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Postoperative nausea and vomiting (PONV) are
two of the most common and unpleasant side effects
following anesthesia and surgery. In the United States,
more than 71 million inpatient and outpatient opera-
tive procedures are performed each year.1 Untreated,
PONV occurs in 20% to 30% of the general surgical
population and in up to 70% to 80% of high-risk
surgical patients.2–4 The adverse effects of PONV
range from patient-related distress to morbidity.
PONV associated with ambulatory surgery increases
health care costs due to unanticipated hospital admis-
sion, and accounts for 0.1% to 0.2% of these unantici-
pated admissions, which is significant in the United
States where more than 31 million patients undergo
ambulatory surgery each year.1,5–7 It is estimated that
an episode of vomiting prolongs post-anesthesia care
unit (PACU) stay by about 30 min.8 The estimated cost
of PONV to a busy ambulatory surgical unit was
estimated to range from $0.25 million to $1.5 million
per year in lost surgical revenue.9 The results of
several studies suggest that patients not only rank the
absence of PONV as being important,10 but also rank
it more important than an earlier discharge from an
ambulatory surgical unit.11 In one survey, patients
were willing to pay up to US$100, at their own
expense, for a completely effective antiemetic.12

The first PONV consensus guidelines were pub-
lished in Anesthesia & Analgesia in 2003.13 The current
guidelines are developed under the auspices of The
Society of Ambulatory Anesthesia (SAMBA).14 The
panel reviewed new literature since the previous
consensus guidelines on PONV published in 2003.

GOALS OF GUIDELINES
The panel defined the following goals for the

guidelines: 1) identify the primary risk factors for
PONV in adults and POV in children; 2) establish
factors that reduce the baseline risks for PONV; 3)
determine the most effective antiemetic monothera-
pies and combination therapy regimens for
PONV/POV prophylaxis, including pharmacologic
and nonpharmacologic approaches; 4) ascertain the
optimal approach to treatment of PONV with or
without PONV prophylaxis; 5) determine the optimal
dosing and timing of antiemetic prophylaxis; 6) evalu-
ate the cost-effectiveness of various PONV manage-
ment strategies using incremental cost-effectiveness

ratio (cost of treatment A - cost of treatment
B)/(success of treatment A - success of treatment B);
and 7) create an algorithm to identify individuals at
increased risk for PONV and to suggest effective
treatment strategies.

STRENGTH OF EVIDENCE
A variety of grading systems has been proposed to

document the strength of evidence of randomized and
observational studies supporting a treatment. The
panel decided not to grade the included literature but
to base its recommendation exclusively on valid stud-
ies with a minimal risk of bias. Thus, recommenda-
tions would only be made if they were supported by
randomized trials and systematic reviews of random-
ized trials to document efficacy and harm of anti-
emetic interventions, and by nonrandomized studies
using logistic regression to identify risk factors of
PONV.

GUIDELINE 1: IDENTIFY PATIENTS’ RISK FOR PONV
Adults

Prophylaxis is indicated only in those patients
undergoing surgery who are at increased risk for
PONV. To determine which patients are candidates
for prophylaxis, several baseline risk factors that are
independent predictors of PONV have been identi-
fied. The predictors fall into 3 categories: (a) patient-
specific, (b) anesthetic, and (c) surgical; these are listed
in Table 1. The most prevalent patient-specific risk
factors for PONV are female gender, nonsmoking
status, and a history of PONV or motion sick-
ness.3,15–17 Other potential patient-specific risk factors
include migraine, young age, anxiety, and an Ameri-
can Society of Anesthesiologists (ASA) low-risk clas-
sification.18,19 Anesthetic risk factors include use of
general anesthesia with volatile anesthetics, use of
nitrous oxide, and postoperative use of opioids. 3,5–7,18

Patients are at increased risk for PONV during lengthy
procedures performed under general anesthesia with
volatile agents and with increased consumption of
opioids—a response that appears to be dose-
related.2,5,7,17 The association between PONV and type
of surgery is well documented; however, controversy
exists over whether the association is causal. Some
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studies suggest that certain types of surgery are inde-
pendent risk factors for increased PONV,2,15,17,18,20,21

