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Management of post-discharge nausea and vomiting
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Postdischarge nausea and vomiting (PDNV) occurs in at least 30% of patients leaving hospital, especially after day-case surgery. A significant number of ambulatory patients may develop PDNV associated with the use of analgesics for postsurgical pain. A validated PDNV prediction score and international evidence-based consensus guidelines for PONV/PDNV management are available. High risk patients benefit from a pre-discharge PDNV risk assessment and the use of adapted pharmacological intervention (combination of long and short acting antiemetics and access to antiemetics at home). Patient education is often overlooked in this context.

All clinicians involved in the ambulatory surgery care process should participate in the development of institutional protocol for PONV/PDNV management. Constant quality control and patients' feedback should be integrated as part of an efficient implementation strategy.

Introduction

Postdischarge nausea and vomiting (PDNV) occurs in patients who have left the hospital, mostly after day-case surgery. It can be seen as a continuum of postoperative nausea and vomiting (PONV), but PDNV can also appear later, without a history of PONV immediately after anesthesia or at the moment of discharge from the hospital. The terminology "late PDNV" or "delayed PDNV" is used for nausea and/or vomiting occurring beyond the initial 24 hours after surgery [START_REF] Gupta | Does the routine prophylactic use of antiemetics affect the incidence of postdischarge nausea and vomiting following ambulatory surgery?: A systematic review of randomized controlled trials[END_REF]. A Recent Perioperative Medicine paradigm [START_REF] Grocott | Perioperative medicine: the future of anaesthesia? British journal of anaesthesia[END_REF] may extend the anesthesiologist's responsibility for PDNV management, thus impacting practice [START_REF] Le | Postoperative Nausea and Vomiting[END_REF].

The time limit of causality between PDNV and previous anesthesia/analgesic regimens is not strictly defined. The reported data suggest duration up to 7 days after discharge, however most studies report PDNV during the first 48-72h postdischarge [START_REF] Pfisterer | Post-operative nausea and vomiting in patients undergoing day-case surgery: an international, observational study[END_REF][START_REF] Wu | Systematic review and analysis of postdischarge symptoms after outpatient surgery[END_REF][START_REF] Odom-Forren | Incidence and predictors of postdischarge nausea and vomiting in a 7-day population[END_REF].

The incidence of PDNV

About one in three ambulatory patients may develop PDNV [START_REF] Apfel | Who is at risk for postdischarge nausea and vomiting after ambulatory surgery?[END_REF]. The reported incidence of PDNV varies due to heterogeneity in the methodology of the studies. The study design (prospective vs retrospective; interventional vs observational), different PDNV time fame definition (from 24 hours post discharge up to 1 week), severity of symptoms (from mild to severe), the method of data collection (paper or electronic questionnaires, phone calls), patient population (age, sex), and type of surgery result in a reported incidence varying from 37% up to 57% [START_REF] Wu | Systematic review and analysis of postdischarge symptoms after outpatient surgery[END_REF][START_REF] Odom-Forren | Incidence and predictors of postdischarge nausea and vomiting in a 7-day population[END_REF][START_REF] Apfel | Who is at risk for postdischarge nausea and vomiting after ambulatory surgery?[END_REF][START_REF] Mattila | Postdischarge symptoms after ambulatory surgery: first-week incidence, intensity, and risk factors[END_REF].

The severity of PDNV and the distinction between nausea and vomiting are mostly important in the first three days after discharge. Post discharge vomiting is present in almost half of patients complaining of postdischarge nausea [START_REF] Gupta | Does the routine prophylactic use of antiemetics affect the incidence of postdischarge nausea and vomiting following ambulatory surgery?: A systematic review of randomized controlled trials[END_REF], and is obviously more frequent on the day of surgery.

