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Abstract
Background: Postoperative nausea and vomiting (PONV) remain one of the most distressing and prevalent complications following anaesthesia and surgery, affecting approximately 30% of unselected surgical patients and up to 80% of individuals with multiple Apfel risk factors. Despite significant advances in pharmacological prophylaxis, residual risk persists, particularly among high-risk groups, and the side-effect profiles and costs of conventional antiemetics limit their universal applicability. Acupressure at the Pericardium 6 (PC6, Neiguan) point offers a non-invasive, low-cost, and nursing-friendly adjunctive intervention that warrants systematic evaluation.
Objective: To map and synthesise current evidence on PC6 acupressure for the prevention of PONV, appraise proposed neurophysiological mechanisms, compare efficacy with standard antiemetic agents, and propose evidence-informed implementation strategies relevant to diverse resource settings, with particular emphasis on sub-Saharan Africa.
Methods: This scoping review was conducted in accordance with the Joanna Briggs Institute methodology for scoping reviews and reported following the PRISMA Extension for Scoping Reviews (PRISMA-ScR) guidelines. Five electronic databases—MEDLINE (PubMed), Embase (Ovid), Cochrane Central Register of Controlled Trials (CENTRAL), CINAHL, and African Journals Online (AJOL)—were systematically searched from inception to 31 December 2023. Eligible studies included peer-reviewed randomised controlled trials (RCTs), systematic reviews, and meta-analyses evaluating PC6 stimulation for PONV prevention in adults aged 18 years or older. Two independent reviewers screened records, extracted data, and assessed methodological quality. Narrative synthesis prioritised Cochrane reviews and recent network meta-analyses.
Results: The search yielded 1,247 records, of which 42 sources met inclusion criteria (12 systematic reviews/meta-analyses and 30 landmark RCTs). The 2015 Cochrane review comprising 59 RCTs (n=7,667) demonstrated that PC6 stimulation significantly reduced nausea (RR 0.68, 95% CI 0.60–0.77) and vomiting (RR 0.60, 95% CI 0.51–0.71) versus sham, with a number needed to treat for an additional benefit (NNTB) of 5 for nausea at 60% baseline risk. No significant difference was found between PC6 and single-agent antiemetics (ondansetron, dexamethasone, droperidol). The 2025 Cochrane network meta-analysis of 77 trials confirmed an additive benefit when PC6 was combined with antiemetics, yielding 135–247 fewer PONV events per 1,000 patients compared with sham. African data show pooled PONV incidence of 25.0% for nausea and 23.7% for vomiting, with lower rates reported in Nigerian obstetric cohorts using regional anaesthesia. Adverse events were minor (skin irritation 1–3%).
Conclusions: PC6 acupressure is safe, inexpensive, and supported by moderate-quality evidence. It is non-inferior to single pharmacologic agents and provides incremental benefit in multimodal regimens. Integration into perioperative pathways is warranted, especially in high-risk patients and resource-constrained settings.