whereas others indicate that the higher incidence rates
are the result of other independent risk factors that
correlate with the type of surgery.3,6,16,19,22 Risk factors
that were previously thought to increase the risk for
PONV but have now been shown to have no associa-
tion include obesity, anxiety, and antagonizing neuro-
muscular block.16,19,21–24 Because single risk factors for
PONV are not sensitive or specific enough to be used
to assess risk for PONV, risk models were developed
to evaluate PONV risk associated with a number of
independent predictors.3,16 One of the risk models is
shown in Figure 1. This simplified model from Apfel
et al. shows that the greater the number of indepen-
dent predictors, the higher the risk for PONV.3 Spe-
cifically, the presence of 1 risk factor correlates with a
20% risk for PONV, and as each subsequent risk factor
is added, risk increases by 20%, resulting in an 80%
risk when all 4 risk factors are present. It should be noted
that risk models estimate PONV risk among patient
groups and cannot be used to accurately predict an
individual patient’s likelihood of having PONV.19

Children
A different set of risk factors is used to determine

the potential for postoperative vomiting (POV) in
children. Eberhart et al. applied a multivariable anal-
ysis to determine POV risk factors in children.25 They
identified 4 independent predictors of POV in chil-
dren: (a) duration of surgery of 30 minutes or longer;
(b) age of 3 years or older; (c) strabismus surgery; and
(d) a positive history of POV in the patient, a parent,
or a sibling. With 1 factor, the POV risk is 10%; the risk
increases to 30% with 2, to 55% with 3, and to 70%
when all 4 risk factors are present. This simplified risk

score is shown in Figure 2. By assessing a patient’s risk
for PONV, clinicians can decide whether to use pro-
phylactic antiemetics during surgery. To determine
whether a patient’s risk is sufficiently high to warrant
the use of antiemetic prophylaxis, the expected inci-
dence (baseline risk) is multiplied by the relative risk
reduction resulting from prophylaxis. Using this cal-
culation, clinicians can determine whether a clinically
meaningful decrease in PONV risk will be achieved.1,26

Exceptions can be made when the risk for vomiting
increases medical risk (i.e., patients with wired jaws or
increased intracranial pressure, those undergoing gastric
or esophageal surgery) or when patients have a strong
preference to avoid PONV.

GUIDELINE 2: REDUCE BASELINE RISK FACTORS
FOR PONV

One way to decrease the incidence of PONV is to
reduce baseline risk factors. The first step is to evalu-
ate whether regional anesthesia can be used instead of
general anesthesia. The incidence of PONV is lower in
both children and adults with regional anesthesia; in
some cases, the incidence is reduced ninefold.17,27

When general anesthesia is necessary, the recommen-
dation is to use propofol for the induction and main-
tenance of anesthesia. This can lower the incidence of
PONV by 19%, especially within the first 6 hours
(number needed to treat [NNT] � 5).2,28 When propo-
fol is combined with air-oxygen (total IV anesthesia
[TIVA]), PONV risk is reduced approximately 25%.2

Avoiding the use of nitrous oxide and volatile anes-
thetics can further reduce the incidence of PONV.
Volatile anesthetics have been identified as the pri-
mary cause of PONV occurring within the first 2
hours.5 When nitrous oxide or volatile anesthetics are

Figure 1. Simplified risk score for
PONV in adults; simplified risk
score data from apfel et al3 to pre-
dict a patient’s risk for PONV.
When 0, 1, 2, 3, or 4 of the depicted
independent predictors are present,
the corresponding risk for PONV is
approximately 10%, 20% 40%, 60%,
or 80%, PONV, postoperative nau-
sea and vomiting.

Figure 2. Simplified risk score for
PONV in children; simplified risk
score data from eberhart et al20 to
predict the risk for POV in children.
When 0, 1, 2, 3, or 4 of the depicted
independent predictors are present,
the corresponding risk for PONV is
approximately 9%, 10% 30%, 55%,
or 70%, POV, postoperative vomit-
ing; PONV, postoperative nausea
and vomiting.
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administered, the incidence of PONV can be as high as
59%.2 With avoidance of the use of nitrous oxide,
PONV risk can be reduced 12%.2,29,30 Minimizing the
use of intra- and postoperative use of opioids further
reduces PONV risk.3,5,7,30 Alternatives to opioids that
may have a morphine-sparing effect in the postopera-
tive period include perioperative nonsteroidal anti-
inflammatory drugs (NSAIDs) and cyclooxygenase-2

(COX-2) inhibitors.31–33 Minimizing the use of neostig-
mine or lowering the dose can also reduce baseline
PONV risk. High-dose neostigmine (�2.5 mg) is asso-
ciated with high rates of PONV; dose reduction cor-
relates with reduced PONV risk.34,35 However, the
administration of supplemental oxygen as a means to
reduce PONV risk is not recommended because sys-
tematic reviews have demonstrated that it has little to

Figure 3. Algorithm for management
of PONV.
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no effect.36,37 Table 2 lists recommended strategies for
reducing baseline risk factors.