After arriving home 45% of patients experience nausea and 13% emesis, with almost 2 fold decrease on the first day after surgery (25% nausea and 5.2% vomiting). Seven days after discharge 6% of patients may still experience nausea and 0.8% emesis [START_REF] Odom-Forren | Incidence and predictors of postdischarge nausea and vomiting in a 7-day population[END_REF]. A third of patients rank post discharge nausea as 5 or more on a numeric rating scale from 0 to 10, with 10 being very severe nausea [START_REF] Saunders | Incidence of Postdischarge Nausea and Vomiting in the Outpatient Surgical Population[END_REF]. Another study shows that PDNV was not an issue during the first day after surgery for almost 90% of patients. The quality of life at home was impacted more by pain (32.8% of cases), than by PDNV (13.6%) [START_REF] Saunders | Incidence of Postdischarge Nausea and Vomiting in the Outpatient Surgical Population[END_REF][START_REF] Parra-Sanchez | A timemotion economic analysis of postoperative nausea and vomiting in ambulatory surgery[END_REF]. Despite a high satisfaction with overall aspects of ambulatory care reported by patients, the results regarding pain and PONV management suggest the need for quality improvement initiatives [START_REF] Teunkens | Measuring satisfaction and anesthesia related outcomes in a surgical day care centre: A threeyear single-centre observational study[END_REF].

Prediction and management of PDNV

Several steps are needed for optimal PDNV management: preoperative identification of patients at-risk for PDNV, preoperative patient education and counselling, peri-anesthesia strategy to reduce PDNV, aggressive PONV therapy in phase I and II of recovery, and a post-discharge follow up (Figure 1).

Risk factors of PDNV

The risk factors for PDNV were extensively studied, mostly in the context of PONV. They include female sex, history of PONV or motion sickness, nonsmoking, younger age, general versus regional anesthesia, use of volatile anesthetics, more than 1 hour of nitrous oxide based anesthesia, postoperative opioids, duration of anesthesia and type of surgery [START_REF] Gan | Fourth Consensus Guidelines for the Management of Postoperative Nausea and Vomiting[END_REF].

Several scores to detect patients at risk of PONV were created and validated [START_REF] Apfel | A risk score to predict the probability of postoperative vomiting in adults[END_REF][START_REF] Apfel | A simplified risk score for predicting postoperative nausea and vomiting: conclusions from cross-validations between two centers[END_REF][START_REF] Koivuranta | A survey of postoperative nausea and vomiting[END_REF][START_REF] Palazzo | Logistic regression analysis of fixed patient factors for postoperative sickness: a model for risk assessment[END_REF][START_REF] Sarin | An improved model for predicting postoperative nausea and vomiting in ambulatory surgery patients using physician-modifiable risk factors[END_REF].

Concerning PDNV, five independent risk factors were identified and included in the prediction model developed by Apfel at al [START_REF] Apfel | Who is at risk for postdischarge nausea and vomiting after ambulatory surgery?[END_REF], the only model widely used: female sex; age less than 50 years; previous history of PONV; opioid use during recovery; and nausea before hospital discharge. The predicted risk of PDNV is about 10%, 20%, 30%, 50%, 60%, or 80% when zero, one, two, three, four, or five of the risk factors were present, respectively. The discriminating power of this score allows to classify 70% of patients accurately [START_REF] Apfel | Who is at risk for postdischarge nausea and vomiting after ambulatory surgery?[END_REF][START_REF] Wallden | Validation of a prediction model for post-discharge nausea and vomiting after general anaesthesia in a cohort of Swedish ambulatory surgery patients[END_REF]. In other words, a third of patients may or may not develop PDNV regardless of their calculated score.

The PNDV score has 3 risk factors included in the Apfel PONV simplified risk score (female sex, previous history of PONV and or motion sickness; opioid use during recovery), in addition to age and nausea in postanesthesia care unit (PACU), and it does not include smoking history (Table 1). However, the algorithm of PONV/PDNV management includes all cited risk factors in the decision regarding the choice of prevention strategy. Nausea and/or emesis in PACU is the only factor that will adjust PDNV score. This may modify the patient's risk from moderate to high risk of PDNV, leading to introduction of new antiemetics and adjustment of the discharge strategy.

