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Abstract
Background: Postoperative nausea and vomiting (PONV) is commonly reported after surgery and anaesthesia. We compared
the effects of combinations of electrical acupoint stimulation or tropisetron with dexamethasone with the effects of
dexamethasone alone, for inhibition of PONV in gynaecological patients undergoing laparoscopic surgery.
Methods: We randomized 157 patients undergoing elective gynaecological laparoscopic surgery under general anaesthesia into
the following three groups: acupoint stimulation+dexamethasone (Group Acu, n=53), tropisetron+dexamethasone (Group Trp,
n=53), and dexamethasone alone (Group Dxm, n=51). The incidence of nausea, vomiting, and need for rescue antiemetics was
recorded 2, 6, 24, and 48 h after surgery.
Results: We found significant differences in the incidence of PONV during 24 h after surgery between the combination therapy
groups and the dexamethasone-alone group (P=0.021). In the first 24 h, 28% of patients in Group Acu, 26% of patients in Group
Trp, and 50% of patients in Group Dxm experienced nausea, vomiting, or both. The incidence of 24 h PONV in Group Acu was
significantly lower than that in Group Dxm (P=0.048; odds ratio 0.389; 95% CI 0.170–0.891). The incidence of 24 h PONV in Group
Trp was also significantly lower than that in Group Dxm (P=0.042; odds ratio 0.359; 95% CI 0.157–0.819). Therewas no significant
difference between Group Acu and Group Trp (P=0.857). The need for antiemetic rescue medication was similar in the three
groups. All groups expressed similar patient satisfaction.
Conclusions: Combined with dexamethasone, electrical acupoint stimulation or tropisetron is more effective in PONV
prophylaxis than dexamethasone alone in gynaecological patients undergoing laparoscopic surgery.
Clinical trial registration: NCT 02096835.
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Editor’s key points

• Postoperative nausea and vomiting frequently occur in
women undergoing gynaecological surgery.

• In women undergoing laparoscopic gynaecological surgery
under general anaesthesia, the antiemetic effects were
compared between electrical acupoint stimulation versus
tropisetron, both in combination with dexamethasone.

• Electrical acupoint stimulationmay be as effective as tropi-
setron in antiemetic effect.

Postoperative nausea and vomiting (PONV) is one of the most
common and unpleasant complications after surgery under gen-
eral anaesthesia. The incidence of PONV after general anaesthe-
sia is ∼30% when inhalation anaesthetics are used with no
prophylaxis.1 In certain high-risk patients, this incidence is as
high as 70–80%.2 Postoperative nausea and vomiting reduces pa-
tient satisfaction,3 with some patients rating it worse than post-
operative pain.4 Postoperative nausea and vomiting may cause
dehydration and electrolyte imbalance, aspiration of gastric con-
tents, increased intracranial pressure, suture dehiscence, and
bleeding.1 5 In addition to causing a sense of discomfort, PONV
and its resulting complications delay recovery and hospital dis-
charge time, adding to hospital costs.6 7 Although hundreds of
randomized controlled trials have focused on prophylaxis of
PONV, andmanagement guidelines have been established,8 opti-
mal PONV prevention remains elusive, and inadequate manage-
ment of these symptoms is common.9

The 5-hydroxytryptamine type 3 (5-HT3) receptor antagonists
and dexamethasone are two antiemetic drugswith similar efficacy
in patients with one or two risks for PONV after single-dose ad-
ministration.10–12 However, these drugs are only partly effective
for patients at high risk for PONV and may produce undesirable
adverse effects. As an alternative approach to preventing PONV,
acupuncture and other non-pharmacological techniques have
gained increasing attention for their possible value in reducing
the requirement for antiemetics and their minimal adverse ef-
fects.1 13 14 Studies have suggested that stimulation of Pericard
6 (P6; also known as Nei Guan) is as effective as medication
prophylaxis.15 16 The efficiency of acupoint stimulation of P6 in
gynaecological patients undergoing laparoscopic surgery is
widely documented. It is not known whether P6 stimulation
would provide additional benefits in reduction of PONV when
combined with dexamethasone, and importantly, whether it
could exert an effect equal to that of a 5-HT3 receptor antagonist
when either is combined with dexamethasone.