GUIDELINE 3: ADMINISTER PONV PROPHYLAXIS BY
USING 1 TO 2 INTERVENTIONS IN ADULTS AT
MODERATE RISK FOR PONV

PONV prophylaxis is not recommended for all
patients undergoing surgical procedures, only those
considered at moderate to high risk. The PONV man-
agement algorithm in Figure 3 outlines the steps to
consider when patient risk and subsequent therapy
are being determined. For individuals at low risk, a
wait-and-see policy is recommended. Adults at mod-
erate risk for PONV should receive combination
therapy with 1 or more prophylactic drugs from
different classes. The recommended doses and timing
of pharmacologic therapies for PONV are given in

Table 3. It should be noted that these recommenda-
tions are evidence-based and that not all the drugs
mentioned have an FDA indication for PONV.

5-HT3–Receptor Antagonists
Four 5-HT3–receptor antagonists have been studied

in the prevention of PONV: ondansetron, dolasetron,
granisetron, and tropisetron. All of these drugs are
most effective when administered at the end of sur-
gery.38–41 Ondansetron, the most widely studied of
the drugs, is recommended at an IV prophylactic dose
of 4 mg. Its antivomiting effects are greater than its
anti-nausea effects, with an NNT of approximately 6
in. the prevention of vomiting and an NNT of approxi-
mately 7 in. the prevention of nausea.42 Dolasetron
also has demonstrated efficacy in preventing PONV
when given at an IV dose of 12.5 mg.39 Granisetron

Figure 4. Risk factors for PONV in
adults.
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provides effective prophylaxis for PONV at an IV dose
range of 0.35 to 1.5 mg, although a systematic review
has brought some of these efficacy data into ques-
tion.43 Tropisetron is administered prophylactically at
an IV dose of 2 mg.44.45 Overall, the 5-HT3-receptor
antagonists are considered equally safe.

Dexamethasone
Dexamethasone, a corticosteroid, is recommended

at an IV prophylactic dose of 4 to 5 mg.46,47 Unlike the
recommended timing for the administration of most of
the other prophylactic agents, which is at the end of
surgery, the recommended timing for the administra-
tion of dexamethasone is at the induction of anesthe-
sia.48 As the large-scale IMPACT trial demonstrated,
the efficacy of 4 mg of IV dexamethasone appears to
be similar to that of 4 mg of IV ondansetron and 1.25
mg of IV droperidol.2

Butyrophenones
Until recently, droperidol was one of the preferred

agents for PONV prophylaxis when given IV at a dose
between 0.625 and 1.25 mg at the end of surgery.49,50

However, a black box warning by the FDA led to a
reduction in the use of this drug because of potential
cardiovascular risks. It should be noted that the doses
of droperidol used for the management of PONV are
very low and not likely to be associated with signifi-
cant cardiovascular events.51,52 In making these rec-
ommendations, the panel registered concern about the
validity of the FDA conclusion and concluded that
droperidol would have been their first choice for
PONV prophylaxis if not for the black box warning.
Studies have shown equal efficacy rates for droperidol
and ondansetron, with an NNT of approximately 5 for
the prevention of nausea and vomiting within 24

Figure 5. Strategies to reduce baseline
risk.

Figure 6. Antiemetic doses and
timing of administration to pre-
vent PONV in adults.
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hours.1,3 When given with patient-controlled analge-
sia (PCA), the NNT of droperidol is approximately
3.48. As an alternative to droperidol, haloperidol
appears to be effective at IM or IV doses much lower
than those used to treat psychiatric disorders, 0.5 to 2
mg, with an NNT of between 4 and 6.49. At higher
doses, haloperidol has been associated with sedation,
cardiac arrhythmias, and extrapyramidal symptoms;
however, in the doses used to prevent PONV, sedation
did not occur, no cardiac arrhythmias were reported,
and only 1 of 806 patients had extrapyramidal symp-
toms with a dose of 4 mg.49 However, because halo-
peridol carries a risk for QTc interval prolongation, it
is not recommended as first-line therapy.