Additional risk factors contributing to PDNV may include history of chemotherapy-induced nausea and vomiting, duration and type of anesthesia and surgery, motion stimulation on the ride home [START_REF] Kamath | Anaesthesia, movement and emesis[END_REF], duration of journey, pain at home, and use of opioids at home [START_REF] Le | Update on the management of postoperative nausea and vomiting and postdischarge nausea and vomiting in ambulatory surgery[END_REF][START_REF] Da Silva | Does previous chemotherapy-induced nausea and vomiting predict postoperative nausea and vomiting?[END_REF][START_REF] Efune | Incidence and factors contributing to postdischarge nausea and vomiting in pediatric ambulatory surgical cases[END_REF].

In the study of Odom-Forren et al; the use of rescue antiemetics in PACU (OR, odds ratio= 6.39, CI, 95% confidence interval 1.65 -24.79), previous history of PONV (OR 3.51,, operating room time (OR 2.19, 95% CI 1.34 -3.60), and pain at home during the first days after discharge (OR 1.67, CI 1.30 -2.14) were the strongest predictors of PDNV within days 3-7 [START_REF] Odom-Forren | Incidence and predictors of postdischarge nausea and vomiting in a 7-day population[END_REF].

Pain and at-home opioids or non-opioid analgesics administration may contribute considerably to the late or delayed PDNV (>24 hours postdischarge). Rebound pain after regional anesthesia affects at least 40% of ambulatory patients [START_REF] Lavand | Rebound pain after regional anesthesia in the ambulatory patient[END_REF]. The use of multimodal and opioid-free anesthesia, often combined with surgical wound local anesthetic infiltration provides excellent quality of recovery allowing patients to be pain-free at the time of discharge from the hospital. As no effective preventive strategies to rebound pain exist, unbearable pain and major distress may lead patients to chaotic consumption of analgesics.

Patients with severe pain experience a significantly greater degree of nausea and/or vomiting through the first 5 days postdischarge [START_REF] Odom-Forren | Incidence and predictors of postdischarge nausea and vomiting in a 7-day population[END_REF][START_REF] Odom-Forren | The Relationship of Pain and Nausea in Postoperative Patients for 1 Week After Ambulatory Surgery[END_REF]. In such situation, preoperative education on post-discharge surgical pain and pain treatment options may be considered as an important intervention in PDNV prevention in at-risk patients [START_REF] Odom-Forren | The Relationship of Pain and Nausea in Postoperative Patients for 1 Week After Ambulatory Surgery[END_REF].

The lack of patient education is a commonly overlooked factor. Structured information on PONV/PDNV should be provided to patients in the context of calculated risk score, as well as scheduled anesthesia and surgery types. There are no studies available to date addressing the development of PONV/PDNV educational interventions or the effect of patient education on PDNV management.

In-hospital strategies to reduce PDNV are the same as those used to reduce and control PONV. Modifiable perioperative factors include fluid status, in addition to anesthesia and analgesia management. A non-restricted clear fluid intake before surgery and adequate intraoperative hydration may contribute to the reduction of early PDNV [START_REF] Jewer | Supplemental perioperative intravenous crystalloids for postoperative nausea and vomiting. The Cochrane database of systematic reviews[END_REF][START_REF] Mccracken | Postoperative nausea and vomiting after unrestricted clear fluids before day surgery: A retrospective analysis[END_REF]. Moderatecertainty evidence supports the use of supplemental perioperative intravenous crystalloid administration in less morbid patients receiving general anesthesia for ambulatory procedures to prevent PONV/PDNV [START_REF] Jewer | Supplemental perioperative intravenous crystalloids for postoperative nausea and vomiting. The Cochrane database of systematic reviews[END_REF]. Opioid sparing techniques such as the use of regional anesthesia and analgesia [START_REF] Apfel | Evidencebased analysis of risk factors for postoperative nausea and vomiting[END_REF], and total intravenous anesthesia (TIVA) with propofol and ketamine [START_REF] Gorlin | Intravenous sub-anesthetic ketamine for perioperative analgesia[END_REF][START_REF] Gupta | Comparison of recovery profile after ambulatory anesthesia with propofol, isoflurane, sevoflurane and desflurane: a systematic review[END_REF][START_REF] Laskowski | A systematic review of intravenous ketamine for postoperative analgesia[END_REF][START_REF] Apfel | Volatile anaesthetics may be the main cause of early but not delayed postoperative vomiting: a randomized controlled trial of factorial design[END_REF] also contribute to the PDNV risk reduction strategy.