We designed a prospective double-blind randomized con-
trolled study to compare the effects of P6 stimulation+dexametha-
sonewith tropisetron+dexamethasone, andwith dexamethasone
alone, in the inhibitory effect on PONV in women undergoing
elective gynaecological laparoscopic surgery under general anaes-
thesia. The primary end point was the incidence of any nausea,
vomiting, or bothwithin the first 24 h after surgery. The secondary
end points were administration of rescue antiemetic medication
and patient satisfaction.

Methods
Study design

This study was reviewed and approved by the institutional ethics
committee of Huashan Hospital, Fudan University (KY2014-007),
and written informed consent was obtained from all patients

participating in the study. From the beginning of January 2014
to the end of December 2014, 157 consecutive female patients
(age 18–60 yr), ASA physical status class I or II, undergoing elect-
ive gynaecological laparoscopic surgery under general anaesthe-
sia, were included. They were randomly allocated using a
computer-generated table into the following three groups: acus-
timulation+dexamethasone group (Group Acu), tropisetron
+dexamethasone group (Group Trp), or dexamethasone alone
group (Group Dxm). Exclusion criteriawere as follows: pregnancy
or breastfeeding; mental retardation, psychiatric, or neurological
disease; use of antiemetics, emetogenic drugs, opioids, or gluco-
corticoids within 3 days before surgery; known allergy to tropise-
tron or dexamethasone; nausea, vomiting, or both within 24 h
before surgery; implantation of a cardiac pacemaker, cardiover-
ter, or defibrillator; rash or local infection over the acupoint
stimulation skin area; or having any diseases that could influence
sensibility in wrists and hands. We decided to exclude patients if
they unexpectedly developed intraoperative drug allergy, con-
verted to open procedures, or had surgery-related postoperative
complications. Data on patient characteristics and risk factors
that may influence PONV (age, height, weight, a history of
PONV and motion sickness, and smoking status) were collected
from the patients’ records and by preoperative interview.

Randomization was conducted on the day of surgery as the
patient arrived at the operating room. Both acupoint stimulation
and placebo treatment were performed by the same investigator,
whowas not involved in the anaesthesia and surgery. Transcuta-
neous electrical acupoint stimulation (TEAS) was achieved by an
electrical neuromuscular stimulation device (JNR2; designed by
the Department of Hand Surgery, Huashan Hospital, Fudan Uni-
versity, manufactured by Energy Conservation and Environment
Protection Technology Company, Jiatong University, Shanghai,
China). In Group Acu, a surface electrode was applied in the in-
duction room to the P6 acupoint on the dominant upper extrem-
ity, located ∼4 cm proximal to the distal wrist crease between the
tendons of theflexor carpi radialis and the palmaris longus, and a
negative surface electrode on the opposing dorsal aspect of the
forearm. About 30 min before induction, an investigator con-
nected the device to both electrodes with electrical wires, set ini-
tial electric stimulating current at 1mAwith the frequencyat 2Hz
(square-wave pulses of 0.2 ms), gradually increased the current
intensity until the patient felt pain or reached the discomfort
threshold (ranging from 6 to 20 mA), and maintained the stimu-
lation until the patient was discharged from the postanaesthesia
care unit (PACU). In Group Trp andGroupDxm, the same protocol
was applied, but silicone covers were attached to both electrodes
in order to achieve an inert control. The devicewas also turned on
during the procedure, and electric current was set at between 6
and 20 mA. For adequate blinding, an opaque tape was applied
to the patient’s wrist above the electrodes, and the patient’s
arm was wrapped in a blanket. All patients were informed that
they might or might not feel a tingling sensation around the
wrist when the TEAS device was working.

A standardized anaesthetic protocol was followed. All pa-
tients were fasted for at least 8 h before anaesthesia. General an-
aesthesiawas inducedwithmidazolam0.05mg kg−1 i.v., propofol
2–3 mg kg−1 i.v., fentanyl 2–3 µg kg−1 i.v., succinylcholine 1 mg
kg−1 i.v., and lidocaine 1mg kg−1 i.v. After induction, dexametha-
sone 10 mg i.v. was administered to all groups. Anaesthesia was
maintained with sevoflurane (1.0–1.5 minimal alveolar concen-
tration expired) and oxygen (fractional inspired O2=1.0). Add-
itional doses of fentanyl and rocuronium were titrated to
maintain an adequate level of anaesthesia and muscle relax-
ation. Standard monitoring procedures were followed, including
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ECG, non-invasive blood pressure, pulse oximetry, capnography,
and inspiratory and expiratory sevoflurane concentrations.
All patients received lactated Ringer’s solution i.v. based on cal-
culated preoperative deficits, surgical procedure, and estimated
intraoperative blood loss. All laparoscopies were performed
with CO2 insufflation, and patients were placed in the Trendelen-
burg position. Patients’ lungs were mechanically ventilated, and
the respiratory rate was adjusted to maintain normocapnia
(end-tidal CO2 between 4.3 and 5.1 kPa). Parecoxib 40 mg i.v.
and incision infiltration of ropivacaine 0.5% (10 ml) were used
for postoperative analgesia at the end of surgery. Residualmuscle
relaxant effects were reversed with neostigmine 0–5 mg and
atropine 0–2.5 mg.

