Postoperative Nausea and Vomiting Following Gender-Affirming Surgery: A Case Matched Controlled Study

Toby N Weingarten, MD; Diana Chavez, RN, BSN; Rachael Printz, RN, BSN; Morgan Moseley, RN, BSN; Samuel Marsland, APRN, CRNA, DNAP; Justine Herndon, APRN, P.A.-C; Matthew Gehling, APRN, CRNA, DNAP; Darrell Schroeder, MS; Juraj
Sprung, PhD, MD
Mayo Clinic School of Health Sciences, Doctor of Nurse Anesthesia Practice Program
Mayo Clinic, Rochester MN

RESULTS

Postoperative nausea and vomiting outcomes for
patients undergoing gender-affirming surgery and
matched cisgender controls.
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BACKGROUND TERMINOLOGY

\
Cisgender: a person whose gender identity corresponds with the
* People who are transgender and gender diverse (TGD) sex registered for them at birth.

have gender identities and expressions that do not align

RESULTS DISCUSSION

* The area postrema has an incomplete blood-brain barrier
which can detect emetogenic agents in both the blood and

Patient and procedural characteristics for patients undergoing
gender-affirming surgery and matched cisgender controls.

1:1 matching was not

with societal stereotypes for sex assigned at birth.

\
‘ Transgender and gender diverse: a person whose gender

AMAB-TGD patients and their cisgender controls
Cisgender controls

achieved in every category.
There were 397 TGD-AMAB

Rates of PONV were similar

cerebral spinal fluid and in response initiates a vomiting
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TGD patients who underwent facial feminization, genitourinary or

chest procedures were matched to cisgender patients and this data

Abbreviations: IVME = intravenous morphine equivalents.
*393/397 (99%) were on GAHT at time of surgery.

Due to the small number of events, a covariate adjusted analysis was not performed
when comparing transgender — born female vs cis-male patients.

among cis-male controls for
TGD AMAB patients to

progesterone medications for
more than a week before

Among TGD patients undergoing gender-affirming
surgical procedures, we did not find evidence that

AIMS

was collected.

tPatients undergoing facial feminization procedures were matched with controls undergoing conduct an adeSted analySiS-

PONYV was identified by the administration of rescue antiemetics in

LeForte | osteotomy surgical procedures.

surgery; 2 (0.5%) held their
androgen blockers for more

risk for PONV differed among cisgender controls

undergoing comparable procedures.

1138/194 (71%) were on GAHT at time of surgery.
**The absolute value of the standardized difference between transgender and matched
cisgender control groups is presented.

the post anesthesia care unit (PACU).

Rates of PONV were analyzed for TGD-AMAB and TGD-AFAB
patients with their controls. The analyses were performed using
generalized estimating equations with a logit link and robust
“sandwich” covariance estimates.

than a week before surgery.

To identify the rate of PONV in the TGD patient
population compared to cisgender patients
undergoing comparable procedures.

This study’s results imply that anesthesia providers
should consider the sex assigned at birth when
evaluating risk factors for PONV.

Of the TGD AFAB, 2 (1.0%) ABSTRACT AND REFERENCES

held their testosterone for
more than a week before OFL. 10
surgery. :

To compare the risk for PONV between TGD and
cisgender patients undergoing comparable
procedures based on age, procedure duration,
and smoking status.

The risk of PONV among groups was summarized with the point
estimate and 95% confidence interval for the odds ratio. Both
univariable analyses and multivariable analyses were performed with
covariates included for variables with an absolute standardized
difference > 0.1. Due to the small number of events, a covariate-
adjusted analysis was not performed when comparing TGD-AFAB vs
cis-male patients.
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