

2Department of Anaesthesia and Intensive Care, Linköping 
University Hospital, Linköping, Sweden

3Department of Medical and Health Sciences, Linköping 
University, Linköping, Sweden

4Department of Hand and Plastic Surgery and Intensive Care, 
Linköping University Hospital, Linköping, Sweden

5Division of Health Care Analysis, Linköping University, 
Linköping, Sweden

This is an open access article under the terms of the Creative Commons Attribution- NonCommercial- NoDerivs License, which permits use and distribution in 
any medium, provided the original work is properly cited, the use is non- commercial and no modifications or adaptations are made.
© 2020 The Authors. Acta Anaesthesiologica Scandinavica published by John Wiley & Sons Ltd on behalf of Acta Anaesthesiologica Scandinavica Foundation.

www.wileyonlinelibrary.com/journal/aas
mailto:
https://orcid.org/0000-0001-6766-4096
mailto:
https://orcid.org/0000-0002-1217-2163
mailto:
https://orcid.org/0000-0002-5903-2918
mailto:
https://orcid.org/0000-0003-0537-3319
mailto:
https://orcid.org/0000-0002-7489-9077
http://creativecommons.org/licenses/by-nc-nd/4.0/


280  |     LETTER TO THE EDITOR

Correspondence
Benjamin Grossmann, Nurse anaesthetist, Med. Dr., 

Vrinnevisjukhuset, Norrköping, Gamla Övägen 25, S-603 79 
Norrköping, Sweden.

Email: benjamin.grossmann@regionostergotland.se

ORCID
Benjamin Grossmann  https://orcid.org/0000-0001-6766-4096 
Andreas Nilsson  https://orcid.org/0000-0002-1217-2163 
Folke Sjöberg  https://orcid.org/0000-0002-5903-2918 
Lars Bernfort  https://orcid.org/0000-0003-0537-3319 
Lena Nilsson  https://orcid.org/0000-0002-7489-9077 

R E FE R E N C E S
 1. Hewson D. Counting the costs of patient-led propofol sedation. 

Letter to the editor. Acta Anaesthesiol Scand. https://doi.org/10.1111/
aas.13758

 2. Grossmann B, Nilsson A, Sjöberg F, Bernfort L, Nilsson L. Patient-
controlled sedation with propofol for endoscopic procedures – a cost 
analysis. Acta Anaesthesiol Scand. 2020;64(1):53-62.

 3. Nilsson A, Grossmann B, Kullman E, Uustal E, Sjöberg F, Nilsson L. Sedation 
during endoscopic retrograde cholangiopancreatography: a randomized 
controlled study of patient-controlled propofol sedation and that given by 
a nurse anesthetist. Scand J Gastroenterol. 2015;50(10):1285-1292.

 4. Grossmann B, Nilsson A, Sjöberg F, Nilsson L. Patient-controlled se-
dation during flexible bronchoscopy. J Bronchology Interv Pulmonol. 
2020;27(2):77-85.

mailto:benjamin.grossmann@regionostergotland.se
https://orcid.org/0000-0001-6766-4096
https://orcid.org/0000-0001-6766-4096
https://orcid.org/0000-0002-1217-2163
https://orcid.org/0000-0002-1217-2163
https://orcid.org/0000-0002-5903-2918
https://orcid.org/0000-0002-5903-2918
https://orcid.org/0000-0003-0537-3319
https://orcid.org/0000-0003-0537-3319
https://orcid.org/0000-0002-7489-9077
https://orcid.org/0000-0002-7489-9077
https://doi.org/10.1111/aas.13758
https://doi.org/10.1111/aas.13758