PDNV management

The current PONV/PDNV Consensus Guidelines Algorithm recommends the use of risk scoring systems as a modifier for prophylaxis [START_REF] Gan | Fourth Consensus Guidelines for the Management of Postoperative Nausea and Vomiting[END_REF]. Apfel PONV and PDNV scores, the most commonly used, can be partially implemented at the preoperative stage, with ultimate adjustment in the postoperative period before patient discharge from hospital. Such adjustment may modify PDNV risk score by 1 point in case of nausea/vomiting in PACU (Table 1), leading to the introduction of one more antiemetic agent before discharge if the score changes from 0 to 1 or from 2 to 3. Widespread availability of Electronic Health Records (EHR) may facilitate systematic use and automation of scores as clinical decision tools [START_REF] Aakre | Automating Clinical Score Calculation within the Electronic Health Record. A Feasibility Assessment[END_REF].

Peri-anesthesia period including recovery is the mostly used time for pharmacological intervention to reduce or prevent PONV [START_REF] Kovac | Postoperative and Postdischarge Nausea and Vomiting After Ambulatory Surgery: An Update[END_REF][START_REF] Kovac | Comparative Pharmacology and Guide to the Use of the Serotonin 5-HT3 Receptor Antagonists for Postoperative Nausea and Vomiting[END_REF]. Well established risk-weighted algorithms are available through the latest published consensus guidelines by an international panel of experts [START_REF] Gan | Fourth Consensus Guidelines for the Management of Postoperative Nausea and Vomiting[END_REF]. The following classes of antiemetics are now recommended for PONV prophylaxis -corticosteroids, dopamine antagonists, 5-hydroxytryptamine-3 (5HT3) antagonists, neurokinin-1 (NK-1) receptor antagonists, anticholinergics and antihistamines.

In case of nausea and/or emesis in PACU, three clinical situations can be outlined regarding future discharge (Table 2). First, in a case of failed PONV prophylaxis, patients should receive antiemetic agents from a different pharmacological class to the agents used for PONV prophylaxis [START_REF] Gan | Fourth Consensus Guidelines for the Management of Postoperative Nausea and Vomiting[END_REF].

In a case of moderate risk of PDNV (1-2 risks factors), usually associated with moderate risk of PONV, a combined perioperative pharmacological intervention of 2 agents from different classes is recommended. Among multiple choices of recommended antiemetics [START_REF] Gan | Fourth Consensus Guidelines for the Management of Postoperative Nausea and Vomiting[END_REF] a combination of dexamethasone 4-8 mg IV with droperidol 0.625 mg IV may be considered as PONV prevention.

Administration of ondansetron 8mg orally at discharge may be an option in patients with failed PONV prophylaxis. Long acting antiemetics such as palonosetron 0.075 IV in PACU or aprepitant 40 mg orally at discharge (both have a 40-hour half-life) may be considered as an alternative to ondansetron. Another option may consist of scheduled administration of 8 mg orally disintegrated ondansetron at the moment of discharge and in the morning of postoperative days 1 and 2 with almost 3-fold reduction of PDNV [START_REF] Pan | Antiemetic prophylaxis for postdischarge nausea and vomiting and impact on functional quality of living during recovery in patients with high emetic risks: a prospective, randomized, double-blind comparison of two prophylactic antiemetic regimens[END_REF].

