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Abstract 

Background:  Remimazolam tosilate (HR7056, RT), a novel ultrashort-acting benzodiazepine, can be used for proce-
dural sedation and general anaesthesia. However, few studies have focused on the sedative effect of RT during gastro-
intestinal endoscopy in elderly patients. The purpose of this study is to compare the sedative effect of RT and propofol 
for gastrointestinal endoscopy in elderly patients.

Methods:  A total of 82 patients aged ≥65 years with an American Society of Anaesthesiologists (ASA) grade I-II and 
a body mass index (BMI) of 18.0 to 30.0 kg/m2 who were scheduled for gastrointestinal endoscopy from Jan 2021 to 
Aug 2021 were selected and randomly divided into a RT group and a propofol group. Alfentanil 5 μg/kg was used 
for analgesia in both groups. The RT group was given remimazolam tosilate 0.15 mg/kg with supplemental doses of 
0.05 mg/kg as need, while the propofol group was given propofol 1.5 mg/kg with supplemental doses of 0.5 mg/kg. 
The supplemental doses were determined by the modified observational alertness/sedation assessment (MOAA/S) 
score and the patients’ body movements. Sedative effects, such as the time to loss of consciousness (LOC) (MOAA/S 
score ≤ 1), successful sedation in one dose, number of supplemental doses after successful induction, and recovery 
time, were evaluated. Sedation-related side effects, such as injection pain, haemodynamic events and respiratory 
depression, were also noted. Postoperative nausea and vomiting (PONV), visual analogue scale (VAS) scores at rest, 
remedial analgesics, and dizziness or headache were recorded. In addition, patients’ satisfaction and physician’s satis-
faction of the procedure were compared between the two groups.

Results:  Data from 77 patients were analysed. The success rate of sedation in both groups was 100%. The time 
to LOC (MOAA/S score ≤ 1) in the RT group was longer than that in the propofol group (20.7 ± 6.1s vs. 13.2 ± 5.2s, 
P < 0.001). There were fewer patients in the RT group reporting injection pain than that in the propofol group (0/39 
vs. 5/38, P = 0.025). Haemodynamic events and respiratory depression in the RT group were less frequent than those 
in the propofol group ((6/39 vs. 17/38, P = 0.005), (2/39 vs. 9/38, P = 0.026), respectively). The number of supplemen-
tal doses after successful induction in the RT group was greater than that in the propofol group (4/9/11/13/1/1 vs. 
8/4/18/6/2/0 requiring 0, 1, 2, 3, 4 or 5 supplemental doses, P = 0.014). The characteristics of the patients enrolled, 

© The Author(s) 2022. Open Access This article is licensed under a Creative Commons Attribution 4.0 International License, which 
permits use, sharing, adaptation, distribution and reproduction in any medium or format, as long as you give appropriate credit to the 
original author(s) and the source, provide a link to the Creative Commons licence, and indicate if changes were made. The images or 
other third party material in this article are included in the article’s Creative Commons licence, unless indicated otherwise in a credit line 
to the material. If material is not included in the article’s Creative Commons licence and your intended use is not permitted by statutory 
regulation or exceeds the permitted use, you will need to obtain permission directly from the copyright holder. To view a copy of this 
licence, visit http://​creat​iveco​mmons.​org/​licen​ses/​by/4.​0/. The Creative Commons Public Domain Dedication waiver (http://​creat​iveco​
mmons.​org/​publi​cdoma​in/​zero/1.​0/) applies to the data made available in this article, unless otherwise stated in a credit line to the data.

Open Access

*Correspondence:  1197058@zju.edu.cn

1 Department of Anaesthesiology, The Fourth Affiliated Hospital, Zhejiang 
University, School of Medicine, Yiwu 322000, Zhejiang, China
Full list of author information is available at the end of the article

http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/publicdomain/zero/1.0/
http://creativecommons.org/publicdomain/zero/1.0/
http://crossmark.crossref.org/dialog/?doi=10.1186/s12871-022-01713-6&domain=pdf


Page 2 of 9Guo et al. BMC Anesthesiology          (2022) 22:180 

Background
As the population ages, the incidences of benign and 
malignant gastrointestinal diseases increases. Endoscopic 
procedures are commonly performed in elderly patients 
and are very helpful in the screening and early diagno-
sis of gastrointestinal diseases [1]. With the requirement 
for comfortable medical treatment, painless endoscopic 
procedures have become mainstream. Elderly patients 
usually have a higher incidence of comorbid diseases and 
may be more susceptible to endoscopic interventions [2]. 
Due to their decreased physiologic reserve and associ-
ated diseases, elderly patients can have more severe com-
plications than adult or young subjects [2, 3].

Propofol has excellent sedative properties in addi-
tion to a short half-life that allows rapid recovery, and it 
is widely used for sedation during painless endoscopic 
procedures [4]. However, propofol may cause adverse 
events to occur more frequently in elderly patients, such 
as hypoxemia, hypotension, bradycardia or tachycardia, 
arrhythmia, myocardial infarction, and even cardiac and/
or respiratory arrest, which occur in proportion with the 
propofol dose [5–7]. Therefore, anaesthesiologists always 
seek sedatives with good sedative effects and relatively 
few adverse effects, which can be applied for endoscopic 
procedures in elderly patients.

