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INTRODUCTION

Postoperative nausea and vomiting (PONV) is a common complication and source 
of patient discomfort after surgery. It affects up to 65% of patients undergoing 
bariatric surgery [1] and is the most common reason for readmission after 
bariatric surgery [2]. PONV may lead to rupture of the surgical anastomosis, 
dehydration and electrolyte imbalance, consequently creating increased health 
burdens, hospital stays and costs. 

The purpose of this study was to investigate the efficacy of fosaprepitant as a 
prophylactic antiemetic in patients undergoing bariatric surgery at a large, 
tertiary academic center.

STUDY DESIGN

After receiving IRB approval, the electronic medical records of 275 consecutive 
patients who underwent laparoscopic bariatric surgery between January 1, 2022, 
and September 30, 2023 at a large tertiary academic center were reviewed. In 
June 2022, the enhanced recovery after bariatric surgery (ERABS) protocol was 
updated to include administration of fosaprepitant 150mg 30 minutes before 
entering the operating room. Patients who underwent surgery before this 
protocol change did not receive fosaprepitant. We defined PONV as nausea, 
retching or vomiting within 24 hours of surgery and selected postoperative 
vomiting events as our primary outcome. 

RESULTS 

Out of the 275 records included in the study, 124 patients 
received fosaprepitant and 151 did not. The incidence of 
postoperative nausea was significantly lower in the 
fosaprepitant group than the group who received 
ondansetron and dexamethasone alone (17.7% vs. 39.7%, 
p<0.0001). Additionally, postoperative vomiting was 
significantly lower (0.8% vs. 9.3%, p<0.01), and rescue 
antiemetic use was significantly lower (25.8% vs. 43.7%, 
p<0.01) amongst patients who received fosaprepitant than 
those who did not. 

Characteristic No Emend Emend
Gender (Male/Female) 14/46 32/182
Age (mean ± SD) 47.00 ± 10.77 42.56 ± 11.60
Weight (kg) 119.32 ± 25.12 117.07 ± 22.67
BMI (mean ± SD) 43.48 ± 11.44 42.84 ± 6.36
ASA Score (mean ± SD) 2.85 ± 0.40 2.90 ± 0.33
Race (White/Black/Other/Native 
American/Asian PI)

31/19/7/1/1 93/70/41/0/9

DISCUSSION

Fosaprepitant, when given intravenously and in combination 
with the current standardized antiemetic regimen, was 
superior to the current standard alone in decreasing PONV 
and rescue antiemetic requirements. 

Unlike other antiemetics such as ondansetron and 
droperidol, fosaprepitant does not cause QT prolongation 
[3]. Since fosaprepitant use was associated with decreased 
rescue antiemetic requirements, it may indirectly reduce the 
risk of QT prolongation and related side effects ascribed to 
the other antiemetics, since patients would no longer 
require as many rescue doses to treat their PONV.

In addition, it is unclear if the absorption of preoperative 
aprepitant, given orally, is affected by surgical manipulation 
of the digestive tract during bariatric surgery. Fosaprepitant, 
on the other hand, has a rapid onset and more predictable 
pharmacokinetic profile, which may be particularly useful 
within the context of bariatric surgery. 

Future prospective, randomized controlled trials that further 
explore the efficacy of fosaprepitant in prevention of PONV 
and its influence on related factors, such as patient 
satisfaction and medical costs, are warranted.

REFERENCES
1. Aghazarian, Gary S. DO*; Lind, Romulo MD*; Motola, David MD*; Perry, Melanie PharmD†; Singletary, Norman PharmD†; 
Lastrapes, Linda RN*; Ghanem, Muhammad MD*; Jawad, Muhammad A. MD*; Teixeira, Andre F. MD*. Impact of Emend on 
Perioperative Bariatric Surgery Antiemetic Utilization, Patient Satisfaction, and Costs. Surgical Laparoscopy, Endoscopy & 
Percutaneous Techniques 33(3):p 265-269, June 2023. | DOI: 10.1097/SLE.0000000000001101
2. Berger, Elizabeth R. MD*,†; Huffman, Kristopher M. MS*; Fraker, Teresa MS, RN, BSN*; Petrick, Anthony T. MD, FACS, FSSO‡; 
Brethauer, Stacy A. MD, FACS§; Hall, Bruce L. MD, PhD, MBA, FACS; Ko, Clifford Y. MD, MS, MSHS, FACS Morton, John M. MD, 
MPH, FACS, FASMBS.Prevalence and Risk Factors for Bariatric Surgery Readmissions: Findings From 130,007 Admissions in the 
Metabolic and Bariatric Surgery Accreditation and Quality Improvement Program. Annals of Surgery 267(1):p 122-131, January 
2018. | DOI: 10.1097/SLA.0000000000002079
3. Beny Charbit, Jean Claude Alvarez, Eric Dasque, Emuri Abe, Jean Louis Démolis, Christian Funck-Brentano; Droperidol and 
Ondansetron-induced QT Interval Prolongation: A Clinical Drug Interaction Study. Anesthesiology 2008; 109:206–212 doi: 
https://doi.org/10.1097/ALN.0b013e31817fd8c8

Figure 3. Summary of demographics for 275 patients included in the study. Figure 4. Incidence of postoperative nausea, vomiting, and rescue antiemetic requirements amongst 
patients receiving fosaprepitant versus no fosaprepitant. Figure 1. Flow chart demonstrating inclusion and exclusion of cases upon review of patient records.

Primary surgery Additional surgery Number of patients
Roux-en-Y 33

Gastrectomy

All Gastrectomy 
Procedures 222

Gastrectomy with 
Cholecystectomy 7

Gastrectomy with
Hernia repair 45

Gastric device 
removal 20

Figure 2. Number of patients who received roux-en-y, gastrectomy, gastric device removal 
or related procedures. 
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