At the start of skin closure, saline (5 ml; Group Acu and Group
Dxm) or tropisetron (5 mg; Group Trp) was administered i.v. The
syringe with the drug was prepared by a study coordinator ac-
cording to group allocation. The anaesthetists who managed
the patient were thus blinded to group assignment.

The patientswere transported to the PACUafter tracheal extu-
bation. Administration of lactated Ringer’s solution was contin-
ued at 2 ml kg−1 h−1 i.v. Analgesic therapy with morphine was
administered upon patient’s request. Metoclopramide 10 mg i.v.
was administered as a rescue therapy to any patient who experi-
enced nausea, an episode of vomiting, or both and requested res-
cue medication.

The patients, the anaesthetists, and the nursing staff were
unaware of the group assignments. Nothing-by-mouth fasting
was continued after surgery for 6 h after the laparoscopic proced-
ure. All patients stayed in the hospital for at least 24 h after
surgery.

Data collection

An anaesthetic nurse (Y.-H.C.) whowas trained for the study and
blinded to the randomization did the follow-up and data collec-
tion. All patients were interviewed at 2, 6, 24, and 48 h after sur-
gery for any symptoms of nausea, retching, or vomiting, and
potential side effects of TEAS and antiemetics, according to
both medical records and accounts from patients. At these time
points, patients were asked to score the worst nausea according
to a visual analog scale score (from 0=no nausea to 10=the worst
imaginable nausea) and the episodes of vomiting in the last time
period (0–2, 2–6, 6–24, and 24–48 h), if they experienced any. Avis-
ual analog scale score of pain (from0=no pain to 10=theworst im-
aginable pain) was also recorded at the same time points.

Nausea was defined as an unpleasant sensation associated
with awareness of an urge to vomit without the presence of
expulsivemuscularmovements. Retching and vomiting were de-
fined as laboured, spasmodic rhythmic contraction of respiratory
musclewithout orwith expulsion of gastric content, respectively.17

Postoperative nausea and vomiting was defined as at least one
episode of nausea, retching, or vomiting, or any combination of
these after surgery. Postoperative nausea (PON) was defined as
at least one episode of nausea that occurred after surgery. Post-
operative vomiting (POV) was defined as at least one incidence
of vomiting or retching that occurred after surgery.

Additionally, the medical records were screened for adminis-
tration of analgesics (morphine) and antiemetics (metoclopra-
mide) within 48 h after surgery in the ward. The duration of
anaesthesia and surgery, fentanyl dose during anaesthesia, extu-
bation time after surgery, duration of stay in the PACU, time to
food intake, time to resumewalking after surgery, and time to dis-
charge from the hospital were also collected in the PACU and in
the ward or through telephone contact for discharged patients.

The patient satisfaction was evaluated 48 h after the procedure
by asking patients how theywould describe the experience during
the whole study period using a 0–100 mm visual analog scale
(from 0=very dissatisfied to 100=most satisfied imaginable).

Power calculation

Based on a previous studyofwomenundergoing laparoscopic gy-
naecological surgery, the incidence of PONV in the first 24 h was
55% when prevented with dexamethasone.18 We assumed that a
35% absolute reduction (20% expected) of PONV incidence was of
clinical significance when combined with use of TEAS or tropise-
tron. Power analysis calculation suggested that 41 patients
should be recruited to each group to provide a power of 80%
(β=0.2), with a two-sided confidence interval of 95% (α=0.05). To
allow a margin of ‘statistical safety’ and compensate for drop-
outs, we aimed to include at least 150 patients in the study.