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1. Introduction
Postoperative nausea and vomiting (PONV) is among the most distressing complications of anaesthesia and surgery, impairing recovery, delaying discharge, and substantially reducing patient satisfaction.[1] Globally, the baseline risk of PONV approximates 30% in unselected surgical populations, rising to 60–80% when all four Apfel criteria are present: female sex, non-smoking status, history of PONV or motion sickness, and postoperative opioid use.[2] The clinical consequences extend beyond patient discomfort; PONV can lead to wound dehiscence, aspiration pneumonitis, electrolyte imbalances, and increased healthcare utilisation costs.[3] In Africa, a 2025 systematic review by Bacho and colleagues reported pooled incidences of nausea at 24.96% (95% CI 17.9–32.0) and vomiting at 23.7% (95% CI 17.5–29.8), confirming that PONV remains a substantial clinical burden despite heterogeneity across settings and anaesthetic techniques.[4]
Pharmacological prophylaxis remains the cornerstone of PONV management. The Fourth Consensus Guidelines for the Management of Postoperative Nausea and Vomiting, published in 2020, endorse combination antiemetic therapy tailored to patient risk stratification.[5] However, single agents carry specific risks: QT prolongation with ondansetron, hyperglycaemia with dexamethasone, and extrapyramidal effects with droperidol.[6] Furthermore, in low- and middle-income countries (LMICs), drug availability and cost frequently limit adherence to guideline-recommended combination therapy. A dose of ondansetron in Nigeria costs approximately US$22, exceeding the daily wage for many patients, which underscores the urgent need for affordable, evidence-based alternatives.[7]
Acupressure at the PC6 (Neiguan) point, located approximately 2 cun (~3 finger-breadths) proximal to the palmar wrist crease between the palmaris longus and flexor carpi radialis tendons overlying the median nerve, provides continuous afferent stimulation without needles or specialised equipment.[8] Unlike acupuncture, PC6 acupressure requires minimal training and no sterile technique, making it particularly attractive for nursing-led protocols in resource-limited settings. Elastic wristbands (such as Sea-Band) and electrical acustimulation devices (such as ReliefBand) enable self-administration and sustained stimulation throughout the perioperative period.[9]
Previous systematic syntheses, including the landmark 2015 Cochrane review by Lee and colleagues, established that PC6 stimulation significantly reduces PONV versus sham controls.[10] However, several important questions remain unresolved: the comparative effectiveness of PC6 acupressure against modern antiemetics in contemporary anaesthetic practice, the optimal stimulation modality (manual versus electrical), the incremental value of PC6 when added to multimodal drug regimens, and the applicability of findings to diverse patient populations, including those in sub-Saharan Africa. This scoping review updates the evidence through 2023, incorporates the 2025 Cochrane network meta-analysis, and emphasises applicability in Africa with a view toward implementation in resource-constrained perioperative pathways.[11]
2. Methods
This scoping review was conducted in accordance with the Joanna Briggs Institute (JBI) methodology for scoping reviews and is reported following the PRISMA Extension for Scoping Reviews (PRISMA-ScR) guidelines.[12] The protocol was developed a priori and adhered to the methodological framework proposed by Peters and colleagues for conducting systematic scoping reviews.[13] As a scoping review synthesising published literature, no ethical approval was required.
2.1 Search Strategy
A comprehensive, systematic literature search was conducted across five electronic databases: MEDLINE (via PubMed), Embase (via Ovid), the Cochrane Central Register of Controlled Trials (CENTRAL), CINAHL (Cumulative Index to Nursing and Allied Health Literature), and African Journals Online (AJOL). The search encompassed records from database inception to 31 December 2023. The search strategy combined Medical Subject Headings (MeSH) and free-text terms as follows: ("acupressure" OR "PC6" OR "P6" OR "Neiguan" OR "acustimulation" OR "wristband" OR "Sea-Band") AND ("postoperative nausea" OR "postoperative vomiting" OR "PONV" OR "post-operative emesis"). No language restrictions were applied during the initial search; however, non-English articles without available translations were excluded at full-text screening. Reference lists of all included systematic reviews and relevant meta-analyses were hand-searched to identify additional eligible studies. Citation tracking was performed using Google Scholar to minimise the risk of missing relevant publications.
2.2 Eligibility Criteria
Studies were eligible for inclusion if they met the following criteria: (i) study design comprising randomised controlled trials (RCTs), systematic reviews, or meta-analyses; (ii) population of adults aged 18 years or older undergoing surgery under general or regional anaesthesia; (iii) intervention involving PC6 acupressure delivered via manual pressure, elastic wristband, or electrical acustimulation for the prevention of PONV; and (iv) comparator including sham acupressure, no treatment, standard care, or pharmacological antiemetic agents. Studies were excluded if they: involved needle acupuncture without an acupressure arm; enrolled paediatric populations (under 18 years); evaluated non-PC6 acupoints without separate subgroup data for PC6; focused exclusively on chemotherapy-induced or pregnancy-induced nausea and vomiting; or were published in languages other than English without available translation. Conference abstracts, letters, editorials, and case reports were also excluded.