Remimazolam, a member of the benzodiazepine fam-
ily, is a novel ultrashort-acting gamma-aminobutyric 
acid a (GABA (A)) receptor agonist that may provide a 
new direction for sedation [8]. The pharmacokinetics 
and pharmacodynamics of remimazolam are related to 
its unique mechanism, the incorporation of a carboxylic 
ester moiety into the benzodiazepine core, which renders 
remimazolam susceptible to nonspecific tissue esterases 
and makes it rapidly metabolized into its pharmacologi-
cally inactive metabolite CNS 7054 [8]. Compared with 
midazolam, remimazolam produces a more rapid onset 
and a shorter duration of action. According to different 
stages of clinical trials and relevant studies, remimazolam 
can be used safely and effectively for procedural seda-
tion (e.g., gastrointestinal endoscopy and bronchoscopy) 
and general anaesthesia [9–18]. Dai et  al. [19] reported 

that remimazolam was a safe and effective sedative drug 
during induction, with fewer adverse effects for general 
anaesthesia in American Society of Anaesthesiologists 
(ASA) I or II patients. Remimazolam was also found to 
be safe and efficient for procedural sedation of high-risk 
ASA patients undergoing colonoscopy, which showed a 
safety profile that was comparable to that in low-risk ASA 
patients [18]. Schuttler et al. [20] found that the haemo-
dynamics were relatively stable when remimazolam was 
used for continuous infusion in healthy male volunteers.

Remimazolam tosilate (HR7056, RT) developed by 
HengRui Medicine Co., Ltd., China has similar pharma-
cokinetics and pharmacodynamics to remimazolam [21–
23]. Chen et al. [22] found that total treatment-emergent 
adverse events were decreased in the RT group compared 
to the propofol group; specifically, administration site 
pain, increased bilirubin, decreased respiratory rate and 
decreased SpO2 were less frequent, which showed that 
RT was safer than propofol, with fewer sedation-related 
adverse effects in patients undergoing colonoscopy. 
Therefore, we speculate that RT may be a better choice 
for sedation during painless endoscopic procedures in 
elderly patients. The main purpose of this research was 
to compare the sedative effect of RT and propofol for gas-
trointestinal endoscopy in elderly patients.

Methods
Study design
This study was a prospective, single-centre, randomized, 
controlled parallel-group clinical trial that compared 
the sedative effect of RT (HengRui Medicine, China) 
to propofol (Fresenius Kabi, AG) in elderly individu-
als undergoing gastrointestinal endoscopy at the Fourth 
Affiliated Hospital of Zhejiang University School of Med-
icine. This trial was approved by the Ethics Committee 
of the Fourth Affiliated Hospital of Zhejiang University 
School of Medicine (approval number: K2020067) and 
was registered in the Chictr.​org.​cn registration system 
on 01/12/2020 (ChiCTR2000040498). Informed written 

postoperative parameters of the patients, and patients’ and physician’s satisfaction of the procedure were comparable 
in the two groups.

Conclusions:  Compared with propofol, RT can be safely and effectively used for gastrointestinal endoscopy seda-
tion in elderly patients, and the incidence of sedation-related adverse reactions, especially haemodynamic events and 
respiratory depression, is lower. When RT is used, the number of supplemental doses after successful induction may 
increase slightly.

Trial registration:  Chictr.​org.​cn ChiCTR2000040498. Retrospectively registered (date of registration: December 1, 
2020).

Keywords:  Remimazolam, Propofol, Gastrointestinal endoscopy
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informed consent was obtained from all patients or their 
families following the CONSORT guidelines.

Participants
A total of 82 patients who were scheduled for gastroin-
testinal endoscopy from January 1, 2021 to August 31, 
2021 were selected. The patients were aged ≥65 years, 
with no restrictions regarding their sex. They were clas-
sified as ASA grade I-II and had a body mass index (BMI) 
of 18.0 to 30.0 kg/m2. Exclusion criteria included patients 
with contraindications for gastrointestinal endoscopy; 
severely difficult airways; apnoea syndrome; hyperten-
sion that was not satisfactorily controlled; abnormal liver 
or kidney function; history of opioid or other analgesic 
abuse; contraindications to benzodiazepines, opioids and 
propofol; and changes in endoscopic procedures due to 
gastrointestinal bleeding, gastrointestinal perforation, 
etc.

Randomization
All eligible patients were randomly divided, using an 
Excel table, into one of two drug groups, a RT group and 
a propofol group, at a ratio of 1:1 by a medical worker not 
involved in the study. A single-blind design was employed 
because the colour, character and dosage forms of the 
two groups were different. Before the sedatives were 
administered, anaesthesiologists who were not involved 
in the study opened sealed envelopes to learn about the 
grouping situation. The study participants, postanaesthe-
sia care unit (PACU) nurses, data statisticians, and out-
come assessors were not aware of the test groupings.

Anaesthesia
Patients who intended to undergo gastrointestinal endos-
copy were instructed to prepare their gastrointestinal 
tract as needed, and the times of fasting and drinking 
were strictly controlled. Before the endoscopic proce-
dures, the anaesthesiologists completed the preoperative 
evaluation and written informed consent forms.

