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ABSTRACT

BACKGROUND

There is evidence that in patients with a high risk of developing Postoperative Nausea and Vomiting (PONV), combination of
antiemetics is considered. The aim is to evaluate the effect of prophylactic dexamethasone and metoclopramide as monotherapy
and in combination for female patients with moderate-to-high risk for PONV undergoing laparoscopic surgery under general
anaesthesia.

MATERIALS AND METHODS

This was a multicentred, prospective, randomised, double-blind, placebo controlled trial. 120 patients, were allocated randomly to
one of the four groups: (D) received 8 mg dexamethasone; (M) received 20 mg Metoclopramide; (C) received dexamethasone (8
mg) and metoclopramide (20 mg); and (P) received saline. All patients were assessed 24 hours for PONV, postoperative symptoms
and the need for rescue antiemetic and analgesia.

RESULTS

In the 24-hour post-operative period, the following results were demonstrated; Significant differences in the incidence of vomiting
between placebo group 17 patients (56.7%) and combination group 6 (20%), P = 0.0037, and dexamethasone group 6 (20%), P =
0.0037. The results indicate that incidence of overall vomiting was reduced by use of either Dexamethasone or combination. Also
statistically significant differences were noted in the incidence of nausea between the treatment groups [D 6 (20%); M 10 (33.3%);
and C 5 (16.7%)] when compared with placebo 19 (63.3%), p< 0.05. The results indicate that the three treatments groups have
similar effect in reducing overall incidence of nausea. Significant differences were also exhibited in the intensity of nausea between
the combination group 1.05 (* 0.90) compared with dexamethasone 1.78 (+ 1.14), P = 0.008, Metoclopramide 2.43 (+ 1.03), P =
0.000 and placebo 3.07 (+ 1.34), P=0.000. Results demonstrate that using a combination can significantly reduce the intensity of
nausea. The total number of patients who received rescue antiemetic in combination 6 (20%) and dexamethasone 7 (23.3%) were
significantly lower than those receiving placebo 19 (63.3%), p <0.05. Incidence, intensity of pain and the consumption of rescue
analgesic were reduced significantly in the combination and dexamethasone groups compared with Metoclopramide and Placebo.

CONCLUSION

The combination of dexamethasone plus metoclopramide reduces the intensity of nausea. Dexamethasone and a Dexamethasone
plus Metoclopramide was found more effective in preventing PONV and decreasing the requirement of rescue antiemetic than
Metoclopramide or placebo. Patients who are at high risk for PONV may demonstrate positive outcomes when using a combination
therapy.
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BACKGROUND

There is evidence that in patients with a high risk for PONV,
combination antiemetic should be considered as a viable
option.[] It has been reported that dexamethasone is effective

against emesis in most patients undergoing General
Anaesthesia (GA).[2] Dexamethasone and a Dexamethasone
plus Metoclopramide combination was found more effective
in preventing PONV than Metoclopramide alone or no anti-
emetic administration.3]

In addition, Manaa and Seif found that the combination of
Dexamethasone with Metoclopramide was not significantly
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more effective than single administration of Dexamethasone
in the prophylaxis of PONV in patients undergoing
maxillofacial surgery.[*] The aim of this study is to evaluate
the effect of prophylactic dexamethasone and
metoclopramide as monotherapy and in combination for
female patients with moderate-to-high risk for PONV
undergoing laparoscopic surgery under general anaesthesia.
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MATERIALS AND METHODS

This was a multicentred, prospective, randomised, double-
blind, placebo controlled trial. The study was conducted in
the Northern West Bank, Palestine.

Inclusion Criteria

Female patients with

(1) Age between 18-60 years, (2) weight between 50-120 kg,
(3) who were planned for laparoscopic surgery under GA, (4)
American Society of Anesthesiologists (ASA) I & II, (5) who
were with a risk score of 260% for PONV.[5]

Exclusion Criteria

(1) History of gastrointestinal haemorrhage, (2) smokers, (3)
developed nausea and vomiting on the last day on prior
surgery, (4) received antiemetic drugs within 24 hours on
prior surgery, (5) conversion to open cholecystectomy.

