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1.  Low-dose p ropofol r educes 
post-operative  n ausea.

2. Effective in minimizing 
vomiting post-surgery.

3. Enhances patient comfort 
after anesthesia.

4. Improves recovery by 
controlling nausea.

5. Benecial for laparoscopic 
surgery patients.
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INTRODUCTION

Post-operative nausea and vomiting (PONV) are frequent and 

distressing complications for patients undergoing laparoscopic 

surgery under general anesthesia. The incidence of PONV 

varies widely, ranging from 20% to 80%, depending on several 

factors, including the type of surgery, the aesthetic agents used, 

and individual patient risk factors[1]. Women, non-smokers, 

and patients with a history of motion sickness are at particularly 

high risk. Laparoscopic procedures, which involve creating a 

pneumoperitoneum by insufating the abdomen with carbon 

dioxide, further exacerbate the risk of PONV. This insufation 

increases intra-abdominal pressure and stimulates the vagus 

nerve, leading to higher rates of nausea and vomiting compared 

to open surgeries[2].

The aesthetic approach signicantly inuences the occurrence 

of PONV. Volatile anaesthetics and opioids, both of which are 

commonly used in general anesthesia, are strongly associated 

with an increased risk of PONV[3]. These agents are essential 

in many surgeries but come with the trade-off of higher rates of 

post-operative nausea and vomiting. In contrast, propofol, a 

widely used intravenous aesthetic, has emerged as a favourable 

alternative due to its antiemetic properties when used in higher 

doses for the induction and maintenance of anesthesia[4]. It has 

a rapid onset of action and a short half-life, which makes it an 

ideal agent for total intravenous anesthesia (TIVA). However, 

its potential use at lower doses as a continuous infusion during 

surgery to mitigate PONV without compromising the depth of 

anesthesia has sparked increasing interest in recent years[5].

Laparoscopic surgery presents unique challenges when 

managing PONV due to the physiological effects of 

pneumoperitoneum and the use of inhalational anaesthetics. 

The increased intra-abdominal pressure can irritate the 

peritoneum and trigger the emetic response through vagal 

stimulation[6]. Additionally, prolonged exposure to 

inhalational agents and opioids further increases the likelihood 

of PONV. Therefore, minimizing PONV is crucial in enhancing 

patient comfort and improving post-operative recovery 

outcomes. Propofol's antiemetic potential offers a promising 

solution, particularly when used in low-dose continuous 

infusion during laparoscopic surgery[7].

Propofol's antiemetic effects have been recognized for several 

decades, although the exact mechanisms remain not fully 

understood. It is believed to act on neurotransmitter pathways 

involved in nausea and vomiting, such as the gamma-

aminobutyric acid (GABA) and dopamine systems[8]. 

Additionally, propofol's ability to suppress vagal nerve activity, 

which is implicated in the genesis of PONV, may further 

contribute to its effectiveness. Traditionally, propofol has been 

administered in higher doses for induction and maintenance of 

anesthesia, especially in TIVA, where it signicantly reduces 

the incidence of PONV compared to volatile anaesthetics[9]. 

However, recent research has focused on exploring whether 

propofol can exert similar antiemetic benets when 

administered in lower doses as a continuous infusion 

throughout the surgical procedure[10].
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Administering low-dose propofol as a continuous infusion 

during surgery has emerged as a potentially effective strategy to 

mitigate PONV, especially in patients undergoing laparoscopic 

procedures[11]. Typically, the doses range between 10-20 

mg/hour, which is low enough to avoid affecting the depth of 

anesthesia but sufcient to provide antiemetic effects. This 

strategy is especially useful in high-risk populations, such as 

women, non-smokers, and patients with a history of motion 

sickness, who are more susceptible to PONV. Studies have 

shown that in these patient groups, low-dose propofol infusion 

during surgery can signicantly reduce the incidence and 

severity of PONV[12].

Traditional antiemetic strategies for managing PONV involve 

pharmacological agents like 5-hydroxytryptamine (5-HT3) 

receptor antagonists, corticosteroids, and antihistamines. While 

effective, these medications can come with side effects and 

varying degrees of efcacy[13]. Moreover, some patients may be 

at risk for adverse reactions or drug interactions. The potential for 

propofol to reduce reliance on these conventional antiemetics is 

of great interest in modern aesthetic practice. By incorporating 

low-dose propofol infusion as part of a multimodal approach to 

PONV prevention, anaesthesiologists may offer patients 

improved outcomes with fewer side effects[14].