Dimenhydrinate
The antihistamine dimenhydrinate, in a recom-

mended IV dose of 1 mg/kg, has antiemetic efficacy
similar to that of the 5-HT3–receptor antagonists dexa-
methasone and droperidol.53–55 Data on optimal tim-
ing of administration, dose response, and side effects
are lacking for dimenhydrinate.

Transdermal Scopolamine
Transdermal scopolamine, administered as a patch

the evening before a scheduled surgical procedure or
4 hours before the end of anesthesia, has an NNT of
6.56,57 Although useful as adjunctive PONV therapy,
its drawback is a slow onset of effect, which can be 2
to 4 hours.

Combination Therapy
Meta-analyses have demonstrated the superior effi-

cacy of combination therapy compared with mono-
therapy for PONV prophylaxis.58,59 Whenever possible,
it is preferable to optimize efficacy by combining drugs
with different mechanisms of action (Table 4). For ex-
ample, drugs with superior antiemetic activity, like the

5-HT3-receptor antagonists, should be used in combina-
tion with a drug like droperidol, which has greater
anti-nausea efficacy and is protective against headache, a
known side effect of the 5-HT3–receptor antagonists.1

Unfortunately, there is a paucity of data on combination
therapy for PONV. The 5-HT3-receptor antagonists have
successfully been used in combination with dexametha-
sone in 1 trial and with promethazine in another; how-
ever, optimal antiemetic dosing needs to be established
when the drugs are used in combination.60,61Evidence
suggests that when combined with another drug, dexa-
methasone should not be given in IV doses exceeding 10
mg, droperidol should not be given in IV doses exceed-
ing 1 mg, and ondansetron should not be given in doses
exceeding 4 mg; doses of ondansetron can often be much
lower.1

Lack of Evidence of Effect
Drugs that have been proven ineffective for

PONV prophylaxis include metoclopramide (10 mg
IV), ginger root, and cannabinoids (e.g., nabilone,
tetrahydrocannabinol).62– 64 In addition, because of a
paucity of data on promethazine at an IV dose of
12.5 to 25 mg, prochlorperazine at an IV dose of 5 to
10 mg, and ephedrine at an IV dose of 0.5 mg/kg,
these drugs cannot be recommended first-line
therapy.61,65,66 Similarly, not enough data are avail-
able to support recommending hypnosis as a mo-
dality for PONV prophylaxis.

Nonpharmacologic Prophylaxis
In several clinical trials, acupuncture, acupressure,

acupoint stimulation, and transcutaneous electrical
nerve stimulation (TENS) had antiemetic efficacy rates
comparable with that of pharmacologic therapy
(NNT � 5, �6 hours after surgery).67–70 Stimulation of
the P6 acupuncture point was as effective as the
administration of ondansetron in comparisons with

Figure 7. Pharmacologic combination
therapy for adults and children.
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controls (P � 0.006), especially for reducing the inci-
dence of nausea, which was 19% with P6 stimulation,
40% with ondansetron, and 79% with placebo.68

Novel Therapies
Several novel drugs show promise in the preven-

tion and treatment of PONV. These include the opioid
antagonists naloxone, nalmefene, and alvimopan and
the neurokinin-1 (NK1) receptor antagonists CP-
122721, GR205171, and aprepitant. Naloxone, when
given at low doses (0.25 �g/kg per hour), decreased
the incidence of PONV, reduced the need for rescue
medication in adults, and reduced opioid-related side
effects in children.71,72 Nalmefene had similar effects,
reducing opioid-induced nausea and vomiting and
the need for rescue medication in patients receiving
PCA.73 In a placebo-controlled trial, 6 mg of alvimo-
pan effectively reduced nausea and vomiting.74 The
NK1-receptor antagonists also proved effective in pre-
venting PONV.CP-122721, significantly reduced vom-
iting both alone and in combination with ondansetron.75

Compared with placebo, GR205171 had a significant
treatment effect on vomiting (P � 0.01).76 Compared
with ondansetron, 40 mg of oral aprepitant showed
equal efficacy in the prevention of nausea and in
reducing the need for rescue medication (24 hours
postoperatively) and was significantly superior in the
prevention of vomiting (P � 0.001).77

GUIDELINE 4: ADMINISTER PROPHYLACTIC
THERAPY WITH COMBINATION (>2)
INTERVENTIONS/MULTIMODAL THERAPY IN
PATIENTS AT HIGH RISK FOR PONV

Among patients at high risk for PONV, prophylaxis
with combination therapy that includes 2 or more
interventions is recommended (Fig. 3). In this group of
patients, baseline risk factors should be reduced, re-
gional anesthesia should be used whenever possible,

and when general anesthesia is needed, factors that
could increase PONV risk should be minimized or
avoided. Adjunctive therapy including nonpharmaco-
logic approaches should also be considered. The rec-
ommended antiemetics for prophylaxis in adults are
shown in Table 3, and those recommended for pro-
phylaxis in children are shown in Table 5. Combina-
tion therapies with evidence-based efficacy are shown
in Table 4.