In patients at high risk of PONV/PDNV (3 and more risk factors) , the use of at least one long-acting antiemetic (2nd generation 5HT3 antagonists, NK-1 receptor antagonists, or preoperative transdermal scopolamine) may be considered apriori in combination with short acting antiemetics administered intravenously [START_REF] Apfel | A simplified risk score for predicting postoperative nausea and vomiting: conclusions from cross-validations between two centers[END_REF]. Palonosetron, a 2nd generation 5HT3 antagonist, 0.075 mg IV is as effective as aprepitant 40 mg per os [START_REF] Moon | Palonosetron and aprepitant for the prevention of postoperative nausea and vomiting in patients indicated for laparoscopic gynaecologic surgery: a double-blind randomised trial[END_REF]. The NK1 receptor antagonist aprepitant (40-mg orally before induction) may be used as a part of routine antiemetic prophylaxis in patients undergoing gastric and neurosurgery where postoperative vomiting is highly undesirable.

No single strategy is published for the treatment of delayed PDNV. Despite an important experience of long-acting antiemetic use at home for chemotherapy-induced nausea and vomiting, an iterative or at-home administration of antiemetic drugs after ambulatory surgery may raise safety issues associated with their adverse effects, especially sedation, hypotension, extrapyramidal effects and QTc prolongation. However, these risks may be minimized by a management strategy taking into account patient's comorbidities; especially in high-risk PDNV patients where a combination of antiemetics may be used [START_REF] Gan | Fourth Consensus Guidelines for the Management of Postoperative Nausea and Vomiting[END_REF]. The prescription and use of non-opioid analgesics (paracetamol, NSAIDs alone or combined) at home as a first-line pain treatment should be encouraged. Non-opioid agents may be equivalent or superior to opioids for managing musculoskeletal pain; however they produce a lower incidence of side effects including PDNV [START_REF] Becker | Pain management: Part 1: Managing acute and postoperative dental pain[END_REF].

Adjunct therapy such as acupuncture, aromatherapy, and behavioral therapy may be used as a part of institutional strategy to reduce PDNV. Stimulation of the wrist acupuncture PC6 point reduces the incidence of nausea, vomiting and the need for rescue antiemetics [START_REF] Lee | Stimulation of the wrist acupuncture point PC6 for preventing postoperative nausea and vomiting. The Cochrane database of systematic reviews[END_REF].

Acupoint electrical stimulation at the P6 point was evaluated in 2 randomized studies in the outpatient settings reporting a reduction in the frequency of patient-requested antiemetic administration [START_REF] Oh | Comparing Effects of Two Different Types of Nei-Guan Acupuncture Stimulation Devices in Reducing Postoperative Nausea and Vomiting[END_REF][START_REF] Roscoe | Acustimulation wristbands for the relief of chemotherapy-induced nausea[END_REF]. Aromatherapy (blended aromatherapy products, peppermint oil, isopropyl alcohol) was studied as a potential adjunct therapy for the treatment of PONV/PDNV [START_REF] Hines | Aromatherapy for treatment of postoperative nausea and vomiting. The Cochrane database of systematic reviews[END_REF][START_REF] Hewitt | The effectiveness of non-invasive complementary therapies in reducing postoperative nausea and vomiting following abdominal laparoscopic surgery in women: a systematic review[END_REF][START_REF] Stallings-Welden | A Comparison of Aromatherapy to Standard Care for Relief of PONV and PDNV in Ambulatory Surgical Patients[END_REF]. Isopropyl alcohol inhalation was the most effective in terms of nausea reduction and decrease of rescue antiemetic requirement. Patients receiving aromatherapy reported similar levels of satisfaction compared to antiemetic medications; however, the quality of evidence is low. Behavioral therapy (hypnosis and positive suggestions) has been studied for PONV prevention, however the results are conflicting [START_REF] Fortier | Effects of therapeutic suggestion in children undergoing general anesthesia: a randomized controlled trial[END_REF][START_REF] Eberhart | Therapeutic suggestions given during neurolept-anaesthesia decrease post-operative nausea and vomiting[END_REF].

