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Want to become a tutor for the
AACP Foundation Course?
Interested in mentoring / teaching newly qualified practitioners?
Enrol now on the NEW AACP Teacher Training Course (PTLLS*)
in collaboration with City College Peterborough.

In Summary
• Recognised professional teaching qualification •
• Nearly 50 hours of dedicated training for £495** •
• Register now via the AACP Office •

The Details
Course Overview This is a stepping stone qualification for people who may not be in teaching yet, but are
keen to pass on their occupational skills and knowledge to adult learners. The qualification is designed to
contribute to the sharing of skills, knowledge and understanding related to the *Professional Standards for
Teachers, Tutors and Trainers in the Lifelong Learning Sector. The PTLLS qualification provides an entry point
and an introduction for people who are new to teaching and/or training, plus it provides progression to the
7304 Certificate in Teaching in the Lifelong Learning Sector (CTLLS) for those seeking Associate Teacher
(ATLS) status and the 7305 Diploma in Teaching in the Lifelong Learning Sector (DTLLS) for those seeking Full
Teacher (QTLS) status.
Course Syllabus Adopting an integrated approach to the theory and practice of teaching, reflect on learner’s
previous/current levels of experience, practice and skills, and areas for development, identify principles of
learning, teaching, assessment and evaluation, develop confidence, communication and inter-personal skills,
develop an awareness of their professional roles and responsibilities.

Course requirements: Pen, note pad, A4 ring binder folder. Tutor: Chris Giles
Location: AACP Ltd, Southgate House, Bakewell Road, Peterborough, PE2 6YS
Course Fee: AACP Members £495 / **Non Members £575

To enrol or to find out more, please contact Sarah Beresford
on 01733 390044 or on courses@aacp.uk.com
What else? PTLLS course is the minimum threshold you are required to hold for teaching adults.
Progression routes possible but not necessary to teach for the AACP, may include CTLLS (Certificate in
teaching in the lifelong learning sector) or DTLLS (Diploma in teaching in the lifelong learning sector).
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The fitness industry is constantly evolving, with
instructors continually designing new exercise
programmes and classes in order to attract clients. A recent world-wide survey by the American College of Sports Medicine (Thompson
2012) predicted that strength and bodyweight
training will be among the most popular fitness
trends in 2013. Since Pilates did not make it into
the top 20, this will be of some concern to the
many physiotherapists that both teach and see
the benefits of this approach. Thompson (2012)
also discussed the difference between exercise
trends and fads: trends are here to stay, but fads
only last for a limited period. So what could be
the emerging developments in the next couple of
years?
Last year, the fifth British Conference of
Acupuncture and Oriental Medicine, which was
hosted by the British Acupuncture Council at the
Beaumont Estate, Windsor, Berkshire, from 28
to 20 September 2012, offered an early-morning
Qi Gong session. I was unfamiliar with this form
of exercise, and was interested to find out about
the technique, which is the oldest form of
traditional Chinese medicine (TCM), and how it
might compliment acupuncture and physiotherapy. Although there are thousands of forms
of Qi Gong, the three main branches are medical, martial and spiritual. It can be performed
while sitting or lying down, or it can be more
physically challenging. This adaptability is a great
advantage in that it means that Qi Gong can be
performed by anyone. As with other TCM approaches, the main focus of this approach is to
eliminate any deficiency or stagnation of Qi, and
so it can be used to treat problems as well as to
maintain health.
In order to find out more, I contacted Adam
Gibson, a local tutor who practises and teaches
Dayan (Wild Goose) Qi Gong. Adam began
practising Qi Gong over 20 years ago, when he
was just 12 years old, and he makes annual trips
to China in order to continue to develop his
practice. At the head of each Qi Gong association is a grandmaster, and Adam told me that
the previous grandmaster lived to 106 years of
age before she passed on the lineage to his
teacher, Grandmaster Wang Tai Li. After a
couple of e-mails, Adam bravely agreed to talk to
5
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my colleagues and give us a demonstration of a
typical class.
Many of my co-workers practise acupuncture,
and everyone was keen to see what Qi Gong was
all about, including our receptionists! The session
started with a gentle warm-up, which was followed by a sequence of focused movements. The
big difference in comparison to other exercise
classes is that, in addition to these movements,
this one involved lots of ‘‘self-tapping’’ along
certain meridians, which left us feeling quite
invigorated. The movements were easy to learn
and I believe that these would help to improve
posture and muscle control, and enhance relaxation of the upper body. For patients who benefit
from acupuncture treatment aimed at particular
acupuncture points or meridians, self-tapping
could be used at home to provide further stimulation between treatments. This would be a great
self-management strategy for a long-standing
condition or when follow-up treatments are
limited.
As with acupuncture, much of the research
into Qi Gong is written in Chinese, but fortunately, some papers have been published in
English and I am pleased to say that we have
been able to include a reprint of a randomized
controlled trial by Lynch et al. (2012) examining
Qi Gong for patients with fibromyalgia (see pp.
61–73). In this study, the participants were
taught level 1 Chaoyi Fanhuan Qi Gong and
advised to practise at home for 45–60 min per
day. The authors found that there was a significant improvement in outcomes such as pain,
sleep, and physical and mental function when the
participants who were prescribed Qi Gong were
compared to a delayed practice group.
During a literature search, I also found a paper
that investigated Qi Gong for chronic neck pain

6

(Rendant et al. 2011), and found that Qi Gong
was comparable to treatment with exercise and
produced significantly better results in comparison to waiting list controls. I frequently recommend Pilates, walking and swimming for patients
with low back pain, but when faced with clients
with chronic neck pain, I find that the exercise
options are more limited. Qi Gong is not that
well known, but it may become more popular in
the future. After 5000 years of practice in China,
it doesn’t appear to be a fad!
As physiotherapists, we encourage our patients
to lead more active and healthier lives, but
sometimes it is hard to keep up with the latest
exercise trends. Attending an exercise class can
form part of your continuing professional development, and give you confidence whether to
recommend a class or not. If you are stuck for
in-service training ideas in 2013, why not attend
a local exercise class and reflect on which
patients this course might help afterwards? In
line with the top 20 fitness trends, next on my
‘‘to-do list’’ is to find out more about Nordic
walking. . .
Helen Oakes
Clinical Editor
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Chair report