Statistical analysis

Descriptive statisticswere presented asmedian (minimum–max-
imum) for continuous data. Categorical outcomes were summar-
ized as number (proportion, 95% CI). All data were processed in
SPSS 18.0 (SPSS Inc., Chicago, IL, USA). Normality was tested by
the Kolmogorov–Smirnov analysis. Comparisons of continuous
outcomes among groups were examined using the Kruskal–
Wallis test. A χ2 analysis or Fisher’s exact test was used to assess
categorical outcomes among groups. The P-value was adjusted
using the Holm–Bonferroni correction for multiple comparisons.
A P-value of <0.05 was considered statistically significant.

Results
A total of 157 female patients were initially included in our study,
and 153 completed the study. Four patients were excluded from
the study because they refused to continue the study, had insuf-
ficient follow-up, or converted to open surgery (see Fig. 1). The
types of surgery included diagnostic laparoscopy, laparoscopic
hysterectomy, laparoscopically assisted vaginal hysterectomy,
laparoscopic oophorocystectomy, and laparoscopic myomect-
omy. The flow chart of the study is shown in Figure 1. The clinical
characteristics are presented in Table 1. The groups were similar
in terms of PONV risk factors and surgery- and anaesthesia-re-
lated profiles.

For all patients enrolled in the study, the overall incidence of
PONV was 35% within the first 24 h (19% vomiting incidence).
Both combination therapies provided significantly better prophy-
laxis against PONV than dexamethasone alone (Table 2). In the
first 24 h after operation, 28% (95% CI 15–41%) of patients in
Group Acu, 26% (95% CI 14–39%) of patients in Group Trp, and
50% (95% CI 36–64%) of patients in Group Dxm experienced nau-
sea, vomiting, or both. Separately, the incidence of 0–24 h PONV
in Group Acu was significantly lower than that in Group Dxm
(P=0.024 without Holm–Bonferroni correction; odds ratio 0.389;
95% CI 0.170–0.891; relative risk reduction 44%; number needed
to treat 4.5). The incidence of 0–24 h PONV in Group Trp was
also significantly lower than that in Group Dxm (P=0.014 without
Holm–Bonferroni correction; odds ratio 0.359; 95% CI 0.157–0.819;
relative risk reduction 47%; number needed to treat 4.2), whereas
the incidences were comparable between Group Acu and Group
Trp (P=0.857 without Holm–Bonferroni correction).

The requirement for antiemetic rescue medication was simi-
lar among groups, respectively, 10% (95% CI 1–19%) in Group Acu,
8% (95% CI 0–15%) in Group Trp, and 14% (95% CI 4–24%) in Group
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Dxm. The total dosage of metoclopramide among the three

groups was also similar. We did not find significant differences

in patient satisfaction between groups (P=0.230; Table 2).
The length of stay in the PACU was significantly different

among three groups (P=0.005); 30 min in Group Acu and Group

Trp and 35 min in Group Dxm (Supplementary Table S1). The

pain scores 0–2 h (P=0.002) and 2–6 h (P=0.004) after surgery were

statistically significantly different among the three groups (Supple-

mentary Table S1). Intraoperative fentanyl dose and postoperative

morphine dose were comparable between the groups (Table 1).
Several patients in Group Acu reported side effects in the skin

area under electrodes, such as redness (four patients), swelling

(one patient), and itching (one patient), all of which were mild,

bearable, and alleviated within 6 h.

Discussion
In this single-centre, prospective, randomized, double-blind
clinical study, we showed that TEAS of P6 combined with dexa-
methasone produced an antiemetic effect in patients undergoing
elective gynaecological laparoscopic surgery. This effect was bet-
ter than that with dexamethasone alone and similar to that with
tropisetron combined with dexamethasone. The need for rescue
medicine and the patient satisfaction score were similar among
groups.

In the absence of prophylactic antiemetics, the incidence of
PONV in gynaecological patients undergoing laparoscopic sur-
gery was 40–77%.19 20 This was also true for high-risk patients
who received a single drug for prevention of PONV.21 Growing evi-
dence has demonstrated the antiemetic effect of acupuncture

Assessed for eligibility
(n=243)  

Enrolment

Randomly allocated
(n=157)  

Excluded (n=86):

Refused to participate (n=12)
Did not meet inclusion
criteria (n=71)
Other reason (n=3):
Insufficient time to the study    

Group Acu
All received allocated
intervention (n=53)

2 excluded:
1 refused to continue
1 converted to open

procedures     

Group Dxm
All received allocated
intervention (n=51)

0 excluded:    