The role of institutional protocols and quality control

The latest evidenced-based guidelines endorse the implementation of PONV/PDNV management protocol in the clinical setting [START_REF] Gan | Fourth Consensus Guidelines for the Management of Postoperative Nausea and Vomiting[END_REF][START_REF] Gan | Consensus guidelines for the management of postoperative nausea and vomiting[END_REF]. However, observational studies show considerable heterogeneity in the compliance with the implemented institutional protocols. In one observational study including more than 2500 cases, less than 20% of patients at high risk of PONV received protocol-compliant prophylaxis; however, the incidence of PONV in these patients was less than expected per risk calculation [START_REF] Franck | Adherence to treatment guidelines for postoperative nausea and vomiting. How well does knowledge transfer result in improved clinical care?[END_REF].

Another single center study from Germany reported on compliance with PONV guideline recommendations in more than 10 000 patients [START_REF] Gillmann | Standardised electronic algorithms for monitoring prophylaxis of postoperative nausea and vomiting[END_REF]. In almost half of the cases the institutional protocol was not applied correctly, and 23% of patients were discharged from the PACU with insufficient PONV prophylaxis despite perioperative digital PONV prevention algorithms being readily available.

A recent French study included 221 randomly selected healthcare institutions and more than 7000 patients. A systematic risk-weighted PONV prevention was reported by 88% of the centers. The most frequent pharmacological strategies included combined administration of dexamethasone (90%), droperidol (85%) and ondansetron (59%); followed by N2O avoidance (47%) and opioid sparing techniques (24%). A PONV assessment was performed in 66% of patients before discharge; however PDNV management guidance was included only in 12% of participating centers. Antiemetic drugs were prescribed for home use in less than 2% of cases [START_REF] Aubrun | Perioperative pain and post-operative nausea and vomiting (PONV) management after daycase surgery: The SFAR-OPERA national study[END_REF].

Despite the availability of validated evidence-based recommendations and effective pharmacological interventions, management gaps still exist. Ideally, the institutional protocol for PONV/PDNV management should always be elaborated in joint effort by "stake holders"out-patient department nurses, anesthesiologists, surgeons, and patients.

It should be noted that, after hospital discharge, administration options for antiemetic drugs are oral, sublingual, and rectal, which are not always desirable or effective routes to treat PDNV. The necessity to obtain prescribed medications from a local pharmacy after discharge may result in considerable delay to PDNV treatment [START_REF] Welliver | Postdischarge Nausea and Vomiting Should Be a Greater Concern[END_REF]. The feedback from patients is therefore important to assess the efficiency of implemented protocols and to reveal hidden obstacles. Personal digital devices (smartphones, tablets) may be used for such feedback [START_REF] Gunter | Current Use of Telemedicine for Post-Discharge Surgical Care: A Systematic Review[END_REF]. The Six Sigma DMAIC (Define/Measure/Analyze/ Improve/Control) methodology may have a particular place with regards to implementation of PONV/PDNV management protocols in the institution. Such approach may help to improve guideline adherence and efficiency [START_REF] Kooij | The effect of requesting a reason for non-adherence to a guideline in a long running automated reminder system for PONV prophylaxis[END_REF][START_REF] Greene | Systematic Postoperative Nausea Prophylaxis Feedback Improves Clinical Performance in Anesthesiology Residents. The journal of education in perioperative medicine[END_REF][START_REF] Tabrizi | Implementation of Postoperative Nausea and Vomiting Guidelines for Female Adult Patients Undergoing Anesthesia During Gynecologic and Breast Surgery in an Ambulatory Setting[END_REF].