2.3 Screening and Data Charting
After deduplication in EndNote (Clarivate Analytics), two reviewers (O.S.O. and A.A.A.) independently screened titles and abstracts against the eligibility criteria. The full-text articles of potentially relevant records were then retrieved and assessed independently by the same two reviewers. Discrepancies at either screening stage were resolved through discussion and consensus, with involvement of a third reviewer (D.O.O.) when necessary. Data charting was performed using a standardised form developed a priori, which captured: study design, population characteristics, anaesthetic technique, intervention details (type of PC6 stimulation, timing of application, duration, unilateral versus bilateral), comparator(s), primary and secondary outcomes (incidence of nausea, vomiting, use of rescue antiemetics), and reported adverse events. Methodological quality of included systematic reviews was assessed using the AMSTAR-2 (A Measurement Tool to Assess Systematic Reviews 2) instrument.
2.4 Synthesis and Reporting
Given the heterogeneous nature of the included studies with respect to interventions, comparators, and outcome definitions, a narrative synthesis was conducted rather than de novo quantitative meta-analysis. The synthesis was structured around four principal domains: (i) proposed neurophysiological mechanisms of PC6 acupressure; (ii) efficacy of PC6 stimulation versus sham controls; (iii) comparative effectiveness of PC6 versus pharmacological antiemetics and additive benefit in combination therapy; and (iv) safety profile and implementation considerations. Quantitative data were extracted from existing Cochrane reviews to avoid duplicate pooling of the same primary studies. The review follows the PRISMA-ScR reporting checklist, and a PRISMA flow diagram documents the study selection process (Figure 1).[14]
3. Results
The systematic search yielded 1,247 records across the five databases. After removal of 265 duplicates, 982 unique records underwent title and abstract screening. Of these, 87 articles were assessed at full-text level, and 45 were excluded with documented reasons (wrong intervention n=22, paediatric population n=12, no PC6-specific data n=11). A total of 42 sources met the inclusion criteria and were included in the scoping review: 12 systematic reviews and meta-analyses, and 30 landmark RCTs. The PRISMA-ScR flow diagram is presented in Figure 1.
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Figure 1. PRISMA-ScR flow diagram illustrating the study selection process from database identification through screening, eligibility assessment, to final inclusion of 42 studies in the scoping review of PC6 acupressure for preventing postoperative nausea and vomiting. Databases searched: MEDLINE, Embase, Cochrane CENTRAL, CINAHL, and African Journals Online. Records identified: n=1,247; duplicates removed: n=265; records screened: n=982; full-text articles assessed: n=87; studies excluded: n=45 (wrong intervention n=22, paediatric n=12, no PC6 data n=11); studies included: n=42 (12 systematic reviews, 30 RCTs).
3.1 Neurophysiological Mechanisms of PC6 Acupressure
The PC6 (Neiguan) acupoint overlies the median nerve at a depth of approximately 0.5–1.0 cm, situated between the tendons of palmaris longus and flexor carpi radialis. Mechanical or electrical stimulation at this point activates large-diameter A-beta afferent nerve fibres, which project via the dorsal column–medial lemniscus pathway to the nucleus tractus solitarius (NTS) and area postrema—the central vomiting centre in the brainstem.[15] Functional magnetic resonance imaging (fMRI) studies have demonstrated that PC6 stimulation modulates activity in the insular cortex, periaqueductal grey, and hypothalamus, regions intimately involved in autonomic regulation and the emetic reflex.[16]
At the neurochemical level, data from both animal models and human studies suggest that PC6 stimulation increases endogenous beta-endorphin release and down-regulates serotonin 5-HT3 receptor activity in the brainstem, thereby paralleling the pharmacological mechanism of ondansetron.[17] Additionally, PC6 acupressure has been shown to enhance vagal tone and reduce gastric dysrhythmia, providing a peripheral mechanism that complements central antiemetic effects.[18] Lan and colleagues (2023) demonstrated that acupuncture at Neiguan significantly increased vagal modulation in healthy volunteers, as measured by heart rate variability parameters, supporting the role of autonomic pathway activation in the antiemetic mechanism.[19]
3.2 Efficacy of PC6 Stimulation Versus Sham Controls
The most comprehensive evidence for the efficacy of PC6 stimulation versus sham comes from the Cochrane review by Lee and colleagues (2015), which included 59 RCTs encompassing 7,667 participants.[10] This review found that PC6 stimulation significantly reduced the incidence of nausea (risk ratio [RR] 0.68, 95% CI 0.60–0.77) and vomiting (RR 0.60, 95% CI 0.51–0.71) compared with sham controls. Trial sequential analysis confirmed that the evidence was firm, with the cumulative Z-score crossing the monitoring boundary. The number needed to treat for an additional benefit (NNTB) was 5 (95% CI 4–7) for nausea at a baseline risk of 60%, indicating clinically meaningful absolute risk reduction.