Allocation

Lost to follow-up (n=1)
Reason: Lost contact after

discharge

Lost to follow-up (n=1)
Reason: Lost contact after

discharge

Follow-up

Analysed
(n=50)  

Analysed
(n=50)  

Analysis

Group Trp 
All received allocated 
intervention (n=53) 

0 excluded: 

Lost to follow-up (n=0) 

Analysed
(n=53)  

Fig 1 Flow chart of participants throughout the study.
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alone after various types of surgery.13 15 22 Several studies have
also documented the role of P6 stimulation combined with the
antiemetic droperidol23 or ondansetron24 for the prevention of
PONV. To our knowledge, however, no study has ever investi-
gated the preventive effect of P6 stimulation in combination
with dexamethasone and compared their effect with other com-
bined drug prophylaxis. In our study, subgroup analysis revealed
that TEAS of P6wasmore effective in reducing nausea than in de-
creasing retching and vomiting when used together with dexa-
methasone. Our results support previous findings, which
showed that P6 stimulation was particularly effective in reducing
the incidence of postoperative nausea.25–27 Given that only a few
patients vomited without experiencing nausea, the result from
the PON subgroup was very similar to the PONV result in our
study. Several meta-analyses support the preventive effect of
P6 stimulation in POVwhen used alone.15 16 Therefore, a possible
explanation for our results is that P6 stimulation combined with
dexamethasone has little cumulative effect in preventing POV.

Certainly, owing to the comparatively low onset of POV in this
study, we also cannot rule out the possibility that the sample
size in this subgroup is underpowered to detect such an effect.

The duration of TEAS in our study was from 30min before an-
aesthesia to discharge from the PACU. The median stimulation
time was 165 min. There is limited information available regard-
ing the optimal timing and duration of P6 stimulation to optimize
its antiemetic effect, although the timing of application of TEAS
is thought to be of some importance. One study showed that acu-
point stimulation should be started before any emetic stimuli.28

One study showed that P6 stimulation was more effective in
reducing PONV when it was administered after surgery.29

However, another study showed no significant difference in re-
duction of PONV between its application before or after induc-
tion.14 The duration of acupressure and TEAS application in
most studies lasted from 6 to 24 h.14 16 24 27 30 White and collea-
gues29 thought that TEAS had little pre-emptive antiemetic ef-
fect. In contrast with this, Arnberger and colleagues26 applied

Table 1 Baseline characteristics: patient characteristics and perioperative variables. Values are median (minimum–maximum) or n (%).
†P-value refers to Fisher’s exact test, and ‡P-value refers to Kruskal–Wallis H-test. Group Acu, P6 acustimulation and dexamethasone group;
Group Dxm, dexamethasone alone group; Group Trp, tropisetron and dexamethasone group; PONV, postoperative nausea and vomiting

Variable Group Acu (n=50) Group Trp (n=53) Group Dxm (n=50) P-value

Preoperative factors
Age [yr; median (range)] 37 (24–60) 35 (23–60) 35 (22–60) –

History of previous PONV, motion sickness, or both [n (%)] 7 (14) 8 (15) 9 (18) –

Smokers [n (%)] 2 (4) 0 (0) 1 (2) –

BMI [kg m−2; median (range)] 22.1 (16.9–30.5) 21.7 (18.3–30.0) 22.3 (16.4–33.1) –

Operation and anaesthesia
Duration of anaesthesia [min; median (range)] 98 (53–195) 109 (50–251) 100 (23–219) 0.488‡

Duration of surgery [min; median (range)] 70 (35–166) 88 (30–210) 73 (20–199) 0.279‡

Intraoperative fentanyl [mg; median (range)] 0.35 (0.20–0.50) 0.35 (0.15–0.65) 0.40 (0.15–0.70) 0.118‡

Neostigmine [mg; median (range)] 2.0 (0.0–4.0) 2.0 (0.0–3.0) 2.0 (0.0–3.0) 0.653‡

I.V. fluid [ml; median (range)] 1500 (950–2250) 1500 (600–2500) 1500 (1000–3100) 0.207‡

Extubation time [min after surgery; median (range)] 7.5 (1.0–36.0) 10.0 (2.0–22.0) 7.0 (1.0–30.0) 0.484‡

P6 stimulation time [min; median (range)] 165 (105–238) – – –

P6 stimulation intensity [mA; median (range)] 11 (6–20) – – –

Postoperative period
Morphine 0–48 h after surgery [n (%)] 1 (2) 2 (4) 3 (6) 0.694†