Welcome to the Spring 2013 edition of the
Journal, and a belated Happy New Year and a
Happy Chinese New Year. This marks the opening of the Year of the Snake, following on from
the Year of the Dragon, with the Snake being
associated with wisdom, beauty and intelligence.
Let’s hope it is a prosperous and engaging 2013
for us all.
We have a very exciting Conference planned
this year entitled ‘‘Acupuncture at the sharp
end’’. Places are filling up fast as the dates
(18–19 May) rapidly approach, so contact the
AACP Office now to ensure yours. We have
excellent entertainment this year with a magician
to wow you during dinner and the Take That
Live tribute band. Our wonderful speakers
include Dr Frauke Musial, who will speak about
‘‘Neurobiological perspectives of complementary
medicine’’, and Dr Mike Cummings, who will
discuss ‘‘The use of electroacupuncture in
arthritic pain’’. We also have plenty of workshops lined up for you to learn about the latest in
acupuncture that is applicable to your practice.
The Acupuncture Research Resource Centre
(ARRC) held a very successful symposium on
‘‘Bridging the gap between research and practice’’ in London on Saturday 2 March. This was
ARRC’s 15th International Acupuncture
Research Symposium, and it was a great occasion
at which members of our Association, The
Register of Chinese Herbal Medicine, the Association of Traditional Chinese Medicine and Acupuncture UK, and the British Acupuncture
Council (BAcC) were able come together to
support acupuncture research. Hugh MacPherson delivered a break-out session about ‘‘Acupuncture and the ‘sceptics’: a dialogue on moving
forward’’. Carole Paley also spoke, talking about
‘‘A comparison of 2 and 4 acupuncture needles
using bi-directional rotation for achieving rapid
onset acupuncture analgesia in experimental
pain’’. Advice was also given on how practitioners can get involved in research. It was great
to see many of our members there and we will
continue to support the event in coming years.
Collaboration with other organizations is key,
 2013 Acupuncture Association of Chartered Physiotherapists

and we work closely with the British Medical
Acupuncture Society, BAcC and other organizations to maintain support for acupuncture in
practice.
If you have ever considered or are interested
in becoming a tutor, we have organized a course
on preparing to teach in the lifelong learning
sector (PTTLS), which is a recognized professional teaching qualification. Enrolling on the
new AACP teacher training PTTLS course will
start the process of helping you to pass on your
skills and knowledge through mentoring or
teaching.
We also want to support your ongoing continuing professional development (CPD), and so
are focusing on arranging more courses across
the country. We will be regularly organizing
regional CPD events, and these will cover a
variety of areas in acupuncture and be delivered
by various experts. Our next regional CPD event
will be held in July in Manchester. We also run
courses that concentrate on specific areas such as
headaches/migraines and trigger points, and
details of these can be found on the AACP
website (www.aacp.org.uk). If you would like to
book a place at any of the Association’s events,
please contact the AACP Office (e-mail:
courses@aacp.uk.com).
If you cannot find anything in your area or any
courses covering the topics you would be interested in, then perhaps you could consider hosting a course at your place of work and acquire a
free place. Sarah Beresford is our Training
Course Administrator, and she will be happy to
advise you on how easy this is to set up (e-mail:
sec@aacp.uk.com).
Efforts to ensure that acupuncture is incorporated in National Institute for Health and Clinical
Excellence (NICE) guidelines have been hugely
successful. The most recent achievement has
been its inclusion in the headache guidelines
published last year (NICE 2012), which support
the use of needling for this condition. We are
striving to do everything we can to ensure that
acupuncture and physiotherapy are represented
at the NICE scoping events; however, we require
7
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more members to attend who would be able to
represent AACP in this respect. The aim is to
target clinicians who work in specific areas to go
to such events in order to help develop guidelines, and ensure that these are current and
relevant to today’s practice. Involvement in these
scoping workshops is great for your CPD and we
are extremely happy to support you in this
process.
Our Association is committed to supporting
its members so that they can face the commissioning process with confidence. We are currently reviewing our commissioning pack in
order to include more evidence to support our
cause as physiotherapists. If you have completed
any research, such as systematic reviews or
papers dealing with a specific area, and feel this
could be used in the AACP commissioning pack
to support members who are presenting cases to
maintain an acupuncture service, then please get
in touch. Although times are currently difficult in
the National Health Service, we have been working with members who have been successful in
maintaining acupuncture services as part of their
physiotherapy practice, and the costeffectiveness argument has proven to work
extremely well.
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We continue with our efforts to keep our
members informed. I hope that you are enjoying
your newsletters – it is great to have so much
information to share with members. Please join
us on Facebook and Twitter, and share our pages
with your colleagues and friends. Our director,
Alex Goude, is extremely proactive at ensuring
that interesting journal articles and information
are uploaded to help keep members up to date
with current news, since this is a very convenient
way to receive updates.
I am looking forward to a bright summer
(hopefully!) and wish everyone a prosperous
2013. I would like to thank all of our members
for their support, and look forward to an excellent future for AACP and to seeing many of you
at our Annual Conference in May.
Vivienne Dascanio
Chairman

Reference
National Institute for Health and Clinical Excellence
(NICE) (2012) Headaches: Diagnosis and Management of
Headaches in Young People and Adults. NICE Clinical
Guideline 150. National Clinical Guideline Centre,
London.
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Chief Executive Officer report

Strong in adversity
In the past few years, AACP has shown itself to
be strong in these times of adversity by reaching
its highest-ever membership levels during 2012
and remaining the largest professional body
supporting the practice of acupuncture.
Hundreds
more
acupuncture-practising
physiotherapists have since come to realize that
belonging to a strong organization that represents its members is one of the best ways to
protect themselves against the impact that the
current circumstances may have on the profession. In addition, having acupuncture as a useful
adjunct treatment modality that extends your
scope of practice will undoubtedly prove valuable, especially for those of you who work in or
wish to venture into private practice.
Your Association is committed to supporting
the provision of acupuncture as an integral part
of physiotherapy treatment within the National
Health Service (NHS) and other healthcare settings. Throughout last year, we supported you,
amongst others, with advice on how to manage
the new clinical commissioning groups with our
Members Commissioning and Research Pack, and a
brand-new booklet, Guidelines for Safe Practice.
Later this year, we plan to publish a brief guide
to an effective approach to working with health
authorities in order to further assist you in
securing the place of the physiotherapy profession in the new NHS setting.