Subgroup analyses within the Cochrane review suggested that the antiemetic effect was consistent across different stimulation modalities (manual pressure, elastic wristband, and electrical acustimulation), although direct comparisons between modalities were limited by the small number of head-to-head trials. The updated 2025 Cochrane network meta-analysis by Lee and colleagues expanded the evidence base to 77 trials and confirmed these findings, reporting that combination PC6 plus antiemetic therapy reduced PONV by 135–247 fewer events per 1,000 patients compared with sham, depending on the specific antiemetic combination used.[11] These effect sizes are comparable to those of single-agent pharmacological prophylaxis and provide strong support for the inclusion of PC6 in multimodal PONV prevention strategies.
More recent meta-analyses have corroborated these findings. Sridhar and colleagues (2023) conducted a meta-analysis of RCTs evaluating acupressure specifically in laparoscopic surgical populations and reported significant reductions in PONV incidence, with pooled effect sizes consistent with the broader Cochrane evidence.[20] Similarly, Zhao and colleagues (2024) demonstrated in a focused meta-analysis that acupressure significantly reduced nausea and vomiting after laparoscopic cholecystectomy, one of the highest-risk procedures for PONV.[21]
3.3 Comparative Effectiveness Against Pharmacological Antiemetics
A critical question for clinical implementation is whether PC6 acupressure is equivalent to, or can substitute for, standard pharmacological antiemetics. The 2015 Cochrane review found no statistically significant difference between PC6 stimulation and single-agent antiemetics for the prevention of nausea (RR 0.91, 95% CI 0.75–1.10) or vomiting (RR 0.93, 95% CI 0.74–1.17), with moderate-quality evidence.[10] This non-inferiority finding has been supported by several individual RCTs. Agarwal and colleagues (2002) randomised 150 patients undergoing laparoscopic cholecystectomy and found comparable PONV rates between the acupressure wristband group (26%) and the ondansetron group (28%), both significantly lower than placebo (50%).[22]
Alkaissi and colleagues (2002) demonstrated in a large trial of 410 gynaecological surgery patients that PC6 wristband application reduced PONV from 46% (sham) to 33% (p=0.019).[23] In the context of combination therapy, Habib and colleagues (2006) showed that the ReliefBand device provided additive nausea reduction when combined with ondansetron in breast surgery patients, and White and colleagues (2012) demonstrated that a disposable acupressure device added to standard antiemetic prophylaxis reduced PONV from 48% to 26% in gynaecological surgery.[24][25] The 2025 Cochrane network meta-analysis further strengthened the case for combination therapy, demonstrating that PC6 plus antiemetic combinations consistently outperformed either intervention alone.[11]
The landmark Cochrane network meta-analysis by Weibel and colleagues (2020) compared all available pharmacological antiemetics for PONV prevention and have established the relative efficacy ranking of individual agents.[6] When PC6 acupressure data from the Cochrane reviews are contextualised within this pharmacological framework, PC6 stimulation falls within the same effectiveness tier as single-agent 5-HT3 antagonists or dexamethasone, supporting its role as a legitimate component of multimodal prophylaxis rather than a mere complementary add-on.
Table 1. Characteristics and clinical recommendations for PC6 acupressure delivery modalities for the prevention of postoperative nausea and vomiting (PONV). Cost estimates reflect approximate United States dollar values at the time of publication.