Morphine 0–48 h after surgery [mg; median (range)] 0 (0–10) 0 (0–10) 0 (0–20) 0.595‡

Time to food intake [h after surgery; median (range)] 6 (6–15) 6 (6–15) 6 (6–26) 0.729‡

Time to resume walking [h after surgery; median (range)] 14 (7–48) 14 (6–24) 15 (6–50) 0.848‡

Table 2 Postoperative nausea and vomiting in the first day (0–24 h), patients’ needs for rescue antiemetics, and patient satisfaction scores.
Values are median (minimum–maximum) or n (%, 95% CI). Group Acu, P6 acustimulation and dexamethasone group; Group Dxm,
dexamethasone alone group; Group Trp, tropisetron and dexamethasone group; PONV, postoperative nausea and vomiting. *P-value
represents χ2 analysis and †P-value refers to Kruskal–Wallis H-test. ‡Significant difference vs Group Dxm with Holm–Bonferroni correction

Variable Group Acu (n=50) Group Trp (n=53) Group Dxm (n=50) P-value

0–24 h PONV
Nausea, vomiting, or both [incidence; n (%, 95% CI)] 14 (28, 15–41)‡ 14 (26, 14–39)‡ 25 (50, 36–64) 0.021*
Nausea [incidence; n (%, 95% CI)] 14 (28, 15–41)‡ 14 (26,14–39)‡ 25 (50, 36–64) 0.021*
Vomiting [incidence; n (%, 95% CI)] 9 (18, 7–29) 8 (15, 5–25) 12 (24, 12–36) 0.503*

Need for rescue antiemetics
Metoclopramide [proportion; n (%, 95% CI)] 5 (10, 1–19) 4 (8, 0–15) 7 (14, 4–24) 0.560*
Metoclopramide [mg; median (range)] 0 (0–50) 0 (0–20) 0 (0–40) 0.581†

Patient satisfaction [median (range)] 95 (85–100) 92 (80–100) 94 (85–100) 0.230†
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P6 stimulation only during the course of the anaesthesia. Even so,
there was substantial carryover effect into the postoperative re-
covery phase. If we used TEAS for a longer time, the PONV pre-
ventive effect could be better and last much longer. However,
use of TEAS after surgery might cause inconvenience to patients
by adversely influencing sleep quality and limiting mobility.
Many studies reported minor to no local side effects at the acus-
timulation site.15 29 31 Our study reconfirmed that this method
has good tolerability and safety.

In the present study, a majority of the patients experiencing
PONV refused to receive antiemetic treatment either because
the symptomsweremild and transient or because theywerewor-
ried about the adverse effects of antiemetics. Once PONV occurs,
the likelihood of PONV to persist or to recur is at least 65%.32 Al-
though the dose and proportion of rescuemedication did not dif-
fer between groups in our study, the timing of treatmentmight be
different. Patients in Group Dxm might receive the first metoclo-
pramide dose earlier than those in other two groups because of
more severe symptoms. Therefore, the 24 h assessment might
be influenced by the use of rescue medication, which resulted
in fewer differences between groups after surgery. Thus, com-
pared with the genuine situation, our results might appear to
be conservative.

Our study has several limitations. First, although patients
were told that they might or might not feel a sensation with the
P6 stimulation device before the study, those patients receiving
the active P6 stimulationweremore likely to detect a tingling sen-
sation. Therefore, a potential placebo effectmay contribute to the
greater antiemetic efficacy in the acustimulation group. Further-
more, we limited our study to a single type of short-duration sur-
gery. It is unclearwhetherourfindings could be extended to other
surgical populations. Finally, we did not find a significant differ-
ence between Group Acu and Group Trp in PONV prevention, in-
dicating that TEAS of P6 and tropisetron both in combination
with dexamethasone have similar effects. However, it is possible
thatwe failed to find a difference between thembecause of insuf-
ficient sample size.

Conclusion
In summary, the effect of TEAS of P6 in combination with dexa-
methasone is better than dexamethasone alone, and similar to
tropisetron in combination with dexamethasone for the preven-
tion of PONV in gynaecological patients undergoing laparoscopic
surgery. Our findings suggest that P6 stimulation might be an al-
ternative to the 5-HT3 antagonists for patients at high risk of
PONV in a multimodal antiemetic approach. Unfortunately, P6
stimulation is not yet a routine procedure for PONV prophylaxis,
although it seems to have good cost-effectiveness.
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