Even more reason to be a
member of AACP
The most important objectives of the AACP
Board in 2013 are to improve our services to you
and also to enhance the range of benefits that we
are able to offer our members.
These benefits include supporting you through
a variety of means; for example, by developing
publications such as those provided last year to
guide and help you to cope with the new and
developing circumstances in healthcare in the
UK. We are also looking to improve the monetary advantages of being a member of the
 2013 Acupuncture Association of Chartered Physiotherapists

AACP significantly by developing services and
offers that will be free or available at a reduced
cost. We hope that these will translate to an
immediate positive effect on the running of your
practice or your personal financial situation.
I would encourage you to make sure that your
personal details are up to date, so that you don’t
miss out on receiving our latest information on
benefits when this is published. Your details can
be updated by contacting the membership team
at the AACP Office (e-mail: sec@aacp.uk.com).

Communication
We have embarked on a thorough evaluation of
the AACP web platform and are putting plans in
place to enhance the accessibility and clarity of
your website.
We are aiming to introduce easier navigation,
and to add more of our services, courses and
conferences, for example, so that these can be
accessed easily online and allow you to book
places directly with a few simple ‘‘clicks’’.
These plans will be executed during the
second quarter of 2013, and this is also when
many of our leaflets will be available to download free-of-charge from the members’ area of
the AACP website.

Journal plans
A lot of hard work has again resulted in a
comprehensive collection of topical research
papers and reviews in this Spring 2013 edition of
the AACP Journal, which is distributed free as
part of your membership.
Also with respect to JAACP, there are some
important developments in the pipeline. As part
of our information technology improvements,
the Journal will be available online for the first
time in 2013. More importantly though, preparatory work is being done on being able to present
you with a fully peer-reviewed publication with
our aim being to achieve this for our Autumn
2013 edition.
The Association is constantly updating in
order to improve and to offer better and more9
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enhanced services to you. If there are any
suggestions that you would like to make with
respect to our membership services, please do
not hesitate to contact me directly (e-mail:
ceo@aacp.uk.com).

Caspar van Dongen
Chief Executive Oﬃcer
AACP Ltd
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We are pleased to announce that our 2013
Conference is going to be held at Wokefield Park
near Reading on 18–19 May (Fig. 1). Wokefield
has excellent transport links and ample car parking, as well as an on-site gym and pool for
recreation, if time allows.
Conference bookings opened in July 2012, and
I am pleased to say that we have had an excellent
response. Places have been filling up quickly, but
if you would like to book one, please contact the
AACP Office; we will be happy to advise you of
any spaces that are still available.
The theme for this year is ‘‘Acupuncture at the
Sharp End’’, and we have an exciting line-up of
renowned speakers, including:
+ Dr Frauke Musial;
+ Dr Mike Cummings;
+ Vanessa Noble;
+ Brenda Deering;
+ Steve Bailey;
+ Paul Blacker;
+ Phil Burke;

Figure 1. Wokefield Park Executive Centre.
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Box 1. Companies represented at Conference 2013
DongBang AcuPrime Ltd
UK 3B Scientific Ltd
Herbprime Co. Ltd
Noma (Complex Homeopathy) Ltd
Scarboroughs Ltd
ShuLan UK Ltd
Balance Healthcare
Acurea
Oxford Medical

+ Kevin Young;
+ George Chia; and
+ Dr Mindy Cairns.
We are also organizing several workshop sessions this year because many of you have told us
that you enjoy the practical format that these
provide. In addition to the interesting and clinically applicable topics that you can hear about
over the weekend, a Take That tribute band has
been booked the Saturday night and a magician
will be there to entertain everyone during the
evening meal. The companies that will be represented at Wokefield are listed in Box 1. For full
details of the Conference, please visit the AACP
website (www.aacp.org.uk).
If you have any ideas for future events,
please contact me at the Office (e-mail:
manager@aacp.uk.com). We welcome any
suggestions.
We hope to welcome you at the Conference in
May.
Elizabeth McLean
Conference Coordinator
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Regional reports

East Anglia
Hello everyone, I trust you’re all managing to
keep well. Let’s get that Wei Qi working!
In early November 2012, the regional representatives had an eventful meeting at the AACP
Office in Peterborough. In general, a recurring
theme at these gatherings is that the representatives seem to be very keen to hear from you, and
value your opinions and comments. It is always
rewarding to be able to give the Association’s
members what they want, but if you don’t share
your views with us – or provide suggestions
about how we can help you – then this makes for
a very one-sided kind of representation. . .
That being said, following on from suggestions from AACP members in Peterborough, I
am in the process of organizing a journal club
that will meet three times a year. This is intended
to convene in February, June and October. The
venue may well be Peterborough City Hospital,
and I am very keen to hear from you if you
would like to be a part of this venture. I would
also be eager to know if you would like a
weekday evening meeting, or a full or half day at
the weekend. If weekends are preferred, we may
be able to arrange continuing professional development (CPD) sessions – and possibly even
some training courses in due course – to complement the journal club.
Please do let me know if you have any interest
in this, or indeed, if you are able to facilitate a
similar programme in another part of the region,
and I will do my utmost to support you (e-mail:
anglia@aacp.uk.com).
I would also be very keen to hear from you if
you would be prepared to share your knowledge
and expertise with the other members at these
journal club sessions.
Finally, I would like to welcome Paul Cremin,
who has kindly offered to assist me in representing the region (see the report below). He is based
within the Bedfordshire/Hertfordshire region,
so we may well be in a position to get more
activity happening in the southern part of the
Anglia region. Thank you, Paul.
 2013 Acupuncture Association of Chartered Physiotherapists