After patients entered the room, ECG, blood pres-
sure and oxygen saturation were monitored routinely, 
and the peripheral veins were opened. The baseline 
heart rate (HR) and mean arterial pressure (MAP) were 
defined as the average HR and MAP of the patients that 
were measured three times before the procedures. HR 
and oxygen saturation were monitored continuously 
during the perioperative period, and MAP was meas-
ured every 2.5 min (MAP was measured separately 1 
min after induction). The entire anaesthesia process 
was performed by anaesthesiologists who were not 
involved in this study. In the RT group, total intrave-
nous anaesthesia was induced with alfentanil 5 μg/
kg and RT 0.15 mg/kg (slow intravenous injection, 

completed in 30 s), both according to the real body 
weight. In the propofol group, anaesthesia was induced 
with alfentanil 5 μg/kg and propofol 1.5 mg/kg (slow 
intravenous injection, completed in 30 s). During the 
entire gastrointestinal endoscopic procedure, sedation 
levels were assessed using the modified observational 
alertness/sedation assessment (MOAA/S) score by the 
anaesthesiologists every 30 s from 1 min to 3 min, then 
every 1 min, until three consecutive MOAA/S scores 
of 5 points [23]. When patients lost consciousness 
(MOAA/S score ≤ 1) [24], gastrointestinal endoscopy 
began [25]. If the MOAA/S scores were > 1 or physical 
movements occurred, up to a maximum of five supple-
mental doses administered as IV boluses (RT 0.05 mg/
kg or propofol 0.5 mg/kg) were permitted after 1 min at 
the end of the initial dose [23, 25]. During the induc-
tion process, once the number of supplemental doses 
was more than 5, it was determined to be a failure of 
sedation, and sedative rescue medication (propofol) 
was administered. The occurrence of injection pain, the 
time to LOC (MOAA/S score ≤ 1) (defined as the time 
from the end of the sedative administration to loss of 
consciousness), the success rate of one-dose sedation, 
and the success rate of sedation were recorded.

During the procedure, once MOAA/S scores > 1 or 
physical movements occurred, supplemental RT 0.05 mg/
kg or propofol 0.5 mg/kg doses were administered. After 
successful induction, the number of supplemental doses 
during the procedure was also recorded. Alfentanil 2 μg/
kg was added for additional analgesia by the anaesthe-
siologists depending on the duration of the endoscopic 
procedures. Haemodynamic events and respiratory 
depression were recorded during the entire operation.

Patients were transferred to the PACU immediately 
after the procedure. The recovery time (the time from 
the last sedative administration to the awakening of the 
patients), the visual analogue scale (VAS) score at rest 
and remedial analgesics and sedative-related adverse 
reactions were recorded by the PACU nurses. Two hours 
after the procedure, patients were allowed to be dis-
charged if they had postanaesthetic discharge scores ≥9.

Respiratory depression was defined as a respira-
tory rate < 8 times per min and/or blood oxygen satura-
tion < 90%. Once respiratory depression occurred, mask 
pressurization was immediately initiated to assist ventila-
tion, and tracheal intubation was performed if necessary. 
Haemodynamic events were defined as an intraopera-
tive decrease in MAP and/or HR greater than 20% of the 
baseline value or systolic blood pressure ≤ 80 mmHg. 
When haemodynamic events occurred, fluid therapy was 
administered immediately (rapid intravenous infusion 
of normal saline 200 ml). If the effect of fluid resuscita-
tion was not good, vasoactive medication was selected 
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(ephedrine 6 mg or phenylephrine 40 μg IV, depending on 
the HR).

The patients’ satisfaction was assessed according to 
whether they were aware of the procedure, whether 
they experienced dizziness, nausea or vomiting after the 
procedure or other factors. The physician’s satisfaction 
was evaluated according to the procedure conditions, 
whether the procedure was interrupted, etc. Full-satisfac-
tion scores for both assessments totalled 10 points, with 
0-3 points defined as unsatisfactory, 4-7 points as rela-
tively satisfactory, and 8-10 points as satisfactory.

Outcomes
The primary outcomes were the differences in the success 
rate of sedation, the time to LOC (MOAA/S score ≤ 1) 
and the recovery time between the RT group and the 
propofol group. Secondary outcomes included differ-
ences between the two groups in terms of injection pain, 
successful sedation in one dose, haemodynamics at 1 
min after induction, haemodynamic events, respiratory 
depression, number of supplemental doses after success-
ful induction, VAS score at rest, use of remedial analge-
sics, sedatives related adverse reactions, patients’ and the 
physician’s satisfaction of the procedure.

Sample size estimation and statistical methods
In a preliminary experiment of six cases per group, we 
found that the success rate of sedation in both groups 
was 100%, so we chose the time to LOC (MOAA/S 
score ≤ 1) as the main reference factor. The time to LOC 
(mean ± standard deviation) was 20.6 ± 2.6 s in the RT 
group and 10.6 ± 2.0 s in the propofol group. Therefore, 
the effect size of the two groups was 0.90. The required 
minimum sample size for each group was 34 (calculated 

by a t test, a 2-sided test, a level of significance of 0.05, 
and a power of 0.95). The total sample size was 82 to 
allow for an approximately 20% dropout rate.

Statistical testing was conducted with SPSS 22.0. 
Categorical variables are presented as absolute num-
bers. Normally distributed data are expressed as the 
mean ± standard deviation ( x ± SD). Normally distrib-
uted data were compared among multiple groups using 
single-factor analysis of variance (ANOVA). Nonnor-
mally distributed data were compared among multiple 
groups using the Kolmogorov–Smirnov test. Grade count 
data were assessed by the χ2 test. A difference in P < 0.05 
was considered statistically significant.