One of the main advantages of low-dose propofol infusion is that 

it can be seamlessly integrated into standard aesthetic practice 

without altering the overall anesthesia management plan. It can 

be combined with inhalational anaesthetics, which are 

commonly used in laparoscopic surgery, to provide effective 
15anesthesia while reducing PONV . This allows for a tailored 

approach that meets the specic needs of the patient while 

mitigating one of the most common and uncomfortable post-

operative complications 16. Furthermore, the use of low-dose 

propofol does not signicantly alter the hemodynamic prole of 

patients, meaning that it can be safely administered without 

increasing the risk of adverse cardiovascular events, a concern 

often associated with higher doses of propofol[17].

Further research is needed to establish the optimal dosing 

regimen for low-dose propofol infusion, including precise 

dosage and timing for maximum antiemetic effect. Questions 

remain about its long-term use, particularly interactions with 

other aesthetic agents and potential side effects[18]. 

Nevertheless, current evidence suggests that low-dose propofol 

infusion is a safe, well-tolerated approach that holds promise in 

managing post-operative nausea and vomiting (PONV) in 

laparoscopic surgery. This strategy offers the potential to reduce 

PONV incidence and severity without compromising anesthesia 

quality, enhancing patient recovery, minimizing discomfort, and 

improving overall surgical outcomes[19]. As more studies rene 

the best use of propofol in this setting, low-dose infusion is 

poised to become an important tool in modern perioperative care, 

offering an effective and patient-centred approach to PONV 

management, particularly for those at high risk[20].

The study aims to evaluate the effect of low-dose propofol 

infusion on post-operative nausea and vomiting (PONV) in 
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(22.5%) had a BMI between 25 and 29.9. There was no 

statistically signicant difference in BMI distribution between 

the two groups (P=0.322), indicating similar baseline 

characteristics regarding BMI.

patients undergoing laparoscopic surgery under general 

anesthesia. Specically, it seeks to assess the effectiveness of 

administering propofol at 1 mg/kg/hr after anesthesia induction 

in reducing the incidence and severity of PONV. Additionally, 

the study will evaluate the safety and tolerability of this infusion 

protocol, comparing its impact on patient recovery and comfort 

against standard anesthesia practices. The goal is to determine 

whether low-dose propofol can improve post-operative 

outcomes in laparoscopic surgery patients.

MA TE RI A LS  A ND  ME THO DS

Data was collected from patients scheduled for elective 

laparoscopic surgeries under general anesthesia at ESIC 

Medical College-PGIMSR, Rajajinagar, Bangalore. Based on a 

previous study by Mine Celik et al. (2015), where PONV 

incidence was 40% in the propofol group and 75.5% in the 

control group, a sample size of 35 per group was calculated  

(with 5% alpha error and 80% power). To account for potential 

dropouts, 40 patients per group were included. This prospective 

randomized study, conducted from March 2021 to August 2022, 

included patients aged 18-60 years, ASA physical status I-II, and 

excluded those with PONV history, motion sickness, or organ 

dysfunction.

RE SU LTS

The mean age of patients undergoing laparoscopic surgeries in 

the propofol infusion group was 37.97±8.18 years, while in the 

normal saline group, it was 36.00±7.15 years. The difference 

between the two groups was not statistically signicant 

(P=0.254). This indicates that there was no signicant variation 

in the age distribution of patients between the propofol and 

normal saline groups, ensuring comparable baseline 

characteristics for age in the study population.

In the propofol infusion group, 26 patients (65%) were 

classied as ASA class 1, and 14 patients (35%) were in ASA 

class 2. In the normal saline group, 29 patients (72.5%) were 

ASA class 1, and 11 patients (27.5%) were ASA class 2. There 

Table 1: Distribution of BMI According to the Study.

In the propofol infusion group, 26 patients (65%) had a BMI 

between 18.5 and 24.9, while 14 patients (35%) had a BMI 

between 25 and 29.9. In the normal saline group, 31 patients 

(77.5%) had a BMI between 18.5 and 24.9, and 9 patients 

was no statistically signicant difference in the ASA class 

distribution between the two groups (P=0.631), indicating 

comparable baseline physical status among patients in both the 

propofol infusion and normal saline groups.