Conclusion

PDNV affects one third of patients and remains a common problem after outpatient surgery. Systematic pre-procedure risk assessment and adjustment of this risk in the hospital are the cornerstone of efficient PDNV management. The probability of rebound pain after discharge should be taken into account as a factor contributing to later PDNV.

In high-risk patients, the use long acting antiemetics should be considered. At home rescue treatment should be available for at least 48 hours post discharge. Alternative interventions including portable acupoint stimulators or readily available 70% isopropyl alcohol pads may be beneficial as adjunct therapy of PDNV to improve patient satisfaction.

Patient education and counselling are important parts of PDNV prevention strategy. The presence of institutional protocols defining PONV/PDNV prevention and treatment strategy is mandatory. Quality control and patients' feedback on the effectiveness of, and satisfaction with the prevention strategy using modern telemedicine solutions are highly important.

PRACTICE POINTS

• PDNV may be a concern for 30% of patients leaving hospital.

• A PDNV risk score should be reassessed in all patients immediately before discharge.

• Particular attention should be given to those who are at high risk of PONV, at high risk of rebound pain after regional anesthesia, and subject to take opioids at home.

• In high risk PDNV patients, the combination of short and long lasting antiemetics should be considered. Another option may be access to at-home oral antiemetics during the first 48 hours post-discharge.

• Creation and implementation of institutional PONV/PDNV protocols should involve all day-case surgery clinicians.

• Patient education, quality control process and patients' feedback are necessary for efficient PDNV strategy implementation.

RESEARCH AGENDA

• Further research is needed to evaluate the safety and the incidence of adverse effects of at-home antiemetics for the prevention and treatment of PDNV.

• Structured educational interventions covering PDNV and pain management should be developed and evaluated in order to improve the experience of ambulatory patients at home.

• The role of telemedicine solutions and individualized clinical decision systems in PDNV management should be studied.

• Quality improvement initiatives are needed to answer the unresolved questions of low compliance with institutional PONV/PDNV protocols. 

Table 2 .

 2 Clinical situations with nausea and/or emesis in PACU

	Predicted risk	Perioperative action	PACU management	Antiemetics to
		[12]	In a case of	consider as PDNV
			PONV/failed	prevention strategy
			prophylaxis	
	Low PONV/PDNV	no specific	2 agents from	First or second
	risk (score 0)	pharmacological	different classes	generation 5HT3
		prophylaxis	Acupuncture	antagonist
	Example*:	Multimodal, opioid-	Dexamethasone 4-8	Ondansetron 8 mg at
		sparing anesthesia	mg + Ondansetron 4	discharge
		and postoperative	mg IV	
		pain control	Acupuncture	Isopropyl alcohol
				pads available for
				treatment
	Moderate	2 agents of different	3 rd agent from	First or second
	PONV/PDNV risk	classes	different class	generation 5HT3
	(score 1-2)		Acupuncture	antagonist
				NK1-antagonists
	Example*:	Dexamethasone 4-8	Ondansetron 4-8 mg	Ondansetron 8 mg or
		mg IV at induction	IV	Aprepitant 40 mg
		Droperidol 0.625 mg	Acupuncture	orally at discharge
		IV in the end of		
		surgery		Isopropyl alcohol
				pads available for
				treatment
	High PONV/PDNV	3-4 agents of different	5 th agent from	NK1-antagonists
	risk (score ≥3)	classes	different class	
			Acupuncture	
	Example:	Scopolamine patch 2	Promethazine 6.25	Aprepitant 40 mg
		hours before surgery.	mg IV	orally at discharge
		Dexamethasone 4-8	or Metoclopramide	
		mg IV at induction +	10 mg IV	Isopropyl alcohol
		Droperidol 0.625 mg	Acupuncture	pads available for
		+ Ondansetron 4 mg		treatment
		at the end of surgery		
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