In the meantime, do consider attending the
AACP Conference, which will be held near
Reading, and is always a fantastic mix of research
presentations, trade exhibitions, networking,
socializing and the Annual General Meeting, of
course. I will be there, and hope to meet you too.
Poonam Anandaraj
As a new regional representative for our Association, this is my first opportunity to make
contact with my fellow physiotherapists. I am
keen to start developing relationships, and initiate some excellent training opportunities in the
Hertfordshire and Bedfordshire areas. My AACP
e-mail address is <anglia@aacp.uk.com>, and I
can be contacted if you have any queries or
specific areas of interest that you would like me
to pursue on you behalf.
I would like to create a small database of
appropriate locations for running courses in this
area, and if anyone is aware of suitable places, I
would love to hear from you. I am particularly
interested to know of any venues in Dunstable
and Hemel Hempstead in Hertfordshire, and
Luton and Bedford in Bedfordshire. Ideally,
we are looking for settings that offer several
available plinths, space to work and have discussions, and the potential to make PowerPoint
presentations.
There have been a number of recent discussions on iCSP about licensing questions and
acupuncture use for specific dysfunctions. If
anyone has any particular issues or has encountered special challenges that relate to my region
in some way, I would love to know more about
these and see if I can help in any way. The AACP
team are a great source of support and information, as I have discovered from my own
personal correspondence with them. My colleague Poonam Anandaraj is interested in starting a journal club (see the report above), and if
people feel this will be useful to them, I can look
into starting another one nearer to my area.
Paul Cremin
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Midlands East
I am a physiotherapist by trade
and I have a special interest in
acupuncture.
I
am
a
great
believer in the
role this technique can play in
aiding rehabilitation. Since 2002,
I have worked for the National Health Service
(NHS) in addition to running a private practice,
and I became an advanced member of AACP in
2005. I trained in China, which is where I gained
my love and respect for traditional Chinese
medicine.
I have been the regional representative for the
East Midlands region for a few years now. As a
representative, I was and continue to be involved
in CPD activities, as well as looking after the
welfare of other physiotherapy staff who practise
acupuncture in the NHS Trust where I work.
I am currently involved in the review of the
acupuncture policy for my Trust. I launched
consultations with other members of staff when
it became apparent that the policy was not being
appropriately reviewed by a nurse-led panel. As a
result of the consultations I initiated, we now
have the power to change and adjust the Trust’s
policy to safely cover the practice of acupuncture
and we will being making those changes in the
near future.
During the past few years, I was pleased to be
involved in the review of several foundation
courses, the outcome of which now means that
these are being taught by AACP-accredited
tutors.
Since I work in an multidisciplinary team in a
stroke unit, I had the opportunity to lead a small
project with the Speech and Language team
involving acupuncture for dysphagia. This has
led to us being invited to talk at the East
Midlands Stroke Group on the 5 June 2013.
I am passionate about acupuncture, and I feel
that I can continue to represent both the voices
of practitioners within the Trust and AACP
members within my region. I believe that I have
liaised well with the other regional representa14

tives, Board members and other acupuncture
practitioners, and I hope this can continue since
I think that we can all learn from each other.
The consultation with the practitioners about
the new acupuncture policy within the Trust has
now finished. Meetings will now be initiated with
the management team and review panel with a
view to adjusting the acupuncture policy to cover
safe working practices, bringing it in line with the
AACP guidelines for safe practice.
Maintaining the recommended 10 h of CPD
study is vital for safe practice. To achieve this, we
have established an active CPD group within our
locality. I always encourage other practitioners
from outside the area to join the CPD group if
they can because this means that we can all learn
from each other.
The AACP website has information about lots
of new and interesting courses to help keep your
CPD hours up to date. Please visit it for more
information (www.aacp.org.uk). Please also feel
free to join us at Conference this year.
Finally, don’t forget that. as regional
representatives, we are here for you and are
always happy to help (e-mail: midlandseast@
aacp.uk.com).
Diana Lacraru

Midlands West
I would like to formally introduce myself as the
new regional representative for the West Midlands area. I have taken over from Jamie Holder,
who has been in the role for the past 5 years.
I am a musculoskeletal physiotherapist with
experience in the NHS and professional football.
I currently work in the private sector in a
long-established practice in Dudley, utilizing acupuncture, dry needling, cupping and Gua Sha
alongside functional movement restoration.
I am always keen to receive study day requests
about what people would like to review. I would
also like to hear from practitioners who are
interested in providing in-service sessions across
the region to deliver short presentations about
their acupuncture practice or research, and share
their learning and developing practice. I am
currently looking for venues for 2013, and would
welcome information about any departments in
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the area that could house seminars for the
coming year. If you are aware of any upcoming
courses that you would like me to tell other
members about, please do not hesitate to contact
me (e-mail: midlandswest@aacp.uk.com).
Stuart Elwell

North East England
My name is John
Wood, and I
hope that all of
you within the
North
East
Region are well.
On a personal
note, I’m feeling
considerably
more
relaxed
after completing
the Postgraduate Certificate in Learning and
Teaching in Higher Education that I undertook
last year, and I’m looking forward to an exciting
year of teaching, learning and clinical practice.
There has been a good amount of acupuncture
training available in our region lately with courses
being organized by a number of providers. For
our part, we have run an acupuncture CPD
course on shoulder dysfunction, which was well
attended and received some very positive feedback. We also organized one-day CPD courses
on acupuncture for the treatment of migraine
that were run by George Chia and myself, and I
suspect that we will look to repeat this event in
the future.
We are also running an AACP-accredited
foundation course, and will look to organize
more in the coming months if any colleagues are
interested in attending. It should be a great
learning experience because there will be a
student–tutor ratio of just 6:1, which is one
advantage of being able to run it from my own
practice since we can keep overheads to a minimum. We are looking at the possibility of running a similar course in the autumn, so if you
have any friends or colleagues who may be
interested, give them a heads-up to check the
AACP website or contact me (e-mail:
northeast@aacp.uk.com), and I’ll keep them
informed.
 2013 Acupuncture Association of Chartered Physiotherapists