The main outcome was the occurrence of PONV. A
secondary outcome was the intensity of nausea, assessed by a
self-report Likert type scalel®] ranging from 0 to 6 (0 = no
nausea, 1= very mild nausea, 2 = mild, 3= moderate, 4=
severe, 5= very severe, 6= intolerable). Indication for treating
nausea and vomiting was when the patient felt nausea = 3 on
a Likert type scale and/or when the patient vomited twice or
more. Then a single dose of an antiemetic drug for the rescue,
Ondansetron 4 mg given. Other outcomes included the
incidence and intensity of pain, measured with a VAS -
scorel’l spans from 0-10 (0 = no pain and 10= the worst pain
that may be possible) measured at postoperative hours
immediately after surgery in PACU, 2, 4, 8, 16, 24 hours. A
score of 4 and above on VAS-scale was defined as pain
requiring of an analgesic drug (2 mg of IV of Morphine)
repeated as needed. Complete response (no nausea, no
vomiting, no retching, no need for rescue antiemetic) is
another outcome. Patient's satisfaction was measured by a
scale of statements including very unsatisfied, unsatisfied,
neither satisfied nor unsatisfied, satisfied, and very satisfied.

Assignment of Interventions

Study drugs were processed by a nurse unrelated to the
study. Medication was administered in a 10 mL syringe.
Syringes were labelled with a study-specific identification i.e.
a number for each patient. The anaesthetist administered the
study medication and was unaware of the distribution of the
treatment groups.

Sample Size Calculation

A formula (i.e. Pocock's sample size formula) that can be
directly applied for comparison of proportions P1 and P: in
two equally sized groups where P1 = estimated proportion of
study outcome in the exposed group (i.e. combination
therapy) (P1 = 0.30) and P2 = estimated proportion of study
outcome in the unexposed group (placebo therapy) (P2 =
0.60). Thus, a total of 160 patients (40 for each group) should
be targeted for recruitment into the study, at an alpha level of
0.05 and a power of (1-beta) of 0.80. Due to limited time for
this study, a total of 120 patients (30 for each group) were
recruited.

Randomisation
Randomisation was done through opaque and well-sealed
envelopes. The sequence generation was done by computer.
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Number was written on envelope and group was written on
the card within it along with the serial number. As and when
patients come, envelop was opened to see the group to be
allotted.

Blindness
The patients, health care providers included in the patient
care, the person who collected and analysed data, and the
outcome adjudicators were unaware of the treatment group
allocation.

Administration of Study Medications

One hundred twenty participants were allocated randomly to
one of the four study groups, 30 in each group. Study
medications were given by anaesthetists.

Group one received 8 mg Dexamethasone one minute
before induction of anaesthesia and 10 mL saline before
termination of anaesthesia (D).

Group Two received 10 mL saline one minute before
administration of anaesthesia and Metoclopramide 20 mg
before termination of anaesthesia (M).

Group Three received Dexamethasone (8 mg) one minute
before administration of anaesthesia and Metoclopramide
(20 mg) before termination of anaesthesia (C).

Group Four received 10 mL saline one minute before
administration of anaesthesia and before termination of
anaesthesia (P).

Anaesthesia Protocol

Fifteen minutes before the administration of anaesthesia, the
participants were pre-medicated with Dormicum 1 mg IV.
Lactated Ringer at a rate of 10 mL/kg was administered to all
participants. Monitoring throughout anaesthesia period done
by electrocardiogram, noninvasive blood pressure, pulse
oximetry and capnometry. The same consistent anaesthetic
approach was used in all participants. GA was induced with
Fentanyl (2 pg/kg) and Propofol (2 mg/kg). Atracurium was
given (0.5 mg/kg) for ease of tracheal intubation. Anaesthesia
contained 1.2% Isoflurane, 50% air in Oz. The ventilation was
mechanically controlled and modified to preserve end-tidal of
carbonic dioxide (ETCO2) between 35 and 40 mmHg. At the
end of the operation, Atropine was administered 0.01 mg/kg
and Neostigmine 0.05 mg/kg IV for repeal of muscle
relaxation and the endotracheal tube was removed.