	Modality
	Mechanism
	Cost (USD)
	Clinical Recommendation

	Elastic wristband (e.g., Sea-Band)
	Continuous mechanical pressure on PC6
	~5–15 (reusable)
	First-line for routine prophylaxis; apply bilaterally 30–60 min pre-induction

	Manual thumb pressure
	Intermittent digital pressure on PC6
	Negligible
	Rescue only; operator-dependent, not sustained

	Electrical acustimulation (e.g., ReliefBand)
	Transcutaneous electrical nerve stimulation (TENS) at PC6
	~50–150 (device)
	High-risk patients or when pharmacologic escalation undesirable

	Acupressure seeds/magnets
	Localised sustained pressure via adhesive
	~1–3
	Insufficient high-quality evidence for routine recommendation


Table 2. Summary of landmark randomised controlled trials evaluating PC6 acupressure for the prevention of postoperative nausea and vomiting (PONV), arranged chronologically. All studies enrolled adult surgical patients (aged 18 years and above).
	Study (Year)
	Population (n)
	Comparison
	Key Finding

	Agarwal et al. 2002 [22]
	Laparoscopic cholecystectomy (150)
	Wristband vs ondansetron vs placebo
	Wristband equivalent to ondansetron (26% vs 28% vs 50% PONV)

	Alkaissi et al. 2002 [23]
	Gynaecological surgery (410)
	Wristband vs sham vs reference
	PONV 33% vs 46%, p=0.019

	Habib et al. 2006 [24]
	Breast surgery (94)
	ReliefBand + ondansetron vs ondansetron
	Additive reduction in nausea episodes

	White et al. 2012 [25]
	Gynaecological surgery (150)
	Wristband + standard vs standard alone
	PONV 26% vs 48%

	El-Radaideh et al. 2019 [33]
	Cardiac surgery (80)
	P6 acupressure vs sham
	Significant reduction in PONV incidence


3.4 African Context and Low-Resource Settings
The African context presents unique challenges and opportunities for PONV management. The 2025 systematic review and meta-analysis by Bacho and colleagues reported pooled PONV incidence across African surgical populations of approximately 25% for nausea and 23.7% for vomiting, confirming that PONV remains a clinically important problem despite heterogeneity across settings.[4] However, these figures likely underestimate the true burden, as many African hospitals lack standardised PONV assessment protocols and post-discharge surveillance. Gebremedhn and colleagues (2020) reported a PONV incidence of 34.8% at a referral hospital in Ethiopia, with female sex and opioid use identified as independent predictors.[26]
Okafor and colleagues (2010) in South-Eastern Nigeria reported a strikingly low overall PONV rate of 4% (8% gynaecology, 1.6% obstetrics) in cohorts predominantly receiving spinal anaesthesia without nitrous oxide.[7] This finding suggests that anaesthetic technique significantly modifies baseline PONV risk in African settings, where neuraxial anaesthesia is often preferred for obstetric and lower abdominal procedures. Nevertheless, even with a lower baseline incidence, the absolute number of patients affected remains substantial, given the high surgical volumes in these settings, and the cost implications of pharmacological prophylaxis remain prohibitive.
Cost analysis from the Nigerian study noted that a single dose of ondansetron costs approximately US$22, exceeding the daily income for many patients in the region.[7] In contrast, reusable elastic wristbands cost US$5–15 and can be used across multiple procedures, representing a dramatically lower per-treatment cost. This economic calculus is particularly compelling in LMIC hospitals where drug supply chains are unreliable and out-of-pocket healthcare expenditure is the norm. The implementation of PC6 acupressure could therefore serve a dual purpose: reducing PONV incidence and alleviating the financial burden of pharmacological prophylaxis on both patients and healthcare systems.
3.5 Safety Profile
The safety profile of PC6 acupressure is remarkably favourable. Across 14 trials reporting adverse events in the 2015 Cochrane review, the only documented side effects were transient skin erythema, localised blistering, or minor discomfort at the application site, occurring in 1–3% of participants.[10] No systemic adverse effects, drug interactions, or serious adverse events have been reported in any published trial. This stands in sharp contrast to the established side-effect profiles of conventional antiemetics: QT prolongation with ondansetron, hyperglycaemia with dexamethasone, extrapyramidal symptoms with droperidol, and headache with aprepitant.[5][6] The absence of systemic side effects and drug interactions makes PC6 acupressure an ideal complement to multimodal antiemetic regimens, where the goal is to maximise efficacy while minimising cumulative pharmacological toxicity.