Results
Participants
A total of 82 patients who were scheduled for gastro-
intestinal endoscopy from Jan 2021 to Aug 2021 were 
selected. Two patients in the RT group and three patients 
in the propofol group withdrew for various reasons, and 
data from 77 patients were ultimately analysed, as shown 
in the CONSORT flow diagram (see Fig. 1).

Basic information
The characteristics of the enrolled patients are sum-
marized in Table  1. No significant differences in age, 
sex, height, weight, BMI, ASA classification or medical 
comorbidities (including hypertension, diabetes mellitus, 
coronary heart disease, chronic obstructive pulmonary 
disease and history of surgery) were noted between the 
RT group and the propofol group (P > 0.05) (see Table 1).

Fig. 1  Patient recruitment, randomization and withdrawal. Five of the 82 patients withdrew for various reasons, and 39 patients from the RT group 
and 38 patients from the propofol group were eventually included in the final analysis
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Information on gastroenteroscopy and anaesthesia
Information concerning gastroenteroscopy and anaes-
thesia is listed in Table 2. No significant differences in 
the duration of gastroenteroscopy, procedure category, 
infusion volume, or alfentanil consumption were noted 
between the two groups (P > 0.05) (see Table 2).

Sedative effects
Information on sedative effects between the two groups 
is shown in Table 3. The success rate of sedation in both 
groups was 100%. No significant differences in terms of 
successful sedation in one dose and recovery time were 
noted between the two groups (P > 0.05) (see Table  3). 
The time to LOC (MOAA/S score ≤ 1) was longer in 
the RT group than in the propofol group (20.7 ± 6.1 vs. 
13.2 ± 5.2, P < 0.001) (see Table  3). The number of sup-
plemental doses after successful induction seemed to 
be greater during procedures in the RT group than 
during those in the propofol group (4/9/11/13/1/1 vs. 
8/4/18/6/2/0, P = 0.014) (see Table 3).

Sedation‑related side effects
All sedation-related side effects of the two groups are 
listed in Table  4. No significant differences in terms of 
MAP or HR pre-operation, PONV, dizziness or head-
ache were noted between the two groups (P > 0.05) (see 
Table 4). Injection pain was reduced in the RT group com-
pared with the propofol group (0/39 vs. 5/38, P = 0.025) 
(see Table  4). Compared with those in the propofol 
group, higher MAP and HR values were observed 1 min 
after induction in the RT group ((72.1 ± 4.9 vs. 68.0 ± 4.1, 
P < 0.001), (58.6 ± 3.8 vs. 56.3 ± 3.9, P = 0.026), respec-
tively). Both the incidence of haemodynamic events 
and respiratory depression of patients were lower in the 
RT group than in the propofol group ((6/39 vs. 17/38, 

Table 1  Characteristics of the patients enrolled (N = 77)

Data are expressed as the frequencies or means ± SDs, as appropriate

BMI Body mass index, ASA American Society of Anaesthesiologists, CHD 
Coronary heart disease, COPD Chronic obstructive pulmonary disease

RT group (N = 39) Propofol 
group 
(N = 38)

P value

Age (years) 70.4 ± 3.9 69.1 ± 4.0 0.185

Sex (male/female) 25/14 22/16 0.373

Height (cm) 164.3 ± 7.5 163.0 ± 8.1 0.459

Weight (kg) 62.3 ± 9.5 61.3 ± 11.1 0.678

BMI (kg/m2) 23.0 ± 3.0 23.0 ± 3.4 0.958

ASA classification (grade I/II) 7/32 7/31 0.595

Medical comorbidities

  Hypertension (N.) 16 16 0.554

  Diabetes mellitus (N.) 4 5 0.483

  CHD (N.) 5 4 0.483

  COPD (N.) 6 4 0.385

  History of surgery (N.) 21 17 0.284

Table 2  Information on gastroenteroscopy and anaesthesia (N = 77)

Data are expressed as the frequencies or means ± SDs, as appropriate

RT group (N = 39) Propofol group (N = 38) P value

Duration of gastroenteroscopy (min) 17.3 ± 8.2 17.5 ± 6.8 0.911

Procedure category (N.)

  (Gastroscopy/Colonoscopy/Gastrointestinal endoscopy) 5/11/23 7/7/24 0.540

Infusion volume (ml) 225.8 ± 75.2 245.0 ± 71.0 0.256

Alfentanil consumption (μg) 329.9 ± 61.9 324.5 ± 85.4 0.751

Table 3  Comparison of sedative effects between the two groups (N = 77)

Data are expressed as the frequencies or means ± SDs, as appropriate

LOC = loss of consciousness
a  Patients with different numbers of supplemental doses during gastroenteroscopy were counted in both groups

* P<0.05 compared to the Propofol group

RT group (N = 39) Propofol group (N = 38) P value

Time to LOC (MOAA/S score ≤ 1)(s) 20.7 ± 6.1* 13.2 ± 5.2 < 0.001
Successful sedation in one dose (N.) 35 36 0.350

Number of supplemental doses after successful induction 
(0/1/2/3/4/5) a

4/9/11/13/1/1* 8/4/18/6/2/0 0.014

Recovery time (min) 12.3 ± 3.2 12.9 ± 4.2 0.495
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P = 0.005), (2/39 vs. 9/38, P = 0.026), respectively)). There 
was no postoperative agitation, postoperative delirium or 
skin pruritus in the two groups.