Surgical Protocol

Patients were put in reverse Trendelenburg position and the
abdominal cavity was insufflated with CO2 till intra-
abdominal pressure between 13-15 mmHg was achieved. A
temporal nasogastric tube was inserted to enhance gastric
drainage. Before endotracheal extubation, the nasogastric
tube was suctioned again and then pulled out.

Data Collection
Participants were relocated to the post-anaesthetic care unit
(PACU). Oz saturation was monitored, while heart rate, blood
pressure, and respiratory rate were monitored each 15 min.
Oxygen (5 L/min.) was administered via face mask on
admission and stopped before transfer to the ward.

In the ward, the patients were evaluated at 2, 4, 8, 16, and
24 hours after surgery by a nurse unaware of which
antiemetic the patient had received.
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Ondansetron 4 mg IV was administered when the Likert
type scale was 3 and above and/or when the frequency of
vomiting was twice or more. The occurrence of nausea,
vomiting and the number of patients requiring rescue
antiemetic were recorded.

Intensity of pain assessed through VAS each 1 hour in
PACU and at 4-hour periods in the ward. Morphine 2 mg IV
was given to the patient when pain score on VAS was 4 or
above and when the patient requested analgesia. The
occurrence of any side effects, headache, dizziness, tiredness
and fatigue, during the study period was evaluated.

Data Analysis
The data was analysed using SPSS version 20. Means,
standard deviations, percentages and frequencies were used
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to describe data for each group, Chi Square test was utilised
to examine differences between Percentages, Tukey HSD
Post-Hoc test examined pairwise differences between means,
and One-Way Analysis of Variance (F-Test) was used to
examine the differences between means.

Ethical Consideration

The study followed the World Medical Association
Declaration of Helsinki Ethical Principles for Medical
Research on Humans.[8] Approval of the study was taken from
the Institutional Review Board (IRB) at An-Najah National
University.

RESULTS
Variable Dexamethasone Metoclopramide Combination Placebo P-value
n=30 n=30 n=30 n=30
Age 37.43+£10.28 3240+ 11.67 36.20 + 13.17 37.40 + 10.62 0.284
Normal 5 (16.7%) 8 (26.7%) 7 (23.3%) 7 (23.3%)
BMI Overweight 12 (40%) 8 (26.7%) 10 (33.3%) 9 (30%) 0.732
Obese 13 (43.3%) 14 (46.6%) 13 (43.3%) 14 (46.6%)
0-8 8 (26.7%) 7 (23.3%) 12 (40%) 6 (20%)
9-16 11(36.7%) 10 (33.3%) 8 (26.7%) 8 (26.7%)
LMP (Days) 17-28 2 (6.7%) 10 (33.3%) 4 (13.3%) 7 (23.3%) 0.149
>28 9 (30%) 3 (10%) 6 (20%) 9 (30%)

Duration of Anaesthesia (min.) 80.77 £ 20.45 77.98 + 25.95 75.90 + 30.61 77.73 £ 20.59 0.898
Duration of Surgery (min.) 61.10 + 18.77 56.57 + 26.26 55.10 + 28.79 59.07 + 20.60 0.775
Total dose of Fentanyl (ug): 162.33 + 68.25 168.17 + 88.89 144.33+62.54 | 172.33+79.82 0.496
Total dose of Propofol (mg): 170.32 + 26.78 168.21 + 24.65 165.28 £19.23 | 169.33 + 28.54 0.877

Table 1. Demographic Data and Operational Information in the Four Study Groups

Data are Mean +SD with P-values derived from ANOVA test.

Data include Frequencies and Percentages (%) with P-values derived from Chi Square test.

There were no statistically significant differences among the four groups according to Demographic data (Table 1).