Table 2: ASA-Frequency Distribution in two Groups of Patients Studied
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In the propofol infusion group, 37 patients (92.5%) underwent 

laparoscopic cholecystectomy, while 3 patients (7.5%) had 

laparoscopic umbilical hernia repair. In the normal saline 

group, 36 patients (90%) had laparoscopic cholecystectomy, 

and 4 patients (10%) underwent laparoscopic umbilical hernia 
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repair. No statistically signicant difference was observed in the 

distribution of surgery types between the two groups (P=1.00), 

indicating that the types of surgeries were comparable across 

both groups in the study.

Table 3: Duration of Anesthesia (Mins)

The mean duration of anesthesia in the propofol infusion group 

was 74.03±12.09 minutes, while in the normal saline group, it 

was 72.1±13.2 minutes. No statistically signicant difference 

was observed between the two groups (P=0.499), indicating 

that the duration of anesthesia was comparable across both 

groups. This similarity in anesthesia duration ensures that it did 

not inuence the study outcomes related to post-operative 

nausea and vomiting (PONV) between the two groups.

Figure 2: Need of Rescue Antiemetic

Table 4: Correlation of BMI Category with the Age Group

Dikshapreet et al., 2024

Figure 1: Type of Surgery-Frequency Distribution in Two Groups of Patients Studied.
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Figure 3: Bellville Scale According to Study Group

In the propofol infusion group, 6 participants (15%) required 

rescue antiemetics, while in the normal saline group, the need 

for rescue antiemetics was signicantly higher, with 18 

patients (45%) requiring them. This difference was statistically 

signicant (P=0.007), indicating that patients in the propofol 

B et al. (2016) and Sun K et al. (2015), which also demonstrated 

that as UACR grades increase, both NLR and PLR values rise 

signicantly. These studies similarly indicated a trend of higher 

inammatory markers with worsening albuminuria, supporting 

the idea that these ratios can serve as effective indicators of 

inammation and potential renal damage progression in diabetic 

patients[16-17].

In our study, the ROC curve analysis revealed that the 

Neutrophil-to-Lymphocyte Ratio (NLR) had an Area Under the 

Curve (AUC) of 0.793, indicating a high level of diagnostic 

accuracy for detecting certain clinical conditions. The low 

standard error of 0.049 reects the precision of this AUC 

estimate, while the asymptotic signicance value of 0.000 

suggests that the AUC is signicantly greater than 0.5, further 

validating the strong diagnostic potential of NLR. Additionally, 

the 95% condence interval for the AUC, ranging from 0.696 to 

0.890, suggests that the observed diagnostic performance is 

reliable and likely to be reproducible. Our ndings are consistent 

with those reported by Jaaban M et al. (2021) and Qiao S et al. 

(2020) who also found that the asymptotic signicance of 0.000 

indicated an AUC signicantly different from 0.5, underscoring 

the robust diagnostic capabilities of NLR. These studies, like 

ours, demonstrate the potential utility of NLR as a valuable 

marker in clinical diagnostics, particularly for conditions where 

inammation plays a critical role[18-19]. Our ndings contribute 

to the growing body of evidence supporting the clinical utility of 

these ratios in predicting and monitoring renal complications in 

patients with type-2 diabetes mellitus.

CONCLUSION

This study concludes that both Neutrophil-to-Lymphocyte Ratio 

(NLR) and Platelet-to-Lymphocyte Ratio (PLR) are valuable 

biomarkers for assessing the severity of diabetic nephropathy in 

patients with Type-2 Diabetes Mellitus. The signicant 

correlation between elevated NLR and PLR values and higher 

Urine Albumin-Creatinine Ratio (UACR) grades suggests that 

these ratios effectively reect the progression of albuminuria, a 

key indicator of kidney damage in diabetic patients. With good 

diagnostic accuracy demonstrated by the Receiver Operating 

Characteristic (ROC) curve analysis, particularly for NLR with 

Table 4: Total Rescue Antiemetic

infusion group had a reduced need for additional antiemetic 

treatment compared to those in the normal saline group, 

suggesting the effectiveness of propofol in minimizing post-

operative nausea and vomiting (PONV).

The Belville scale showed a lower incidence of PONV in the 

propofol infusion group compared to the normal saline group. 