Pain assessment, remedial analgesics and patients’ 
satisfaction and physician’s satisfaction of the procedure
The VAS score at rest, remedial analgesics and patients’ 
satisfaction and physician’s satisfaction of the procedure 
are listed in Table 5. No significant differences in terms of 
VAS score at rest, remedial analgesics or patients’ satis-
faction and physician’s satisfaction of the procedure were 
noted between the two groups (P > 0.05) (see Table 2).

Discussion
The purpose of this study was to compare the sedative 
effect of RT and propofol used for gastrointestinal endos-
copy in elderly patients. In our study, we found that RT 
had a slower onset of sedation in elderly individuals, but 
the incidence of related side effects was lower, especially 
the incidence of haemodynamic events and respiratory 
depression. There was no significant difference in the 
recovery time between the two groups. In addition, the 
number of supplemental doses after successful induction 
may have increased slightly during the procedure in the 
RT group.

Remimazolam is a new type of water-soluble ultra-
short-acting anaesthetic sedative. It is hydrolysed and 
metabolized by nonspecific tissue esterases. By binding 

to the GABA(A) receptor, the opening frequency and 
permeability of the chloride ion channel of the nerve cell 
membrane are increased, allowing chloride ions to enter 
the cell under the condition of a concentration gradi-
ent, leading to an increase in the intracellular membrane 
potential, hyperpolarization and decreased excitabil-
ity, which inhibits the electrical activity of neurons and 
produces a sedative effect [26]. Due to its special methyl 
propionate side chain mechanism, remimazolam showed 
a high clearance (1.15 ± 0.12 l/min, mean ± SD), a small 
steady-state volume of distribution (35.4 ± 4.2 l) and a 
short terminal half-life (70 ± 10 min) [20]. As a new type 
of benzodiazepine, the sedative effect of remimazolam 
can be quickly reversed by its antagonist flumazenil 
[10]. Based on reported clinical trials, remimazolam has 
demonstrated its effectiveness and safety with promis-
ing properties, including a rapid onset, a short duration 
of action, a predictable and consistent recovery pro-
file, and metabolism almost unaffected by liver or renal 
function, with no or minimal cardiorespiratory depres-
sion and availability with a reversal drug [17]. Moreover, 
remimazolam does not prolong cardiac repolarization 
[27]. Compared to remimazolam, RT has a similar phar-
macokinetics and pharmacodynamics [21–23]. All these 
advantages guarantee the application of RT for sedation 
during endoscopic procedures in elderly individuals. 
Referring to the drug instructions and relevant litera-
ture, as well as considering the particularity of the elderly 
population, a lower dose of RT (initial dose of 0.15 mg/
kg, supplemental doses of 0.05 mg/kg as needed) was 
selected, and its safety and effectiveness were confirmed 
by our preliminary experiments [19].

Chen SH et  al. [23] confirmed that the sedation suc-
cess rate of the RT group was 97.35%, while our inves-
tigation revealed that the rate of sedation success of RT 
was 100% in preliminary experiments and performed tri-
als, which may be related to two reasons. First, the object 
of our study was the elderly population over 65 years old. 
Compared with young adults, elderly adults may have 

Table 4  Comparison of sedation-related side effects between 
the two groups (N = 77)

Data are expressed as the frequencies or means ± SDs, as appropriate

MAP Mean arterial pressure, HR Heart rate, PONV Postoperative nausea and 
vomiting

* P<0.05 compared to the Propofol group

RT group (N = 39) Propofol 
group 
(N = 38)

P value

Injection pain (N.) 0* 5 0.025
Haemodynamics

  Preoperation

    Baseline MAP 
(mmHg)

79.0 ± 4.4 79.5 ± 4.2 0.652

    Baseline HR (bpm) 65.5 ± 4.2 67.0 ± 4.1 0.118

  One minute after induction

    MAP (mmHg) 72.1 ± 4.9* 68.0 ± 4.1 < 0.001
    HR (bpm) 58.6 ± 3.8* 56.3 ± 3.9 0.026
Haemodynamic events 
(N.)

6* 17 0.005

Respiratory depression (N.) 2* 9 0.026
PONV (N.) 10 8 0.419

Dizziness/headache (N.) 11 14 0.286

Table 5  Comparison of postoperative pain assessment, remedial 
analgesics and patients’ satisfaction and physician’s satisfaction of 
the procedure between the two groups (N = 77)

Data are expressed as the frequencies or means ± SDs, as appropriate

VAS Visual Analogue Scale

RT group (N = 39) Propofol 
group 
(N = 38)

P value

VAS score at rest 1.2 ± 1.0 1.3 ± 1.1 0.583

Remedial analgesics (N.) 1 2 0.490

Patients’ satisfaction 8.2 ± 0.6 8.0 ± 0.6 0.323

Physician’s satisfaction 8.0 ± 0.9 8.1 ± 0.8 0.445
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less demand for sedatives, and the success rate of seda-
tion will be higher. Second, compared with the previous 
trial using a fixed dose of RT (initial dose of 5.0 mg, with 
supplemental doses of 2.5 mg as needed), we used indi-
vidualized medication based on weight (initial dose of 
0.15 mg/kg, supplemental doses of 0.05 mg/kg as needed), 
which was more in line with the standard of individual-
ized medication.