Variable Dexamethasone | Metoclopramide | Combination Placebo P-value
n=30 n=30 n=30 n=30
Vomiting (In PACU) 2 (6.7%) 7 (23.3%) 1(3.3%) 14 (46.7%) 0.000*
Vomiting (In Ward) 6 (20%) 8 (26.7%) 5 (16.7%) 14 (46.7%) 0.043*
Vomiting (In Total 24 hrs.) 6 (20%) 10 (33.3%) 6 (20%) 17 (56.7%) 0.006*
Frequency of Vomiting (In PACU) 1.5+0.71 1.25+0.5 1+0 1.45+0.52 0.788
Frequency of Vomiting (In Ward) 1.67 £0.52 2.14 £ 0.69 1.8 +0.84 2.58+1.08 0.162
Frequency of Vomiting (In Total 24 hrs.) 1.58 + 0.49 1.86 £ 0.63 1.67 £0.82 2.1+0.83 0.439
Incidence of Nausea (In PACU) 5 (16.7%) 9 (30%) 1 (3.3%) 19 (63.3%) <0.001*
Incidence of Nausea (In Ward) 6 (20%) 10 (33.3%) 5 (16.7%) 17 (56.7%) 0.008*
Incidence of Nausea (In Total 24 hrs.) 6 (20%) 10 (33.3%) 5 (16.7%) 19 (63.3%) <0.001*
Intensity of Nausea (In PACU) 1.77£1.19 2.33+1.35 0.73 £ 0.94 3.17 £ 1.60 <0.01*
Intensity of Nausea (In Ward) 1.80 +1.32 2.53+1.11 1.37+1.19 2.97 +1.47 <0.01*
Intensity of Nausea (In Total 24 hrs.) 1.78 +1.14 243+1.03 1.05+0.90 3.07 £ 1.34 <0.01*

Table 2. The Incidence of Postoperative Nausea, Vomiting, Intensity of Nausea
between the Study Groups in PACU, Ward and in Total 24 hours

*Significant at 0.05 level. Data are Mean * SD with P-
values derived from ANOVA test.

Data include Frequencies and Percentages (%) with P-
values derived from Chi Square test.

In PACU, there were reported differences in the incidence
of vomiting between groups of patients, p=0.000. The
differences were in combination group 1 (3.3%) and
Dexamethasone group 2 (6.7%) compared with placebo
group 14 (46.7%), P <0.05, and in combination group 1
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(3.3%) compared with metoclopramide 7 (23.3%), P =
0.0237. Results indicate that combination is more effective to
reduce incidence of vomiting in PACU when compared with
Metoclopramide or placebo (Table 2).

In the ward, the incidence of vomiting occurred in
patients in the combination group 5 (16.7%) and
Dexamethasone group 6 (20%) was significantly less than in
the placebo group 14 (46.7%), p<0.05. These results indicate
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that the effect of Metoclopramide is similar as to that of
placebo (Table 2).

In 24 hours period after recovery, the incidence of
vomiting in patients who received Dexamethasone alone 6
(20%) or Dexamethasone plus Metoclopramide 6 (20%) was
significantly lower than those who had received placebo 14
(46.7%), p = 0.0037. The results suggest that the incidence of
vomiting reduced significantly by wuse of either
Dexamethasone as a monotherapy or in combination
(Table 2).

In PACU, there were statistically significant differences
reported in incidence of nausea between study groups, in
Dexamethasone group 5 patients (16.7%), Metoclopramide 9
(30%), combination 1 (3.3%) and placebo 19 (63.3%), p
<0.001. In order to identify where the statistical difference is
located a Post Hoc test was used. The results indicated that
there was a statistically significant difference between the
three treatment groups when compared with placebo group
(p< 0.05). In addition, there was a significant difference
between the combination group 1 (3.3%) compared with the
Metoclopramide 9 (30%) p=0.0059. The author concluded
that nausea could be reduced by using a combination,
Dexamethasone or Metoclopramide; however, the
combination effect was clearly superior over Metoclopramide
(Table 2).

The number of patients who reported nausea while in the
ward reduced significantly in the combination group 5
(16.7%) and Dexamethasone group 6 (20%) when compared
with placebo group 17 (56.7%), p < 0.05. Results reflect that
Dexamethasone alone and in combination is more effective to
reduce incidence of nausea than Metoclopramide and placebo
group (Table 2).

During the postoperative period of 24 hours, there was
significant difference between the treatment groups (D, M,
and C) when compared with placebo group p< 0.05. The
results indicate that the three treatments groups (D, M, and
C) have similar effect in reducing overall incidence of nausea
(Table 2).