The mean and standard deviation for the propofol group at 1, 3, 

6, 12, and 24 hours were 1.2±0.61, 1.2±0.65, 1.08±0.35, 1±0, 
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In the propofol infusion group, 6 patients required one dose of 

rescue antiemetic, and none needed a second dose. In contrast, 

in the normal saline group, 13 patients (72.2%) out of 18 

required one dose, while 5 patients (27.8%) needed two doses 

of rescue antiemetic. Although the normal saline group had a 

higher number of patients requiring multiple doses, the 

difference was not statistically signicant (P=0.280), indicating 

comparable overall rescue antiemetic requirements between the 

two groups.

and 1±0, respectively. In contrast, the normal saline group had 

values of 1.7±1.02, 1.73±1.11, 1.65±1, 1.45±0.9, and 1±0. 

Statistically signicant differences were observed at 1, 3, 6, and 

12 hours (p=0.005, 0.005, <0.001, <0.001).

Table 5: Distribution of Gender According to the Study.

Volume 8, Issue 2, 2024
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Table 6.  Blood investigations.

Figure 3: Scatter Plot Represents Correlation of BMI Category With CPR Percentile Mean

In the propofol infusion group, there were 23 females (57.5%) 

and 17 males (42.5%), while the normal saline group had 22 

females (55%) and 18 males (45%). No statistically signicant 

difference was observed in the gender distribution between the 

two groups (P=1.00), indicating that the gender composition 

was comparable in both groups. This balance ensures that 

gender did not inuence the outcomes of the study related to 

post-operative nausea and vomiting (PONV).

DISCUSSION

Laparoscopic surgeries have a high incidence of PONV, 

particularly in cholecystectomy, due to peritoneal irritation 

from carbon dioxide insufation, with rates as high as 46-72%. 

Prolonged vomiting can cause complications like electrolyte 

imbalances, dehydration, and wound issues. Propofol, a short-

acting hypnotic, reduces PONV by interacting with 

dopaminergic and 5HT3 receptors[21].

Gan TJ et al. demonstrated that a plasma concentration of 300-

500 ng/ml is necessary to prevent nausea and vomiting. Various 

studies have examined both single bolus doses and sub-

hypnotic propofol infusions for PONV prevention. A bolus 

dose leads to a rapid plasma level decline, with a redistribution 

time of 2-8 minutes and a clearance rate of 20-30 ml/kg/min, 

reducing propofol concentration within two hours. In contrast, 

low-dose propofol infusion remains effective for up to 24 hours 

postoperatively. Propofol infusion has also proven effective in 

conditions like chemotherapy-induced nausea and vomiting 

unresponsive to ondansetron and steroids, with an optimal 

infusion rate of 17 µg/kg/min (1 mg/kg/h). In our study, patients 

received a propofol infusion of 1 mg/kg/hr starting 10 minutes 

after induction and stopping 15 minutes before surgery ended. 

This dose signicantly reduced the incidence of PONV 

(12.5%) compared to the control group (40%), with lower 

Bellville scale scores and less need for rescue antiemetics (15% 

vs. 45%)[22].

In a prospective, double-blind, randomized study by Kim et al., 

107 women undergoing laparoscopy-assisted vaginal 

hysterectomy under general anesthesia were given two 

different doses of propofol (0.5 mg/kg and 1 mg/kg) 15 minutes 

before the end of surgery. The incidence of nausea in the rst 2 

hours was signicantly lower in both the 0.5 mg/kg and 1 mg/kg 

propofol groups compared to the control group (p<0.05). 

However, no signicant differences were observed between the 

groups during the 2-24 hour and 24-48-hour periods. These 

ndings are consistent with our study's results[23].

Our ndings are supported by Celik M et al., who demonstrated 

that a propofol infusion of 1 mg/kg/h effectively prevents 

PONV in patients undergoing laparoscopic surgery during the 

rst 24 hours post-anesthesia. PONV incidence was 

signicantly lower in the propofol group compared to the 

control group, with reduced rescue antiemetic and analgesic 

requirements. In our study, we used propofol alone as an 

infusion to prevent PONV. Arslan et al., in their double-blind 

study, found that combining propofol with dexamethasone (8 

mg) provided better PONV control than with metoclopramide 

in patients undergoing laparoscopic surgery under general in  

patients undergoing laparoscopic surgery under general 

anesthesia. However, the dose of propofol used in their study was 

half of what was used in ours, highlighting a difference in dosing 

strategy and outcomes[24,25].