When combination therapy for PONV prophylaxis
is being selected, drugs from different classes should
be chosen to optimize their effects. Systematic reviews
evaluating the efficacy of various combinations have
shown that using 5-HT3–receptor antagonists in com-
bination with either dexamethasone or droperidol is a
more effective strategy than using monotherapy with
any of these drugs.2,46,58,78,79 The combination of
droperidol and dexamethasone is more effective than
either agent alone.2 A comparison of the various
combinations found no significant differences be-
tween a 5-HT3-receptor antagonist plus droperidol, a
5-HT3–receptor antagonist plus dexamethasone, and
droperidol plus dexamethasone.2,79 However, meto-
clopramide, used in combination with any of these
drugs, did not reduce PONV to a greater extent than
monotherapy, further evidence of the lack of support
for its use.75,80

Scuderi et al. demonstrated the efficacy of a multi-
modal approach to PONV combining pharmacologic
and nonpharmacologic prophylaxis as well as strate-
gies to reduce baseline risk.81 Prophylactic combina-
tion therapy was administered with droperidol and
dexamethasone at induction and ondansetron at the
end of surgery. In addition, preoperative anxiolysis,
aggressive hydration, and oxygen were given. TIVA
was used with propofol, remifentanil, and ketorolac.
The use of nitrous oxide and neuromuscular blockade
was avoided. With this approach, Scuderi et al. found

Figure 8. Antiemetic doses for
prophylaxis of PDV in children.
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a 98% complete response rate among patients who
received multimodal therapy, a 76% response rate
among patients who received prophylactic antiemetic
monotherapy, and a 59% response rate among those
patients given a routine anesthetic plus placebo.

GUIDELINE 5: ADMINISTER PROPHYLACTIC
ANTIEMETIC THERAPY TO CHILDREN AT
INCREASED RISK FOR POV—AS IN ADULTS,
COMBINATION THERAPY IS MOST EFFECTIVE

Children are at greater risk for POV than adults,
with a rate nearly double that seen in the adult
population.82 As a consequence, POV prophylaxis
should be more aggressive, consisting of combination
therapy with 2 or 3 prophylactic drugs from different
classes for patients at either moderate or high risk. The
recommended prophylactic antiemetics for children
are shown in Table 5.

The 5-HT3–receptor antagonists are the first-line
therapy for the prophylaxis of POV in children be-
cause findings from meta-analyses and single studies
have demonstrated their superiority to droperidol and
metoclopramide. In general, the 5-HT3–receptor an-
tagonists as a group have greater efficacy in the
prevention of vomiting than of nausea, which is
pivotal to preventing POV in children. Ondansetron is
one of the most widely studied drugs for POV pro-
phylaxis in children.83,84 The only prophylactic anti-
emetic with a pediatric indication, ondansetron is
approved for use in children aged 1 month or older.83

The recommended dose range is 50 to 100 �g/kg.84

Placebo-controlled trials have shown that ondansetron
has an NNT between 2 and 3 to prevent early (0–6
hours) and late (0–24 hours) vomiting.84 Dolasetron is
also effective for POV prophylaxis, with an optimal
dose of 350 �g/kg.85–87 Although very few trials have
been conducted in the pediatric population with the
other two 5-HT3-receptor antagonists, granisetron at a
dose of 40 �g/kg and tropisetron at a dose of 0.1
mg/kg appear to significantly reduce the incidence of
POV in children.45,88

Other effective drugs for pediatric POV prophy-
laxis include dexamethasone at a dose of 150 �g/kg
(NNT � 4),46,89 dimenhydrinate at a dose of 0.5
mg/kg,55 and perphenazine at a dose of 70 �g/kg
(restricted to the oral formulation because the IV
formulation is no longer available in the United
States).90 Droperidol may be used in children; how-
ever, because of an increased risk for extrapyramidal
symptoms and sedation, it is a last resort measure, to
be used only in patients being admitted to the hospi-
tal. Although the recommended dose range is 50 to 75
�g/kg, the panel considered this too high for children
and recommended instead a range of 10 to 15 �g/kg,
extrapolated from adult doses (i.e., 0.625–1.25 mg).50