4. Discussion
This scoping review confirms PC6 acupressure as a mechanistically plausible, evidence-supported, and clinically practical intervention for PONV prevention. Effect sizes from high-quality Cochrane syntheses demonstrate non-inferiority to single-agent antiemetics, with moderate certainty of evidence. The 2025 network meta-analysis strengthens the case for combination therapy, showing clinically meaningful absolute risk reductions of 135–247 fewer PONV events per 1,000 patients when PC6 is added to standard antiemetics.[11] These findings are consistent with the broader literature on non-pharmacological PONV interventions, which has demonstrated that aromatherapy, music therapy, and acupressure each contribute to PONV reduction when used as adjuncts to pharmacological prophylaxis.[27][28]
4.1 Integration into Multimodal PONV Prophylaxis
Integration of PC6 acupressure into multimodal perioperative pathways aligns directly with the Fourth Consensus Guidelines, which explicitly endorse non-pharmacologic strategies to reduce polypharmacy and mitigate antiemetic side effects.[5] For patients with Apfel scores of 3–4, the current standard of care recommends combination pharmacological prophylaxis with two or more antiemetics from different mechanistic classes. Adding bilateral PC6 wristbands 30 minutes before anaesthesia induction provides a third antiemetic mechanism—somatosensory afferent modulation—without introducing additional QT-prolonging, glycaemia-elevating, or neurologically active drugs. Luedi and colleagues (2023) demonstrated that simplified PONV prevention algorithms incorporating non-pharmacological measures were effective in real-world clinical audits, supporting the practical feasibility of this approach.[29]
The optimal timing and laterality of PC6 acupressure application merit consideration. Most included trials applied the intervention 30–60 minutes before anaesthesia induction, and bilateral application was more commonly used than unilateral. While direct comparisons of timing and laterality are limited, the physiological rationale for pre-emptive bilateral stimulation is sound: initiating afferent modulation before emetic triggers (opioid administration, peritoneal stimulation) allows for pre-conditioning of brainstem circuits, and bilateral application ensures robust afferent input regardless of surgical positioning. Mellin-Olsen and colleagues (2025) emphasised the importance of evidence-based perioperative PONV prevention bundles that integrate both pharmacological and non-pharmacological components, providing a contemporary framework for PC6 implementation.[30]
4.2 African Relevance and Implementation Considerations
The African relevance of PC6 acupressure is twofold. First, the pooled incidence of approximately 25% confirms that PONV remains clinically important across African surgical settings, even in populations where neuraxial anaesthesia and nitrous oxide avoidance are common.[4] Second, cost and supply constraints make reusable acupressure devices particularly attractive. In many LMIC hospitals, ondansetron and dexamethasone are intermittently unavailable, and even when in stock, their cost may exceed patients’ ability to pay. A single reusable wristband costing US$5–15, usable across dozens of procedures, represents a negligible per-treatment cost that is compatible with the financial realities of resource-constrained healthcare systems.[7]
Nigerian data illustrate how anaesthetic choices (avoidance of nitrous oxide, preferential neuraxial techniques) may lower baseline PONV risk, potentially increasing the NNT for any intervention.[7] However, even with higher NNTs, the near-zero marginal cost and excellent safety profile of acupressure mean that the number needed to harm remains essentially infinite, preserving a favourable benefit-risk ratio regardless of baseline risk. Furthermore, in settings where no pharmacological prophylaxis is available, PC6 acupressure may serve as the sole antiemetic intervention, and the evidence suggests it would perform at least as well as any single antiemetic agent.[10]
Implementation of PC6 acupressure in African hospitals faces both opportunities and barriers. The nursing-led model of acupressure delivery aligns with task-shifting strategies that are already widespread in African healthcare, where physician-to-patient ratios are low and nurses often manage perioperative care independently. Training requirements are minimal: a brief orientation on PC6 anatomical location and wristband application suffices, in contrast to acupuncture which requires specialised credentialing. However, cultural acceptance of acupressure may vary, and patient education regarding the evidence base and safety of the intervention is essential. Institutional buy-in from anaesthesia departments and hospital administration will be critical for sustainable implementation.[31]
4.3 Emerging Evidence and Future Directions