Propofol is an intravenous hypnotic that is widely used 
for endoscopic procedural sedation. Phillips et  al. [28] 
found that the median (interquartile range) propofol 
dose in the group aged > 65 years was 1.8 (1.4-2.2) mg/
kg, that is, above the recommended dose, in compari-
son to 2.2 (1.9-2.5) mg/kg in younger patients. Therefore, 
in this study, a reduced dose of propofol (initial dose of 
1.5 mg/kg, supplemental doses of 0.5 mg/kg as needed) 
was selected, and its sedative effect were also confirmed 
by our preliminary experiments. The ranges of published 
noncompartmental PK parameters for adults after propo-
fol infusion are a half-life of fast distribution of 1.33–
4.6 min, a half-life of slow distribution of 27–69.3 min, 
a half-life of elimination of 116–834 min, a mean resi-
dence time of 102–174 min, and a total blood clearance 
of 1.78–2.28 L/min, which may explain why the propo-
fol group has a faster onset time [29]. Similar to that in 
other studies, the time to LOC (MOAA/S score ≤ 1) was 
longer in the RT group than in the propofol group. The 
onset time of sedation in this study was relatively fast, 
which may be related to the dosage and method of drug 
administration. In our study, the success rate of one-dose 
sedation induced by RT was significantly higher than that 
in other trials, mainly because we chose the induction 
dose according to a body weight of 0.15 mg/kg (signifi-
cantly higher than the fixed dose of 5 mg in some cases). 
Since RT was mainly metabolized by nonspecific tissue 
esterases and had a shorter half-life, we found that the 
number of supplemental doses after successful induction 
seemed to be greater during procedures in the RT group 
than during those in the propofol group.

Propofol is almost an ideal IV anaesthetic agent, but 
the overall risk of pain from propofol injection alone 
is approximately 60% [30]. Pain on propofol injec-
tion (POPI) is the seventh most important problem in 
the current practise of clinical anaesthesia and may be 
related to skin, mucous membrane and vascular involve-
ment [31]. Unlike propofol, RT is not a phenol and there-
fore poses less irritation to tissues. Similar to the results 
of another study, no injection pain was found in the RT 
group [23]. The main adverse reaction of propofol is 
dose-related cardiopulmonary depression. In the prelimi-
nary experiment, we found that patients in the RT group 
had higher EEG bispectrum monitoring values among 
the successfully sedated patients, suggesting that the 

depth of sedation in the propofol group was deeper than 
that in the RT group. The deeper the sedation depth, the 
more obvious cardiopulmonary fluctuations were often 
predicted. On the other hand, Win et al. [32] found that 
propofol enhances the dominance of parasympathetic 
activity, which was associated with decreased HR and 
arterial blood pressure (BP). Midazolam enhances the 
dominance of sympathetic activity, which is associated 
with increased HR and decreased BP. RT, similar to mida-
zolam, may also have an effect on sympathetic activity, 
leading to lower cardiopulmonary depression.

In a previous study, RT (5.75 min) showed a faster 
recovery from sedation than propofol (6.71 min) [23]. 
However, we found that the recovery time of the two 
groups of patients was significantly prolonged, and we 
did not find that RT yielded a faster recovery from seda-
tion than propofol. The main reason for the above phe-
nomenon may be related to the elderly population in this 
study. The drug metabolism time of elderly patients is 
relatively prolonged, the recovery time increases accord-
ingly, and lower doses can be considered [16].

Our study has some limitations. First, the sedation 
target (MOAA/S score ≤ 1) was relatively deep, and the 
dose of propofol selected might have been slightly larger 
for elderly patients, which may have led to excessive 
sedation and an increase in the incidence of sedative-
related adverse events. Second, the node of this study was 
2 hours after the procedure, and there was no follow-up 
for the occurrence of related adverse events in the 3 days 
after the procedure, which might have led to differences 
in the results. Third, this investigation mainly focused 
on the clinical control of pharmacodynamics without 
relevant pharmacokinetic inspections. Fourth, we did 
not use EEG bispectrum to monitor and compare the 
depth of sedation throughout the whole process, which 
may lead to differences in the depth of sedation affect-
ing the results of the study. Fifth, this was a single-centre, 
randomized, prospective study, and further large-sam-
ple, multicentre studies are still needed to confirm this 
conclusion.

Conclusions
Compared with propofol, RT can be safely and effec-
tively used for gastrointestinal endoscopy sedation in 
elderly patients, and the incidence of sedation-related 
adverse reactions, especially haemodynamic events and 
respiratory depression, is lower. When RT is used, the 
number of supplemental doses after successful induc-
tion may increase slightly.

Acknowledgements
Not applicable.



Page 8 of 9Guo et al. BMC Anesthesiology          (2022) 22:180 

Authors’ contributions
Jian Guo contributed to study design, drafting of manuscript. Yitao Qian 
contributed to study design and data collection. Xiaojin Zhang contributed 
to data collection and analysis. Shuangjian Han and Qinye Shi contributed to 
data collection, and follow-up. Jianhong Xu contributed to the study design, 
data analysis and interpretation, and revised the manuscript. All authors have 
read and approval the final manuscript.

Funding
This work has been funded by Zhejiang province medical union medical sup-
port and to help the public foundation.

Availability of data and materials
The datasets generated and/or analysed during the current study are not 
publicly available due to institutional restrictions but are available from the 
corresponding author on reasonable request. The email address of the cor-
responding author is 11970​58@​zju.​edu.​cn.

Declarations

Consent to publication
Not applicable.

Ethics approval and consent to participate
The study has been approved by the Ethics Committee of the Fourth Affiliated 
Hospital Zhejiang University School of Medicine (approval number: K2020067), 
and written informed consent was obtained from patients and their families 
prior to data collection or study intervention. This study adhered to the CON-
SORT guidelines, and all methods were performed in accordance with the 
relevant guidelines and regulations (for example- Declarations of Helsinki).