This spring, I taught a course relating the
acupuncture meridians to connective tissue
planes for both the upper and lower limbs. I will
try to run this course later on in the year, so look
out for it if you are interested in expanding the
ways in which you can use acupuncture to treat a
range of musculoskeletal conditions.
In the summer, I will give a presentation at the
regional event taking place in Manchester on 12
July. The line-up looks great, and since Manchester is fairly close to our region, I hope that a few
of you well be able to attend. My lecture is on
‘‘Acupuncture and the fractal arrangement of the
neural and connective tissues’’, and will explore
some exciting new discoveries and insights into
the way our bodies are organized and function,
and how this might impact the way we use
acupuncture in clinical practice. If it is well
received, I’ll present it again within our region,
either at a weekend or a weekday evening.
I also intend to run a lower-limb-orientated
course about the convergence of ideas surrounding the muscular meridians and the ‘‘anatomy
trains’’ concept of Thomas Myers. I’m pencilling
this in for the autumn because the spring and
summer diary pages are now full. I’m keen to
expand the number of CPD events on offer in
our region and bring events that have been run
successfully in other regions to our own. To this
end, please contact me with offers of venues and
possible speakers.
If you would like to organize a course or have
a venue that would be suitable, then please get in
touch with me. We send an e-mail out to all
members within our region when courses are
initially arranged and some fill up fast. I would
urge everyone to update the staff at the AACP
with a personal e-mail address, as I know that a
lot of hospital e-mail addresses tend to bounce
when we do a mailing.
John Wood

Scotland
Looking out at sunny but freezing conditions, it
is hard to believe that this is springtime, but I
hope that we shall be experiencing more seasonal
weather by the time you read this! It’s hard to
believe that 6 months have passed since our last
report. Unfortunately, Gilean had a nasty fall
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from a horse last
summer and has
been out of
action with some
serious injuries.
However, she is
recovering well
and we all send
her our best
wishes.
Gilean and I
continue to be your Scottish AACP representatives. Gilean is in private practice in Edinburgh,
and covers the East of Scotland for AACP from
the Borders to the Outer Isles. I work in the
NHS in Dunoon,
and cover the
West of Scotland
for AACP from
South Ayrshire
to the Western
Isles. There have
been a few local
events happening
across
the
country, organized by individuals and departments. We are always pleased to hear from any
of you, whether it be to inform us of events that
you are running so that we can help with
distribution of information to members, or to
ask for our help with organizing events (e-mail:
scotland@aacp.uk.com).
Foundation and CPD courses continue to be
run across the country, and as ever, we are
willing to help in setting up and organizing these.
Please feel free to contact us for help or advice.
Conference time is almost upon us again, and
it would be great to meet many of you at this
excellent event. Unfortunately, because of
unforeseen circumstances, we have again had to
put our Scottish one-day event on hold, but it is
hoped that it will go ahead later this year.
We look forward to hearing from you.
Gilean Docherty & Wendy Rarity

South West England
Thanks to everyone who contacted me following
my plea in the Autumn AACP newsletter. I now
know of a very proactive group of physio16

therapists in the Cheltenham area who hold
regular and well-structured CPD updates. I have
invited myself to one such session in order to
meet up personally with this group, and I am
happy to travel around our region to meet more
of you since I believe that this the best way of
supporting you. From this initial contact, I have
been able to address some queries that arose
from an AACP foundation course. If I know of
your concerns and issues, I can try to help.
In November, I attended the regional representatives meeting in Peterborough on your
behalf, and it proved to be a worthwhile investment of my time. One issue that raises its head
on a frequent basis is the criteria for local council
licensing. The AACP guidance is that, if you are
operating from a hospital or another registered
clinical base (e.g. a hospice), you don’t need an
additional local council licence. If you are working on a domiciliary basis or from a private clinic,
you need a licence that shows that you have a
base. This needs to be secure, and for example, a
lockable filing cabinet for sharps and good facilities for hand washing are required. You also need
a sharps disposal facility. Different local authorities have various requirements, so contact your
local council if you are in doubt about what you
need to do.
Please remember that there is a copy of the
AACP-approved consent form and safety guidance on the website, and these documents are
available as Portable Document Format files to
AACP members. If you are running CPD study
days, remember that the lecture room also needs
to be licensed if you intend to include active
needling. Conversely, if a session is purely educational or only involves non-invasive techniques, then you don’t need a license. Don’t
forget that literature reviews, journal clubs and
case studies can also be classed as appropriate
CPD, and can enhance practice just as much as a
practical session. These are also less costly!
Another query that frequently arises is how to
progress from standard to advanced membership
of the Association. Basically, advanced membership is an acknowledgement of hours of taught
acupuncture in which the training has been
assessed. Continuing professional development
is not always assessed, and therefore, does not
count towards the necessary hours.
 2013 Acupuncture Association of Chartered Physiotherapists

Regional reports
I have been
asked by the
AACP to lead
some
CPD
events on acupuncture in palliative care and
respiratory management. These
will probably take
place in London
and the Midlands, so if you are interested, please
watch the AACP website for details. Meanwhile,
I am happy to support you in any way I can, so
please feel free to get in touch (e-mail:
jeanne.burnett@talktalk.net). I look forward to
meeting you at Conference in May.
Happy sensible needling!
Jeanne Burnett

Wales
South
Hello to all new and existing AACP members.
Please do get in touch with me about any ideas
that you have for acupuncture meetings or