Several important evidence gaps remain. First, the majority of included trials pre-date the widespread adoption of total intravenous anaesthesia (TIVA) with propofol, which itself reduces PONV incidence. Whether PC6 acupressure provides meaningful incremental benefit in patients already receiving TIVA-based ERAS (Enhanced Recovery After Surgery) protocols remains uncertain and warrants investigation in contemporary trial populations.[32] Second, data on PC6 acupressure in cardiac surgery, neurosurgery, and other high-acuity populations are sparse, with only one small trial (El-Radaideh et al., 2019) specifically evaluating PONV in cardiac surgical patients.[33]
Third, the comparative effectiveness of different PC6 stimulation modalities (manual vs elastic wristband vs electrical acustimulation) has not been adequately studied in head-to-head trials. While all modalities appear effective compared to sham, the magnitude and duration of benefit may differ, and patient preference, cost, and feasibility considerations should guide modality selection in clinical practice. Fourth, there is a pressing need for multicentre RCTs conducted in African hospitals to generate context-specific evidence on PC6 acupressure effectiveness, acceptability, and cost-effectiveness within the African perioperative care environment.[4]
Finally, the role of PC6 acupressure in opioid-sparing ERAS pathways deserve attention. As multimodal analgesia strategies increasingly emphasise opioid reduction to minimise PONV and other opioid-related adverse effects, the dual benefit of PC6 acupressure—direct antiemetic action plus potential opioid-sparing effects observed in some trials—positions it as a potentially valuable component of integrated perioperative care bundles. Koo and colleagues (2024) demonstrated that operation-specific PONV risk varies widely across 72 surgical procedures, suggesting that targeted PC6 implementation in the highest-risk procedures could maximise population-level impact.[34]
4.4 Strengths and Limitations
This scoping review has several strengths. It follows the rigorous JBI methodology for scoping reviews and adheres to the PRISMA-ScR reporting guidelines, ensuring transparency and reproducibility.[12][14] The inclusion of the most recent Cochrane network meta-analysis (2025) provides the most current and comprehensive evidence synthesis available. The emphasis on African applicability addresses a gap in the existing literature, where PONV evidence has been predominantly generated in high-income settings.
Limitations include the inherent heterogeneity of included studies with respect to blinding methods, acupressure modalities, timing of application, surgical populations, and anaesthetic techniques. The predominance of studies conducted before the widespread adoption of TIVA and ERAS protocols may limit the generalisability of findings to contemporary perioperative practice. Publication bias appears low based on Cochrane funnel plots, but many included trials were rated as having unclear risk of bias due to inadequate reporting of randomisation and allocation concealment procedures. The exclusion of non-English publications without available translations may have introduced language bias, and the lack of de novo meta-analysis limits the precision of effect estimates.
5. Conclusion
This scoping review provides a comprehensive mapping of the evidence supporting PC6 acupressure for the prevention of postoperative nausea and vomiting. The accumulated evidence from Cochrane reviews and network meta-analyses demonstrates that PC6 acupressure significantly reduces PONV compared with sham, is non-inferior to single-agent antiemetics, and provides clinically meaningful additive benefit when combined with pharmacological prophylaxis. The intervention is safe, inexpensive, non-invasive, and requires minimal training, making it particularly suitable for integration into multimodal perioperative care pathways in both high-resource and resource-constrained settings.
For high-risk patients (Apfel score 3–4), bilateral PC6 wristband application 30–60 minutes before anaesthesia induction should be considered as a standard adjunct to combination pharmacological prophylaxis, providing a third antiemetic mechanism without additional systemic side effects. In low-resource settings where pharmacological antiemetics are unavailable or unaffordable, PC6 acupressure represents a viable standalone or primary prophylactic intervention with a favourable benefit-risk ratio.
Future research priorities include: (i) multicentre RCTs evaluating PC6 acupressure within contemporary TIVA-based and opioid-sparing ERAS protocols; (ii) head-to-head comparisons of acupressure modalities; (iii) trials in under-studied populations including cardiac and neurosurgical patients; (iv) African multicentre studies assessing effectiveness, acceptability, and cost-effectiveness; and (v) health systems research on implementation strategies for integrating acupressure into routine perioperative nursing care in LMIC hospitals.
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