Combination therapy is more effective than mono-
therapy for POV prophylaxis in children.91–94 Combi-
nations that have demonstrated clinical efficacy are

shown in Table 4. When combination therapy is admin-
istered to children, dexamethasone doses should not
exceed 150 �g/kg, droperidol doses should not exceed
15 �g/kg, and ondansetron doses should not exceed 50
�g/kg.1

GUIDELINE 6: PROVIDE ANTIEMETIC TREATMENT
TO PATIENTS WITH PONV WHO DID NOT RECEIVE
PROPHYLAXIS OR IN WHOM PROPHYLAXIS FAILED

When the treatment of PONV becomes necessary,
resulting from either a prior lack or failure of prophy-
laxis, therapy should be chosen from a pharmacologic
class different from that of the initial prophylactic
agent; if no prophylaxis was given, a low dose of a
5-HT3–receptor antagonist should be adminis-
tered.95,96 The 5- HT3-receptor antagonists are first-
line therapy for existing PONV because they are the
only drugs that have been adequately studied, and
they have all been found to be equally antiemetic.96,97

The recommended dosing for treatment with the 5-
HT3-receptor antagonists is lower than that recom-
mended for prophylaxis: 1.0 mg of ondansetron, 0.1
mg of granisetron, and 0.5 mg of tropisetron (NNT �
4–5).84,96 Lower doses of dolasetron have not been
studied, so 12.5 mg is recommended for treatment.
Other therapies for established nausea and vomiting
include 2 to 4 mg of IV dexamethasone, 0.625 mg of IV
droperidol, and 6.25 to 12.5 mg of IV prometha-
zine.95,97,98 Propofol, administered in doses of 20 mg
as needed, can be considered for rescue therapy in
patients still in the PACU and has been found as
effective as ondansetron.99,100 Among patients who
have opioid-induced nausea or vomiting, the addition
of 2.5 mg of droperidol to every 100 mg of morphine
in a PCA device appears to reduce PONV.101

If prophylaxis has been given and has failed, the
same medication should not be repeated within the
first 6 hours after the patient has left the PACU,
because this will confer no additional benefit.102 If more
than 6 hours has elapsed, a repeat dose of a 5-HT3-
receptor antagonist—droperidol or haloperidol—may
be attempted, but only if triple therapy has been used for
prophylaxis and no alternatives are available for rescue
medication (Fig. 3). The readministration of dexametha-
sone or transdermal scopolamine is not recommended
within 24 hours.

Post-discharge Nausea and Vomiting
Post-discharge nausea and vomiting (PDNV) is a

substantial problem following ambulatory surgery,
affecting approximately one third of patients.103 Pro-
phylactic antiemetic therapy may be given before
discharge in patients at high risk for PDNV; however,
antiemetics with a short half-life may prove ineffec-
tive. Prophylactic combination therapy appears to be
the best approach, with an NNT of approximately 5
versus an NNT of approximately 12 to 13 for mono-
therapy with 4 mg of ondansetron or 4 to 10 mg of
dexamethasone.103
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Other effective strategies for reducing the incidence
of PDNV include substituting propofol for inhala-
tional anesthesia (P � 0.05), using orally disintegrat-
ing ondansetron tablets, acupoint stimulation of P6,
and transdermal scopolamine.56,104–106 Droperidol ap-
pears to be ineffective at preventing PDNV at a dose of
�1 mg, and inadequate information is available to
evaluate droperidol at a dose of 1 mg or higher.103

SUMMARY
Identification of patients at increased risk for PONV

allows targeting antiemetic prophylaxis to those who
will benefit most from it. No prophylaxis is warranted
for patients at low risk for PONV unless there is risk of
medical sequelae from vomiting. The first step in
reducing PONV risk is to reduce baseline risk factors.
For patients at moderate risk, antiemetics should be
used in combination for PONV prophylaxis. The
adoption of a multimodal approach to the manage-
ment of PONV should be considered in patients at
high risk for PONV. In patients who develop PONV
despite receiving prophylaxis, an antiemetic acting at
a different receptor should be used for rescue within
the first 6 hours following surgery. After 6 hours,
PONV can be treated with any of the drugs used for
prophylaxis except dexamethasone and scopolamine.
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