 2013 Acupuncture Association of Chartered Physiotherapists

courses that you would like to see in South Wales
in 2013 (e-mail: jackiebrown52@hotmail.co.uk).
Furthermore, if you work in the NHS, please do
keep me posted about any courses or CPD
opportunities that you hear of in the region.
I would also
like to be contacted if you
know of any suitable venues that
we could use for
courses. As long
as
there
is
enough interest, I
will arrange some
talks.
Perhaps we could start by meeting one evening for an informal get-together in order to
thrash out some ideas for the courses that you
would like to see in your area.
I am always looking for people to share
knowledge with, so please do keep me up to date
with anything AACP-related in the region.
I look forward to meeting any new members
over the course of the year.
Jackie Brown
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Regional representatives
The following table details the regional representatives and how to contact them. Please contact the
AACP secretary (e-mail: sec@aacp.uk.com) if you can help to fill any vacancies.
Area

Name

E-mail

East Anglia

Poonam Anandaraj
Paul Cremin

anglia@aacp.uk.com
anglia@aacp.uk.com

International

Felicity Edwards*

rrael@yahoo.com/
international@aacp.uk.com

London

Vacant

sec@aacp.uk.com

Midlands East

Diana Lacraru*

midlandseast@aacp.uk.com

Midlands West

Stuart Elwell

midlandswest@aacp.uk.com

North East England

John Wood*

northeast@aacp.uk.com

North West England

Lindsay Newmark*

northwest@aacp.uk.com

Northern Ireland

Vacant

sec@aacp.uk.com

Scotland East

Gilean Docherty

gilean.docherty@live.co.uk/
scotland@aacp.uk.com

Scotland West

Wendy Rarity

wendy.rarity@nhs.net/
scotland@aacp.uk.com

South Central England

Ahmed Osman
Kevin Young

aosman50@msn.com/
southcentral@aacp.uk.com
southcentral@aacp.uk.com

South East England

Kevin Young*

southeast@aacp.uk.com

South West England

Jeanne Burnett

jeanne.burnett@talktalk.net

Wales North

Paul Battersby

p.battersby@glyndwr.ac.uk/
wales@aacp.uk.com

Wales South

Jackie Brown

jackiebrown52@hotmail.co.uk/
wales@aacp.uk.com

*Alternate required.
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Regional representatives
Please do not hesitate to contact the AACP Office if you have any queries:
AACP Ltd
Southgate House
Southgate Park
Bakewell Road
Orton Southgate
Peterborough
Cambridgeshire PE2 6YS
Tel: 01733 390012
Web: www.aacp.org.uk
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SYSTEMATIC REVIEW

Efficacy of acupuncture in the treatment of
osteoarthritis of the knee joint
K. C. Turner & S. V. Igo
Department of Health Professions, Coventry University, Coventry, UK

Abstract
The aim of this study was to evaluate the efficacy of acupuncture compared with sham
acupuncture and standard care for improving pain and function in osteoarthritis (OA) of the
knee. A systematic review of relevant randomized controlled trials was conducted. Computerized databases were searched to February 2011. Studies were selected in which patients with OA
of the knee were randomized to receive either acupuncture, or a control treatment consisting of
either sham acupuncture or standard care. The standard care interventions included advice,
education, self-management, standardized exercises or standard pharmacological management.
The internal validity of the studies was assessed independently by two reviewers using the
Physiotherapy Evidence Database (PEDro) scale. The adequacy of acupuncture within the
studies was also assessed using pre-specified criteria. Short- and long-term outcomes of pain
and function were extracted from the trials, and the mean change in outcome was calculated in
each group for comparison. Eleven studies were included, of which eight utilized a sham
acupuncture control and five used standard care. Two studies were three-armed trials
incorporating both sham and standard care groups. All trials had PEDro scores of d6/10.
Compared to sham acupuncture, there was inconclusive evidence to support the efficacy of
acupuncture for improving pain or function at both short- and long-term follow-up. Compared
to standard care, strong evidence was found to support the efficacy of acupuncture for both the
short- and long-term improvement of pain and function. It was unclear whether the adequacy
of the acupuncture within the trials had a bearing upon the outcomes.
Keywords: acupuncture, function, knee joint, osteoarthritis, pain.

Introduction
Osteoarthritis (OA) is a chronic joint condition
involving cartilage degeneration, proliferation
and remodelling of subchondral bone (Ernst
1997). It is characterized by symptoms of pain,
stiffness and functional disability, has a significant impact on quality of life (Zhang et al. 2008),
and ranks among the top 10 causes of disability
world-wide (Gupta et al. 2005). Osteoarthritis
Correspondence: K. C. Turner, Coventry Musculoskeletal
Service, City of Coventry Health Centre, 2 Stoney
Stanton Road, Coventry CV1 2FS, UK (e-mail:
kelly.mccrea@btinternet.com).
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most commonly affects the knee joint, and it
follows that it is the most common reason for
total knee replacement surgery (Felson & Zhang
1998). The prevalence of OA of the knee in
adults over 30 years of age is estimated at 6%,
with the incidence increasing with age (Felson &
Zhang 1998). With the increase in the elderly
population, the number of people with osteoarthritic disability is expected to double by the year
2020, increasing the already significant economic
burden of OA (Gupta et al. 2005).
The treatment of OA is directed towards
reducing joint pain and stiffness, maintaining
joint mobility, improving health-related quality
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of life, and limiting the progression of joint
damage (Zhang et al. 2008). Symptom management often involves the use of non-steroidal
anti-inflammatory drugs (NSAIDs), as recommended in the National Institute for Health and
Clinical Excellence (NICE) guidelines for the
care and management of OA in adults (NICE
2008). However, NSAIDs have welldocumented side effects such as gastrointestinal
bleeding (Kwon et al. 2006). Therefore, the value
of these drugs in the management of OA is
questionable when such side effects are considered alongside the short-term pain relief that
NSAIDs have been shown to provide in this
patient group (Bjordal et al. 2004). If these drugs
do not lead to an adequate response, joint
replacement surgery is often recommended (Witt
et al. 2006). With increasing governmental pressure to contain healthcare expenditure and limit
hospital stays, there is a growing requirement for
effective conservative treatment options (Gupta
et al. 2005). Efficacious non-pharmacological
treatments include weight loss and exercise
(Fransen et al. 2008). However, patients with OA
may find exercise difficult as a result of poor pain
control (Manheimer et al. 2007). Therefore, up to
54% of individuals with OA in the UK seek
management with alternative therapies (Visser et
al. 1992). Treatments such as acupuncture are
consequently becoming increasingly popular for
this condition (Rosemann et al. 2007).
Acupuncture has been shown to have few
serious side effects and is regarded as a largely
safe method of treatment (Ernst & White 2001),
and therefore, it has potential advantages over
NSAIDs. A safety review of acupuncture used
specifically for the treatment of OA of the knee
has also confirmed the low level of risk associated with this treatment modality (Yamashita et
al. 2006). Recent evidence-based guidelines from
the Osteoarthritis Research Society International
for the management of OA of the knee or hip
include acupuncture as one of 12 nonpharmacological modalities that are recommended for use (Zhang et al. 2008). Contrary to
these recommendations, NICE (2008) reported
that the available evidence suggests that acupuncture can provide only short- to mediumterm relief for the treatment of peripheral joint
arthritis. In addition, electroacupuncture (EA)
was not recommended in the above guidelines in
22