Competing interests
The authors declare that they have no competing interests.

Author details
1 Department of Anaesthesiology, The Fourth Affiliated Hospital, Zhejiang 
University, School of Medicine, Yiwu 322000, Zhejiang, China. 2 Department 
of Obstetrics, The Fourth Affiliated Hospital, Zhejiang University, School 
of Medicine, Yiwu 322000, Zhejiang, China. 

Received: 12 January 2022   Accepted: 23 May 2022

References
	1.	 Travis AC, Pievsky D, Saltzman JR. Endoscopy in the elderly. Am J Gas-

troenterol. 2012;107(10):1495–501 quiz 4, 502.
	2.	 Mönkemüller K, Fry LC, Malfertheiner P, Schuckardt W. Gastrointestinal 

endoscopy in the elderly: current issues. Best Pract Res Clin Gastroen-
terol. 2009;23(6):821–7.

	3.	 Razavi F, Gross S, Katz S. Endoscopy in the elderly: risks, benefits, 
and yield of common endoscopic procedures. Clin Geriatr Med. 
2014;30(1):133–47.

	4.	 Sacchetti A, Senula G, Strickland J, Dubin R. Procedural sedation in the 
community emergency department: initial results of the ProSCED regis-
try. Acad Emerg Med. 2007;14(1):41–6.

	5.	 Miller MA, Levy P, Patel MM. Procedural sedation and analgesia in the 
emergency department: what are the risks? Emerg Med Clin North Am. 
2005;23(2):551–72.

	6.	 Heuss LT, Schnieper P, Drewe J, Pflimlin E, Beglinger C. Conscious seda-
tion with propofol in elderly patients: a prospective evaluation. Aliment 
Pharmacol Ther. 2003;17(12):1493–501.

	7.	 Finkelmeier F, Tal A, Ajouaou M, Filmann N, Zeuzem S, Waidmann O, 
et al. ERCP in elderly patients: increased risk of sedation adverse events 
but low frequency of post-ERCP pancreatitis. Gastrointest Endosc. 
2015;82(6):1051–9.

	8.	 Rogers WK, McDowell TS. Remimazolam, a short-acting GABA(A) receptor 
agonist for intravenous sedation and/or anesthesia in day-case surgical 
and non-surgical procedures. IDrugs. 2010;13(12):929–37.

	9.	 Antonik LJ, Goldwater DR, Kilpatrick GJ, Tilbrook GS, Borkett KM. A 
placebo- and midazolam-controlled phase I single ascending-dose study 
evaluating the safety, pharmacokinetics, and pharmacodynamics of remi-
mazolam (CNS 7056): Part I. Safety, efficacy, and basic pharmacokinetics. 
Anesth Analg. 2012;115(2):274–83.

	10.	 Worthington MT, Antonik LJ, Goldwater DR, Lees JP, Wilhelm-Ogunbiyi 
K, Borkett KM, et al. A phase Ib, dose-finding study of multiple doses of 
remimazolam (CNS 7056) in volunteers undergoing colonoscopy. Anesth 
Analg. 2013;117(5):1093–100.

	11.	 Borkett KM, Riff DS, Schwartz HI, Winkle PJ, Pambianco DJ, Lees JP, et al. A 
Phase IIa, randomized, double-blind study of remimazolam (CNS 7056) 
versus midazolam for sedation in upper gastrointestinal endoscopy. 
Anesth Analg. 2015;120(4):771–80.

	12.	 Pambianco DJ, Borkett KM, Riff DS, Winkle PJ, Schwartz HI, Melson TI, et al. 
A phase IIb study comparing the safety and efficacy of remimazolam and 
midazolam in patients undergoing colonoscopy. Gastrointest Endosc. 
2016;83(5):984–92.

	13.	 Rex DK, Bhandari R, Desta T, DeMicco MP, Schaeffer C, Etzkorn K, et al. A 
phase III study evaluating the efficacy and safety of remimazolam (CNS 
7056) compared with placebo and midazolam in patients undergoing 
colonoscopy. Gastrointest Endosc. 2018;88(3):427–37 e6.

	14.	 Doi M, Hirata N, Suzuki T, Morisaki H, Morimatsu H, Sakamoto A. Safety 
and efficacy of remimazolam in induction and maintenance of general 
anesthesia in high-risk surgical patients (ASA Class III): results of a mul-
ticenter, randomized, double-blind, parallel-group comparative trial. J 
Anesth. 2020;34(4):491–501.

	15.	 Doi M, Morita K, Takeda J, Sakamoto A, Yamakage M, Suzuki T. Efficacy 
and safety of remimazolam versus propofol for general anesthesia: a 
multicenter, single-blind, randomized, parallel-group, phase IIb/III trial. J 
Anesth. 2020;34(4):543–53.

	16.	 Zhou J, Leonowens C, Ivaturi VD, Lohmer LL, Curd L, Ossig J, et al. Popula-
tion pharmacokinetic/pharmacodynamic modeling for remimazolam in 
the induction and maintenance of general anesthesia in healthy subjects 
and in surgical subjects. J Clin Anesth. 2020;66:109899.

	17.	 Chen W, Chen S, Huang Y. Induction and maintenance of procedural 
sedation in adults: focus on remimazolam injection. Expert Rev Clin 
Pharmacol. 2021:1–16.