In our study, we used continuous propofol infusion based on 

ndings by Gan TJ et al., who demonstrated that the protective 

effect of propofol against PONV was evident only when it was 

administered throughout the procedure. The mean plasma 

concentration associated with an antiemetic response was 343 

ng/ml, while patients receiving continuous infusion had a 

concentration of 424 ng/ml. In contrast, patients who received 

propofol only during induction and at the end of surgery had a 

higher incidence of PONV, with a mean concentration of 178 

ng/ml. The antiemetic effect is signicantly lower than the 

concentration required for sedation (1-3 µg/ml)[22].

Borgeat et al. demonstrated that sub hypnotic doses of propofol 

have a direct antiemetic effect in minor elective surgeries. The 

area postrema, which has the highest concentration of 5HT3 

receptors in the brain, plays a key role in this antiemetic action, 

with propofol reducing serotonin levels in this region. Propofol's 

weak serotonin antagonistic action also contributes to its 

antiemetic effects. In our study, intraoperative propofol infusion 

effectively reduced PONV with minimal side effects. Although 

the requirement for rescue antiemetics was lower in the propofol 

group, complete avoidance was not achieved. The optimal dose 

of propofol for preventing PONV remains undetermined. 

Additionally, we did not assess the reduction of the minimum 

alveolar concentration (MAC) of inhalational agents when using 

a 1 mg/kg/hr propofol infusion[26].

CONCLUSION

Intraoperative propofol infusion at a dose of 1 mg/kg/hr has been 

shown to effectively reduce postoperative nausea and vomiting 

(PONV) in patients undergoing laparoscopic surgeries under 

general anesthesia. This approach signicantly lowers the 

incidence of PONV and the need for rescue antiemetics, making 

it a valuable option for improving patient comfort and outcomes 

in laparoscopic procedures, without introducing signicant side 

effects.

REFERENCES

1. Shaikh SI, Nagarekha D, Hegade G, Marutheesh M. 

Postoperative nausea and vomiting: A simple yet complex 

problem. Anesthesia Essays and Researches. 2016 Sep 

1;10(3):388-96.

2. Yayla A, İlgin VE, Kılınç T, Özlü ZK, Apay SE. Nausea and 

vomiting after laparoscopic cholecystectomy: analysis of 

predictive factors. Journal of PeriAnesthesia Nursing. 2022 

Dec 1;37(6):834-41.

3. Khan ZH, Hadi AH. Incidence and Management of 

Postoperativ Nausea and Vomiting: A Narrative Review. 

Archives of Anesthesia and Critical Care. 2021 Aug 7.

4. Huang Q, Wang F, Liang C, Huang Y, Zhao Y, Liu C, Lin C, 

Zhang L, Zhou S, Wang Q, Li S. Fosaprepitant for 

postoperative nausea and vomiting in patients undergoing 

laparoscopic gastrointestinal surgery: a randomised trial.  

British Journal of Anaesthesia. 2023 Oct 1;131(4):673-81.

Table 9: BMI Category Correlation With UMBILICAL PI Mean

The table shows the correlation between BMI categories and 

umbilical PI (Pulsatility Index) mean. The underweight group 

has the highest umbilical PI mean (1.02), while the obese group 

has the lowest (0.89). The ANOVA test result (F = 3.744, p = 

0.013) indicates a statistically signicant difference in umbilical 

PI across the different BMI categories.

Dikshapreet et al., 2024 Volume 8, Issue 2, 2024



5. Khan KS, Hayes I, Buggy DJ. Pharmacology of anaesthetic 

agents I: intravenous anaesthetic agents. Continuing 

Education in Anaesthesia, Critical Care & Pain. 2014 Jun 

1;14(3):100-5.

6. López JL, Cadahía DP, Noalles MA, Cortés TS, Navarro PA. 

Perioperative factors that contribute to postoperative pain 

and/or nausea and vomiting in ambulatory laparoscopic 

surgery. Revista Española de Anestesiología y Reanimación 

(English Edition). 2019 Apr 1;66(4):189-98.

7. Stoops S, Kovac A. New insights into the pathophysiology 

and risk factors for PONV. Best Practice & Research 

Clinical Anaesthesiology. 2020 Dec 1;34(4):667-79.

8. Chidambaran V, Costandi A, D'Mello A. Propofol: a review 

of its role in pediatric anesthesia and sedation. CNS drugs. 

2015 Jul;29(7):543-63.

9. Gowda SS. Efcacy of Propofol as an Anti Emetic in 

Tonsillectomy Patients-A Prospective Study (Doctoral 

dissertation, Rajiv Gandhi University of Health Sciences 

(India)).

