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Implications for General Practice

• Post-operative nausea and vomiting (PONV) is characterized by nausea, 
vomiting or retching in the post-anesthesia care unit (PACU) and up to 
24-48 hours postoperatively.² 

• PONV affects approximately 30% of all surgical patients. For high-risk 
populations, PONV can occur in over 80% of these patients.¹¹  

• Nausea and vomiting are among the top 5 common surgery 
complications patients want to avoid.⁸

• PONV can result in dehydration, electrolyte imbalances, increased 
discomfort, potential surgical wound dehiscence, and delayed hospital 
discharge, therefore affecting the cost of surgery.²

• Literature suggests that 35-50% of surgical patients encounter PONV 
recurrence within 24 hours of surgery. ¹ 

Background/Significance

• A thorough multidisciplinary assessment, such as the Apfel score, should 
be utilized for all general anesthesia patients. ⁶ 

• Current guidelines suggest the use of 2 or more antiemetics from different 
drug classes for any adult patient who meets one or more risk factors for 
PONV. ¹

• Centers for Medicare and Medicaid Services track PONV treatment and 
prevention as a quality measure. ¹³

• Nonpharmacologic interventions such as acupressure and isopropyl 
alcohol vapors have shown positive outcomes in decreasing or delaying 
PONV.³

• In 2017, PACU time costs roughly $11.54 per minute at one institution with 
a 20-minute discharge delay per rescue medication administered, thus 
incurring a $230.80 cost per medication needed. ⁵ ¹² 

Purpose/Objective

Typical Treatment Regimen

Common Drug Classes for 
PONV prophylaxis and rescue

Implications for CNS Practice

Methods

A literature search was conducted to ascertain evidence-based practices to 
prevent and treat PONV. This literature review provides a broad overview 
of the current recommendations for preventing and managing PONV.

PICOT: In adult surgical patients, how does multimodal management 
of PONV compared to current standards of practice affect length of 
stay and incidence of PONV in the immediate postoperative period?

• Keywords: postoperative nausea, postoperative nausea and vomiting, 
postoperative antiemetics, PONV, multimodal postoperative nausea and 
vomiting, length of stay, cost. 

• Databases searched: PubMed, CINAHL, and Cochrane. 

• Articles were limited to publish dates within the last 12 years and to the 
English language. 

• Database search narrowed down from over 1600 articles to 208 results. 
Articles were then further condensed to 41 articles. These articles were 
reviewed, and 28 articles were removed. Upon final review,  13 articles 
were selected, including a Cochrane review and the Fourth Consensus 
Guidelines for the Management of Postoperative Nausea and Vomiting.

• Clinical Nurse Specialists (CNSs) should know the recommended 
guidelines to advocate for clinical changes that enhance patient comfort, 
reduce cost, and save nursing time.

• CNSs can positively impact patient outcomes and institutional economic 
burden by engaging with anesthesia, pharmacy, surgical, and nursing 
teams to optimize clinical practice guidelines and order sets. 

• The CNS can champion nonpharmacologic interventions, such as 
aromatherapy or acupressure.

ContraindicationsAdverse 
Reactions

AdministrationClass

Use with caution in those with cardiac 
arrhythmias

Headaches, constipation, 
increased liver enzymes, 
prolonged QT interval

• First-line antiemetic
• Prophylaxis: Up to 30 

minutes before the end 
of surgery

• Rescue: Q6H PRN

5HT3 antagonists
(Ondansetron, 
Granisetron, 
Tropisetron)

Use with caution if the patient is on other 
CYP3A4 inhibitors as it could increase the 
risk of side effects

Headaches, Constipation, 
fatigue

• Half-life: 9-13 hours
• Duration: up to 40 hours
• Prophylaxis: 1-2 hours 

prior to induction

Neurokinin 
antagonists
(Aprepitant)

Use with caution in patients with diabetes 
mellitus or immunosuppression

Increased blood glucose 
levels, hypo/hypertension, 
delayed wound healing

• Prophylaxis: After 
induction

Corticosteroids
(Dexamethasone)

Do not use in patients with myasthenia 
gravis, glaucoma, urinary retention, and 
older adults (>65)

Dizziness, dry mouth, urinary 
retention, visual disturbances

• Prophylaxis: Evening 
prior to surgery or in the 
preoperative period

Anticholinergics
(Scopolamine)

Do not use in patients with adrenal gland 
tumors, pheochromocytoma, those taking 
antipsychotic or dopamine agonist 
medications

Sedation, hypotension• Prophylaxis: 15-30 
minutes prior to end of 
surgery

• Rescue: 5-10 mg IV/PO 
Q6H PRN

Antidopaminergics
(Metoclopramide)

Modifiable Risk FactorsNonmodifiable Risk Factors

• Decreasing perioperative opioid usage 
• Avoidance of volatile anesthetics, 

nitrous oxide, high dose neostigmine
• Adequate hydration to maintain 

euvolemia 

• Female gender 
• Age <50 years
• History of PONV or motion sickness
• Type/length of surgery
• Non-smoker
• Drug metabolism related to genetics

Evidenced-Based Treatment Regimen

Postoperative Intraoperative PreoperativePhase of Care

• Haloperidol 1mg IV once 
PRN (often 
recommended 1st line)

• Prochlorperazine 5mg IV 
Q1H PRN

• Metoclopramide 5-10mg 
IV once PRN

• Dexamethasone 1-30 
minutes prior to 
extubation 

ALONE or IN 
COMBINATION with 
• Ondansetron 4mg 1-30 

minutes prior to 
extubation

• Scopolamine 1-2 hours 
before induction

Medications 
Administered/ Timing of 
Dose

Postoperative Intraoperative Preoperative Phase of Care

• Ondansetron 4-8mg if not 
administered 
intraoperatively (1st line)

• Haloperidol 1mg IV  once 
PRN

• Metoclopramide 5-10mg 
IV once or Q6H PRN

• Maintain euvolemia 
• Avoid nitrous oxide and 

other volatile anesthetics 
• Dexamethasone 

administered before or 
immediately after 
induction

ALONE or IN 
COMBINATION with 
• Ondansetron 4mg 1-30 

minutes prior to 
extubation

• Utilizing the Apfel score, 
identify and document 
patients at high risk for 
PONV

• Scopolamine 1-2 hours 
before induction, or given 
to patients the evening 
before surgery

• Consider Aprepitant 

Medications 
Administered/ Timing of 
Dose
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