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The authors’ response: Propofol and sedation

in patients with coronavirus disease 2019
Dear Editor, None.
We would like to thank you for your valuable comments on our
manuscript.
Authors pointed out the risk of using propofol in patients with coro-
navirus disease 2019 (COVID-19) because it increased the activity and
protein level of angiotensin-converting enzyme 2 (ACE2), which is
known to play an important role in SARS-CoV-2 cell entry and transmis-
sion. Moreover, authors proposed that the use of propofol in patients
with COVID-19 should be avoided, when possible, in favor of alternative
sedative agents, includingmidazolam and dexmedetomidine. This is an
interesting idea that needs to be further examined in COVID-19 pa-
tients. In both of the cases that we reported, propofol was administered
on the first day of admission as a first-line sedative agent.

In case 1, a single 190-mg induction dose of propofolwas initially ad-
ministered intravenously, followed by continuous intravenous infusion
at a rate of 230 mg/h (approximately 3 mg/kg) for 5 days. The dosage
was steadily reduced and eventually discontinued on day 7 to prepare
for extubation. Serum C-reactive protein (CRP) level, which reflects in-
flammation, gradually decreased during the hospital course, and the pa-
tient was finally weaned off mechanical ventilation on day 9. After
discontinuation of the propofol infusion, no rapid improvementwas ob-
served in the patient’s condition.

In case 2, no propofol was used for induction of anesthesia. Propofol,
at a rate of 180–330 mg/h (approximately 2–3.6 mg/kg), and midazo-
lamwere administered as sedative agents until day 5. After that, the pa-
tient was co-treated with propofol—at a dose of 20–120 mg
(approximately 0.2–1.3 mg/kg)—and dexmedetomidine up to day 12.
Serum CRP level progressively diminished, but he failed to wean from
the ventilator. When tracheotomy was performed on day 13, propofol
was dispensed at a maximum rate of 280mg/h to deeply sedate the pa-
tient and thus ensure the safety of the operation. Propofol was
discontinued on day 17, with no apparent side effects observed during
the administration.

It remains unknown whether the use of propofol may aggravate the
clinical conditions of COVID-19 patients. However, if it is strongly rec-
ommended that sedative drugs other than propofol should be used for
the management of COVID-19 patients, the number of patients with
neuroleptic malignant syndrome (NMS) might rise considerably [1].
https://doi.org/10.1016/j.ajem.2020.06.022
0735-6757/© 2021 Elsevier Inc. All rights reserved.
Therefore, as suggested in our manuscript, it is absolutely necessary to
consider NMS development when managing COVID-19 patients [2].
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