light of poor cost-effectiveness outweighing a
reliable evidence base to highlight its clinical
benefits. Conversely, in a recent large-scale randomized controlled trial (RCT), Reinhold et al.
(2008) reported that acupuncture for the treatment of OA of the knee or hip has been shown
to be a cost-effective form of treatment when
compared with routine care options, including
NSAIDs.
Acupuncture involves the stimulation of
specific points along meridians on the body with
fine needles, a process that alters physiological
functions including pain control (Stux et al.
2003). Research suggests that acupuncture
relieves pain through both the modulation of
spinal reflexes and the release of endogenous
opioids in the central nervous system (CNS)
(Andersson & Lundeberg 1995). Acupuncture
has been shown to stimulate the release of
-endorphin, enkephalin and endomorphin in
the CNS (Lin & Chen 2008), which in turn
activate opioid receptors that help to modulate
inflammatory pain (Zhang et al. 2005).
There is an increasing body of evidence to
support the use of acupuncture in the treatment
of pain arising from peripheral joint OA (Kwon
et al. 2006; Manheimer et al. 2010).
Reviews examining the efficacy of acupuncture
for OA of the knee include a meta-analysis by
White et al. (2007). These authors concluded that
acupuncture that meets the criteria for adequate
treatment is significantly superior to sham acupuncture or no additional treatment in the management of chronic knee pain. These positive
findings were reiterated in a systematic review by
Selfe & Taylor (2008), who concluded that
acupuncture is an effective treatment for the pain
and physical dysfunction associated with OA of
the knee. However, the shortcomings of this
latter review are evident in the limited search
strategy, in which trials from only two search
engines are indexed.
Contrary to the findings of White et al. (2007)
and Selfe & Taylor (2008), a meta-analysis by
Manheimer et al. (2007) concluded that only
clinically irrelevant short-term benefits were
found in sham-controlled trials of acupuncture
for OA of the knee. However, some clinically
relevant benefits were highlighted in waiting-listand standard-care-controlled trials. The above
reviews reported literature searches only as
 2013 Acupuncture Association of Chartered Physiotherapists
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recently as 2006. This search period is similar to
that used in the NICE guidelines for OA (NICE
2008). Since several RCTs have been published
in this area in more recent years, it appears timely
to conduct a further systematic review of the
literature that may provide additional insight into
the current evidence base for acupuncture in the
treatment of OA of the knee.
Aims and objectives
The aims of the present systematic review were
to find out whether the current evidence supports the use of acupuncture over sham acupuncture or standard care for treating the pain
and functional impairment associated with OA
of the knee joint.
The objectives were to:
+ systematically appraise the current evidence
base, examining the short- and long-term
efficacy of acupuncture for improving pain or
functional level in individuals with OA of the
knee in trials comparing acupuncture with
sham acupuncture or standard care;
+ ascertain whether the adequacy of the acupuncture used within the trials included had a
bearing upon the clinical outcomes; and
+ ascertain the safety of acupuncture within the
trials included by recording information on
any adverse effects reported in these studies.

Materials and methods
Search strategy
The following databases were searched from
inception: the Cochrane Central Register of Controlled Trials (CENTRAL); the Medical Literature Analysis and Retrieval System Online
(MEDLINE); the Excerpta Medica Database
(EMBASE); the Allied and Complementary
Medicine Database (AMED); the Cumulative
Index to Nursing and Allied Health Literature
(CINAHL); PubMed; and the Physiotherapy
Evidence Database (PEDro). Searching took
place between January and February 2011. Keywords and appropriate synonyms were searched
for within the titles and abstracts of the articles.
Hand-searching of the reference lists of retrieved
articles was also conducted, and all RCTs
included in previous systematic reviews of acupuncture for OA of the knee were considered
for inclusion.
 2013 Acupuncture Association of Chartered Physiotherapists

The search terms listed in Table 1 were
included for the MEDLINE search strategy and
adapted accordingly for the other search engines.
Study selection
The inclusion and exclusion criteria are summarized in Table 2. Article screening against the
eligibility criteria was performed by the first
author (K.C.T.). Titles and abstracts were
screened, and full-text articles were then
obtained for potentially relevant studies.
The exclusion criteria of ‘‘knee pathology
other than primary OA’’ and ‘‘post-knee replacement patients’’ ensured that trials examining the
effects of acupuncture on OA of the knee were
specifically identified. However, knee arthroplasty and replacement were included in the
search strategy in order to capture articles examining the effects of acupuncture on patients
awaiting the procedure. The inclusion of RCTs
was specified since such trials are likely to
include the most rigorous methodology (Kunz et
al. 2007). Although non-English articles would
ideally be included in order to minimize publication bias (Akobeng 2005b), they were excluded
because of the resource requirements of obtaining article translation.
Excluding non-needle penetration approaches
ensured specificity to trials examining needle
acupuncture, which has been shown to have
different physiological effects than methods such
as non-needle penetrating moxa or acupressure
(Stux et al. 2003). Both manual and EA techniques were included because it has been shown
that these methods produce sufficient intensity
of needling to elicit De Qi (Sandberg et al. 2003;
Hui et al. 2007). Trials in which only two types of
acupuncture were compared were excluded, as
were comparisons with only waiting-list controls
or other active interventions, since comparisons
with sham acupuncture or standard care were
required to address the objectives of the present
review. In addition, trials in which only nontraditional acupuncture techniques were used
(e.g. trigger point or periosteal acupuncture at
non-meridian points) were omitted, in line with
the criteria of Manheimer et al. (2010). This
measure helps to ensure that similar interventions were utilized in the RCTs included, and
therefore, these can be compared more effectively. A minimum observation period of
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Table 1. Medical Literature Analysis and Retrieval System Online (MEDLINE) database search strategy. Search syntax for MEDLINE:
(MeSH) Medical Subject Headings; (MM) exact major subject heading (MeSH term); (MH) exact subject heading (a MeSH term
‘‘exploded’’); [+ (after search term)] a MeSH term ‘‘exploded’’; (AB) a word in the abstract; (TI) a word in the title; and (PT) a Publication
Type term
Search number