10. Sahinovic MM, Struys MM, Absalom AR. Clinical 

pharmacokinetics and pharmacodynamics of propofol. 

Clinical pharmacokinetics. 2018 Dec;57(12):1539-58.

11. Li HJ, Liu S, Geng ZY, Li XY. Adding dexmedetomidine to 

morphine-based analgesia reduces early postoperative 

nausea in patients undergoing gynecological laparoscopic 

surgery:a randomized controlled trial. BMC anesthesiology. 

2020 Dec;20:1-8.

12. Macksey LF. Nurse Anesthesia Pocket Guide. Jones & 

Bartlett Learning; 2016 Dec 14.

13. Hsu ES. A review of granisetron, 5-hydroxytryptamine3 

receptor antagonists, and other antiemetics. American 

journal of therapeutics. 2010 Sep 1;17(5):476-86.

14. Budic I, Jevtovic Stoimenov T, Pavlovic D, Marjanovic V, 

Djordjevic I, Stevic M, Simic D. Clinical importance of 

potential genetic determinants affecting propofol 

pharmacokinetics and pharmacodynamics. Frontiers in 

Medicine. 2022 Feb 28;9:809393.

15. Perate AR, Olbrecht VA, editors. Pediatric Anesthesia, An 

Issue of Anesthesiology Clinics, E-Book: Pediatric 

Anesthesia, An Issue of Anesthesiology Clinics, E-Book. 

Elsevier Health Sciences; 2020 Sep 1.

16. Long P, Abrams M, Milstein A, Anderson G, Apton KL, 

Dahlberg M, Whicher D. Effective care for high-need 

patients. Washington, DC: National Academy of Medicine. 

2017.

17. El Sharkawy RA. Efcacy of adding low-dose ketamine to 

dexmedetomidine versus low-dose ketamine and propofol 

for conscious sedation in patients undergoing awake ber-

optic intubation. Anesthesia Essays and Researches. 2019 

Jan 1;13(1):73-8.

18. Anderson BJ, Houghton J. Total intravenous anesthesia and 

target-controlled infusion. InA Practice of Anesthesia for 

Infants and Children 2019 Jan 1 (pp. 177-198). Elsevier.

19. Roychoudhury P. A Comparative Study of Ondansetron and 

Granisetron in Preventing Post-Operative Nausea and Vom-

International Journal of Medicinewww.ijmjournal.org 7

    -iting in Laparoscopic Surgeries (Doctoral dissertation, Rajiv 

Gandhi University of Health Sciences (India)).

20. Kojima T, Nakahari H, Kurimoto M, Ikeda M, Wilton NC. 

Impact of low-dose sevourane with propofol-based 

anaesthesia on motor-evoked potentials in infants: protocol 

for a single-centre randomised controlled study. BMJ open. 

2024 Jul 1;14(7):e087566.

21. Sudheer R. Effect of premedication with intravenous 

clonidine on haemodynamic changes in laparoscopic 

cholecystectomy: a randomised study (Doctoral dissertation, 

Rajiv Gandhi University of Health Sciences (India)).

22. Gan T.J., Meyer T., Apfel C.C. Consensus guidelines for 

managing postoperative nasuea and vomiting. Anesth Analg. 

2003;97:62–71.

23. Kim EG, Park HJ, Kang H, Choi J, Lee HJ. Antiemetic effect  

of propofol administered at the end of surgery in laparoscopic

    assisted vaginal hysterectomy. Korean J Anesthesiol.    

2014;66(3):210-5.

24. Celik M, Dostbil A, Aksoy M, Ince I, Ahiskalioglu A, Comez 

M, Erdem AF. Is infusion of subhypnotic propofol as effective 

as dexamethasone in prevention of postoperative nausea and 

vomiting related to laparoscopic cholecystectomy? A randomi

         zed controlled trial. Biomed Res Int. 2015;2015:349806.

25. Arslan M, Ciçek R, Kalender HÜ, Yilmaz H. Preventing 

postoperative nausea and vomiting after laparoscopic 

cholecystectomy: a prospective, randomized, double- blind 

study. Curr Ther Res Clin Exp. 2011;72(1):1-12.

26. Borgeat A, Wilder-Smith OH, Wilder-Smith CH, Forni M, 

Suter PM. Propofol improves patient comfort during cisplatin 

chemotherapy. A pilot study. Oncology. 1993;50(6):456-59.

Dikshapreet et al., 2024 Volume 8, Issue 2, 2024


