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Correspondence 

Propofol, seizure and 
antidepressants 
To the Editor: 
Dr. J.C. Bevan's editorial entitled "Propofol-related con- 
vulsions" raised concerns regarding propofors epilepto- 
genic properties. ~ Of particular interest was the review 
of excitatory neurological events following propofol anaes- 
thesia which indicated 46% (17/37) of patients received 
additional proconvulsant drugs. Here we describe a case 
of seizure associated with propofol in a patient receiving 
maprotoline and lithium. Until the mechanisms under- 
lying propofol-induced neuroexcitation are understood, it 
would seem prudent to avoid using propofol in patients 
taking drugs that significantly lower the seizure threshold. 

A 37-yr-old, 89-kg man was admitted for lumbar mi- 
crodiscectomy for treatment of a herniated disc. He had 
a ten-year history of a bipolar mood disorder which was 
treated with maprotoline 200 mg qhs and lithium 300 
mg od. His lithium therapy was monitored at a peripheral 
clinic and recent blood concentrations were reported to 
be within the therapeutic range. Anaesthesia was induced 
with fentanyl (100 ~tg), d-tubocurarine (4.5 mg), and pro- 
pofol (200 mg). Shortly after injection of the propofol, 
the patient complained of a burning sensation in his face. 
He then became rigid, his back and neck extended and 
his eyes deviated upward. After 15 sec, rhythmic twitch- 
ing developed in his eyes, arms and hands. The apparent 
seizure continued for approximately 60 secs until suc- 
cinylcholine, 120 mg, was administered and his trachea 
was intubated. After several minutes, the patient regained 
consciousness and the trachea was extubated. Surgery 
was cancelled and he was transferred to the Postoperative 
Care Unit for further observation. 

An electroencephalogram (EEG) performed two hours 
later revealed generalized slowing with a 9-10 Hz alpha 
rhythm intermixed with them and low voltage beta 
rhythm. Some sharp waves, suggestive of a possible ir- 
ritable focus occurred from the left fronto-temporal re- 
gion. No spike-slow waves, indicative of epileptiform ac- 
tivity, were observed. An enhanced CT scan of the brain 
detected no structural abnormalities. The patient was dis- 
charged home to await his surgery. An EEG performed 
two weeks later demonstrated a well-organized alpha 
rhythm with some intermittent theta activity but none 
of the focal features that were evident in the previous 
record. 

Maprotoline (Ludiomil) is a tetracyclic antidepressant 
which initially gained popularity because of its rapid 
onset, equal efficacy with tricyclics and a lower incidence 
of side effects. 2'3 However, subsequent reports revealed 
that maprotoline was associated with a disproportionately 
large number of convulsions. 4 The incidence of seizures 
was reported to be as high as 15.6% and was strongly 
related to dosage. The maximum recommended daily 
dose for outpatients is 150 mg" day -1. Lithium, a drug 
which alters neuronal second messenger systems and ef- 
fects the metabolism of biogenic amines, as well as ma- 
protiline, may have predisposed the patient to seizure. 5 
As in most cases, it is not known if the tonic-clonic move- 
ments that we observed were a direct effect of propofol 
or resulted from an interaction between propofol and the 
antidepressant medication. Should surgery be cancelled 
and neurological investigation undertaken for patients 
who develop severe excitatory events following propofol? 
The question is presented for debate. 

The full clinical spectrum of propofol-related neuroex- 
citatory events will only be clarified with continued re- 
porting. Meanwhile, we suggest that propofol be used 
with caution in patients taking tetracyclic compounds and 
other antidepressant medications. 
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