While in PACU, the intensity of nausea reduced
significantly for the combination group (0.73) and
Dexamethasone group (1.77) as compared with placebo
(3.17), p < 0.05. There are statistically significant differences
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between the combination group compared with
Dexamethasone group p = 0.013, and Metoclopramide group
at p = 0.000. Results show that combination is more effective
in reducing intensity of nausea of patients while in PACU as
compared with Dexamethasone, Metoclopramide and
placebo. However, it was noted that Combination treatment
was superior to dexamethasone alone to reduce the intensity
of nausea in PACU (Table 2).

In the ward, the intensity of nausea in the combination
group (1.37) and Dexamethasone group (1.80) was
significantly reduced when compared with the placebo group
(2.97), at p < 0.05. There is a significant difference between
the combination group as compared with Metoclopramide
(2.53) at p= 0.003. As a result, by using Dexamethasone or in
combination the intensity of nausea was reduced in ward
compared with the placebo group. In addition, combination
therapy (1.37) was more effective than Metoclopramide
(2.53), at P <0.01 (Table 2).

Table 2 shows that during 24 hours postoperatively, the
intensity of nausea in the combination group (1.05) was
significantly less than in the Dexamethasone group (1.78), P=
0.008. The cumulative score of nausea decreased in the
Dexamethasone (1.78) and combination groups (1.05) as
compared with a placebo group (3.07) at p = 0.000 and the
Metoclopramide group (2.43) at p = 0.000. However, it was
noted that the combination therapy was superior to
Dexamethasone alone, Metoclopramide alone and placebo.
(Figure 1).

3.5 .
317 Intensity of Nausea 357 3.07

253

In PACU In Ward

InTotal 24Hrs

"+ Dexamethasone  IlMetoclopramide = Combination < Placebo

Figure 1. Intensity of Nausea in the Four Study Groups
in PACU, Ward and in the Total 24 hours Post-operatively

Variable Dexamethasone Metoclopramide Combination Placebo P-value
N=30 N=30 N=30
Headache 3 (10%) 9 (30%) 9 (30%) 8 (26.7%) 0.212
Tiredness 9 (30%) 11 (36.7%) 7 (23.3%) 14 (46.7%) 0.265
Drowsy 10 (33.3%) 14 (46.7%) 11 (36.7%) 13 (43.3%) 0.708
Fatigue 9 (30%) 12 (40%) 7 (23.3%) 11 (36.7%) 0.524
Incidence of Pain 21 (70%) 28 (93.3%) 22 (73.3%) 29 (96.7%) 0.004*
Intensity of Pain 4.20+1.37 5.07 +1.28 440+1.4 5.47 +1.04 0.001*

Table 3. The Numbers and Percentage of Patients with Postoperative Symptoms (Headache, Tiredness, Drowsy and Fatigue)
in the Four Study Groups in the Total 24 hours Postoperatively. The Intensity of Pain is Presented by Mean + SD

*Significant at 0.05 level. Data are Mean * SD with P-values derived from ANOVA test.
Data include Frequencies and Percentages (%) with P-values derived from Chi Square test.

There are no significant differences in postoperative symptoms (headache, tiredness, drowsy, and fatigue) between groups of
patients in the total 24 hours postoperatively (p > 0.05) (Table 3). During the 24 hours, the results demonstrate that the incidence
and intensity of pain decreased significantly by the use of Dexamethasone alone or in combination (Table 3).
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Variable Dexamethasone Metoclopramide Combination Placebo P-value
N=30 N=30 N=30 N=30
Rescue Antiemetic (Ondansetron) 7 (23.3%) 13 (43.3%) 6 (20%) 19 (63.3%) | 0.000*
Rescue Analgesic o o o o *
(Morphine) 21 (70%) 28 (93.3%) 22 (73.3%) 29 (96.7%) | 0.004

Table 4. The Frequency and Percentage of Patients requiring Rescue Antiemetic and Rescue Analgesic Medications in the
Four Study Groups in the Total 24 hours Postoperative Period

*Significant at 0.05 level. Data include Frequencies and Percentages (%) with P-values derived from Chi Square test.