	18.	 Rex DK, Bhandari R, Lorch DG, Meyers M, Schippers F, Bernstein D. Safety 
and efficacy of remimazolam in high risk colonoscopy: A randomized 
trial. Dig Liver Dis. 2021;53(1):94–101.

	19.	 Dai G, Pei L, Duan F, Liao M, Zhang Y, Zhu M, et al. Safety and efficacy of 
remimazolam compared with propofol in induction of general anesthe-
sia. Minerva Anestesiol. 2021;87(10):1073–9.

	20.	 Schuttler J, Eisenried A, Lerch M, Fechner J, Jeleazcov C, Ihmsen H. Phar-
macokinetics and Pharmacodynamics of Remimazolam (CNS 7056) after 
Continuous Infusion in Healthy Male Volunteers: Part I. Pharmacokinetics 
and Clinical Pharmacodynamics. Anesthesiology. 2020;132(4):636–51.

	21.	 Zhou Y, Hu P, Huang Y, Nuoer S, Song K, Wang H, et al. Population Phar-
macokinetic/Pharmacodynamic Model-Guided Dosing Optimization of 
a Novel Sedative HR7056 in Chinese Healthy Subjects. Front Pharmacol. 
2018;9:1316.

	22.	 Chen S, Wang J, Xu X, Huang Y, Xue S, Wu A, et al. The efficacy and 
safety of remimazolam tosylate versus propofol in patients undergoing 
colonoscopy: a multicentered, randomized, positive-controlled, phase III 
clinical trial. Am J Transl Res. 2020;12(8):4594–603.

	23.	 Chen SH, Yuan TM, Zhang J, Bai H, Tian M, Pan CX, et al. Remimazolam 
tosilate in upper gastrointestinal endoscopy: A multicenter, randomized, 
non-inferiority, phase III trial. J Gastroenterol Hepatol. 2021;36(2):474–81.

	24.	 Ki S, Cho Y, Choi Y, Lim S, Kim M, Lee J. Effect of chemotherapy on effect-
site concentration of propofol for loss of consciousness in patients with 
colorectal cancer. Korean J Anesthesiol. 2022;75(2):160–7.

	25.	 Chen M, Lu Y, Liu H, Fu Q, Li J, Wu J, et al. The propofol-sparing effect 
of intravenous lidocaine in elderly patients undergoing colonoscopy: 
a randomized, double-blinded, controlled study. BMC Anesthesiol. 
2020;20(1):132.

	26.	 Jacob TC, Moss SJ, Jurd R. GABA(A) receptor trafficking and its role in 
the dynamic modulation of neuronal inhibition. Nat Rev Neurosci. 
2008;9(5):331–43.

	27.	 Kleiman RB, Darpo B, Thorn M, Stoehr T, Schippers F. Potential strategy 
for assessing QT/QTc interval for drugs that produce rapid changes 
in heart rate: Electrocardiographic assessment of the effects of 

1197058@zju.edu.cn


Page 9 of 9Guo et al. BMC Anesthesiology          (2022) 22:180 	

•
 
fast, convenient online submission

 •
  

thorough peer review by experienced researchers in your field

• 
 
rapid publication on acceptance

• 
 
support for research data, including large and complex data types

•
  

gold Open Access which fosters wider collaboration and increased citations 

 
maximum visibility for your research: over 100M website views per year •

  At BMC, research is always in progress.

Learn more biomedcentral.com/submissions

Ready to submit your researchReady to submit your research  ?  Choose BMC and benefit from: ?  Choose BMC and benefit from: 

intravenous remimazolam on cardiac repolarization. Br J Clin Pharmacol. 
2020;86(8):1600–9.

	28.	 Phillips AT, Deiner S, Mo Lin H, Andreopoulos E, Silverstein J, Levin MA. 
Propofol Use in the Elderly Population: Prevalence of Overdose and 
Association With 30-Day Mortality. Clin Ther. 2015;37(12):2676–85.

	29.	 Sahinovic MM, Struys M, Absalom AR. Clinical Pharmacokinetics and Phar-
macodynamics of Propofol. Clin Pharmacokinet. 2018;57(12):1539–58.

	30.	 Jalota L, Kalira V, George E, Shi YY, Hornuss C, Radke O, et al. Prevention of 
pain on injection of propofol: systematic review and meta-analysis. BMJ. 
2011;342:d1110.

	31.	 Desousa KA. Pain on propofol injection: Causes and remedies. Indian 
journal of pharmacology. 2016;48(6):617–23.

	32.	 Win NN, Fukayama H, Kohase H, Umino M. The different effects of intrave-
nous propofol and midazolam sedation on hemodynamic and heart rate 
variability. Anesth Analg. 2005;101(1):97–102 table of contents.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.


	Remimazolam tosilate compared with propofol for gastrointestinal endoscopy in elderly patients: a prospective, randomized and controlled study
	Abstract 
	Background: 
	Methods: 
	Results: 
	Conclusions: 
	Trial registration: 

	Background
	Methods
	Study design
	Participants
	Randomization
	Anaesthesia
	Outcomes
	Sample size estimation and statistical methods

	Results
	Participants
	Basic information
	Information on gastroenteroscopy and anaesthesia
	Sedative effects
	Sedation-related side effects
	Pain assessment, remedial analgesics and patients’ satisfaction and physician’s satisfaction of the procedure

	Discussion
	Conclusions
	Acknowledgements
	References