During the 24 hours, the results suggest that using Dexamethasone alone or in combination reduces the need for rescue
antiemetic compared with placebo. However, it was noted that combination therapy was superior to metoclopramide alone and
placebo to reduce the requirements for rescue antiemetic medication (Table 4). During the 24 hours, the consumption of rescue
analgesic decreased significantly by the use of dexamethasone alone or in combination (Table 4).

Variable Dexamethasone Metoclopramide Combination Placebo P-value
N=30 N=30 N=30 N=30
Very 2 (6.7%) 7 (23.3%) 0 (0%) 9 (30%)
Unsatisfied ' '
Unsatisfied 5 (16.7%) 4 (13.3%) 4 (13.3%) 7 (23.3%)
Neither Satisfied nor Unsatisfied 1(3.3%) 0 (0%) 0 (0%) 0 (0%) 0.014*
Satisfied 21 (70%) 17 (56.7%) 22 (73.3%) 13 (43.3%)
Sa\tllirﬁye . 1 (3.3%) 2 (6.7%) 4 (13.3%) 1(3.3%)

Table 5. The Numbers and Percentages of Patient Self-Report Satisfaction Rate related to their Health Status

*Significant at 0.05 level. Data include Frequencies and Percentages (%) with P-values derived from Chi Square test.
The results show that the patients who received prophylactic antiemetic were more satisfied with their health status as
compared with those who received placebo. The highest rate of satisfaction was significantly noted in patients who received a

combination therapy.

Variable DexamethasoneMetoclopramide Combination Placebo P-value
N=30 N=30 N=30 N=30

Complete response 23 (76.6%) 17 (56.6%) 24 (80%) 11 (36.6%) 0.001*

Incidence of PONV 7 (23%) 13 (43%) 6 (20%) 19 (63%) 0.001*

Table 6. In Total 24 hours Postoperatively, Frequency (%) of Patients with Complete Response (No Nausea, No Retching, No
Vomiting and No Need for Rescue Antiemetic Medication) and the Incidence of PONV in the Four Study Groups

*Significant at 0.05 level. Data include Frequencies and
Percentages (%) with P-values derived from Chi Square test.
The results clarify that the number of patients with complete
response in combination is significantly greater than
metoclopramide and placebo. The overall incidence of PONV
in dexamethasone, Metoclopramide, combination and
placebo groups is 23%, 43%, 20%, and 63% respectively in
total 24 hours postoperatively (Table 6).

DISCUSSION

The overall incidence of PONV in the current study in the
placebo group is 63.3%, which is congruent with a study
which revealed that the incidence of PONV ranges from 40%-
77% for patients undergoing laparoscopic surgery.[°]

PONV is considered as the most widespread adverse-
effect of perioperative opioids.[1®] Premedication with
opioids[1l 12l and intraoperative use raises the risk of PONV in
a dose-dependent manner.[13] The Society for Ambulatory
Anesthesia Consensus guidelines recommend reducing the
use of opioid intraoperative and postoperative in a way to
manage PONV.[14] Paradoxically, Andersen and Krohg noted
that opioids did not increase the frequency of nausea, but
actually relieved it.[15]

In the current study, more patients in the placebo group
requested rescue analgesic (Morphine) suggestive of higher
incidence of PONV. Our results are congruent with a previous
study.[16]
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The recommended dose for Metoclopramide is 10 mg
[V.[91 However, Metoclopramide is not effective in reducing
PONV at a 10 mg dosage.[117.18] Metoclopramide has identical
efficiency compared with another antiemetic at the 25- 50
mg dosage.[13] However, Gan et al in their guidelines don't
encourage using Metoclopramide as a perioperative
antiemetic.[14

Because of its short duration of action, Metoclopramide
must be given at the end of operation or after arrival to the
PACU to produce an effective antiemetic in the early time
postoperatively.['9) Henzi et al demonstrate that the
antiemetic effect of Metoclopramide exists through the first
six hours after administration.[18] In the current trial, when 20
mg Metoclopramide was administered as a single
prophylactic antiemetic at the end of anaesthesia, the relative
risk reduction (RRR) was -0.316, the effects were
comparative to a placebo in the total 24 hours
postoperatively.

Dexamethasone has been found effective in preventing
PONV in various randomised, placebo controlled studies in
laparoscopic surgeries.[2317.20-26] Henzi et al analysed 17
studies comparing the efficacy of prophylactic
Dexamethasone with a placebo for PONV, and found it more
effective than placebo.[27] Conversely, Fujii et al conducted a
study in women undergoing major gynaecological operations,
and found that Dexamethasone at 8 mg dose alone did not
reduce PONV.[28]
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The most frequent dose of Dexamethasone used for
prevention of PONV is 8-10 mg (Aziz, Naz et al, 2011). In
addition, advised timing for administration is instantly before
administration of anaesthesia.[29] Therefore, for the current
study, 8 mg dexamethasone was given one minute before
induction and the RRR of PONV in 24 hours is -0.632
compared with placebo.

Use of prophylaxis combination therapy against PONV has
shown to have superior efficiency than monotherapy and
should be adopted in patients at high risk score for PONV.[30]
For the current study, combination of 8 mg dexamethasone
and 20 mg Metoclopramide was given and the RRR of PONV
in 24 hours is -0.684 when compared with placebo.

Use of Metoclopramide in combination with other agents
has not been found to decrease the incidence of PONV more
than monotherapy.31l However, Jee et al reported that a
combination of 20 mg Metoclopramide with 5 mg dose of
Dexamethasone had similar effect against PONV as a
combination of 4 mg Ondansetron with 5 mg Dexamethasone
in patients undergoing gynaecological operation.[30]

However, a meta-analysis conducted by Henzi et al,
informed that 10 mg Metoclopramide has a poor antiemetic
effect and its efficacy didn't improve when administered with
8 mg Dexamethasone.['8] In the current trial, a
Dexamethasone plus Metoclopramide combination was found
to be at least as effective as Dexamethasone alone for the
preventing of PONV. The current findings are identical to
those reported by Nesek-Adam et al, the results
demonstrated no variance in the occurrence of PONV during
the study period (24 hours) between the groups who
received Dexamethasone alone and combination.[22] The
current results also are congruent to the study of Ivanov et al.
They found that the administration of Dexamethasone alone
or in combination with Metoclopramide was more efficient in
reducing PONV compared with Metoclopramide alone or
without an antiemetic.3]

The most prevalent side effects reported in the current
study were headache, tiredness, fatigue, drowsiness.
However, the difference was not statistically significant
between the groups. These results are consistent with that of
Ivanov et al who reported that in spite of the neuroleptic
characteristics of Metoclopramide, its combination with
Dexamethasone didn't increase incidence of headache,
dizziness, sedation, or dry mouth.[3]

Coloma & Duffy reported that a single dosage of
Dexamethasone minimised postoperative pain scores.[32] Due
to its anti-inflammatory characteristicc Dexamethasone
should be useful for acute pain after surgery.[33] Moreover,
when using a single dose of Dexamethasone, the side effects
are benign, as reported in various studies and meta-
analysis.[33-35] This result is consistent with the findings of the
current study.

In the current study, rescue antiemetic in 24 hours was
significantly lower in the dexamethasone and combination
groups than the other groups. On the contrary, Ivanov et al
found that rescue antiemetic was not required in patients
receiving  Dexamethasone and combination, after
laparoscopic surgery.[31129]

In the current study, Dexamethasone reduced
postoperative pain and analgesic requirements as compared
with Metoclopramide or placebo. Similar results were
obtained by Fukami et al who found that Dexamethasone
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significantly reduced postoperative pain and analgesic
requirements after LC compared with the placebo group.[24]

CONCLUSION

The combination of dexamethasone plus metoclopramide
reduces the intensity of nausea. Dexamethasone and
Dexamethasone plus Metoclopramide was found more
effective in preventing PONV and decreasing the requirement
of rescue antiemetic than Metoclopramide or placebo.
Patients who are at high risk for PONV may demonstrate
positive outcomes when using a combination therapy.
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