Search term

S1
S2
S3
S4
S5
S6
S7
S8
S9
S10

(MH ‘‘Acupuncture Therapy+’’ )
AB acupuncture or AB electroacupuncture or AB electroacupuncture or AB acupoint or AB acupoint
AB auriculotherapy or AB ear acupuncture
AB medicine, oriental traditional or AB medicine, Chinese traditional
S1 OR S2 OR S3 OR S4
(MH ‘‘Arthritis+’’)
(MH ‘‘Osteoarthritis+’’) OR (MM Osteoarthritis, Knee’’)
(MH ‘‘Joint Diseases+’’)
(MH ‘‘Arthralgia+’’)
AB joint pain or AB gonarthrosis or AB gonarthritis or AB osteoarthritis or AB degenerative arthritis or AB joint
disease or AB arthralgia or AB arthritis
S6 OR S7 OR S8 OR S9 OR S10
(MH ‘‘Knee Joint+’’)
(MM ‘‘Knee’’) OR (MM ‘‘Arthroplasty, Replacement, Knee’’) OR (MM ‘‘Osteoarthritis, Knee’’)
AB knee or AB knee joint or AB knees
S12 OR S13 OR S14
PT clinical trial
AB randomized or PT randomized controlled trial or PT controlled clinical trial
AB placebo
(MH ‘‘Clinical Trial+’’)
AB randomly
TI trial
S16 OR S17 OR S18 OR S19 OR S20 OR S21
Animals (MH) NOT humans (MH)
S22 NOT S23
S5 AND S11 AND S15 AND S24

S11
S12
S13
S14
S15
S16
S17
S18
S19
S20
S21
S22
S23
S24
S25

6 weeks was chosen because shorter observation
periods appeared to be irrelevant to the question
of whether acupuncture is helpful in the management of a chronic condition such as OA (Man-

heimer et al. 2007). Multiple publications of the
same study were omitted in order that each study
population was represented only once (Ezzo et
al. 2001). Trials in which no data were reported

Table 2. Inclusion and exclusion criteria: (OA) osteoarthritis
Inclusion criteria

Exclusion criteria

Population
Patient population with a diagnosis of primary OA of the knee
from either clinical features and/or radiographic findings
Studies of multi-joint OA included only if the results for
the participants with OA of the knee are reported separately
Randomized controlled trials
Articles published in English

Knee pathology other than primary OA
Post-knee-replacement patients
Non-randomized controlled trial design
Animal studies
Articles published in languages other than English
Non-original study (e.g. nested studies and reproduced studies)

Intervention
Intervention group with acupuncture techniques involving the
insertion of needles
Either manual or electroacupuncture techniques
Traditional acupuncture points used (can be used in addition to
Ah-shi or trigger points)
Observation period of at least 6 weeks (including combined
intervention and follow-up period)

Non-needle-penetration acupuncture approaches (e.g. non-needlepenetrating moxa, acupressure, laser, electrical stimulation without
needle insertion)
The addition of chemicals to the acupuncture procedure (e.g. bee
venom acupuncture)
No traditional acupuncture points used
Observation period of less than 6 weeks

Comparison
Comparison group with either sham acupuncture or standard
care

Outcome
At least one validated primary outcome measure of knee pain
and/or function.
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Trials in which one form of acupuncture is compared only with
another form
Trials in which acupuncture is compared only with waiting list
controls, or interventions other than sham or standard care
Absence of any validated outcome measure of knee pain or function
No data reported
 2013 Acupuncture Association of Chartered Physiotherapists
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were excluded since no analysis could subsequently be performed to meet the objectives of
the present review (Higgins & Green 2008).
However, attempts were made to contact
authors for missing data in these instances.
Only trials that utilized a validated outcome
measure were included because those utilizing
non-validated outcome measures may report
upon non-clinically relevant improvements
(Tubach et al. 2005). Many trials include multiple
outcome measures, such as the Short-Form (36)
Health Survey, and the Western Ontario and
McMaster Universities Osteoarthritis Index
(WOMAC). Both are valid and reliable outcome
measures for knee pain and function (Bellamy et
al. 1997; Lingard et al. 2001). However, these
have been shown to measure similar outcomes
of function, pain and quality of life (Lingard et al.
2001). Therefore, in line with Manheimer et al.
(2007), in instances where both outcomes are
used in the same study, preference was given to
reporting the results of the WOMAC since it is
the most widely used and thoroughly validated
instrument for assessing patients with OA of the
knee (Bellamy et al. 1997). The WOMAC has
been shown to be a valid and reliable outcome
measure for the disability and functional impairment associated with OA of the knee (Bellamy et
al. 1997; Faucher et al. 2004). Therefore, total
WOMAC scores have been categorized as functional outcome scores for the purposes of the
present review.
The Knee Society Score (KSS) is a dual rating
system of knee pain and function, and was
utilized by Miller et al. (2011). The KSS for pain
and function has been found to be a valid
outcome measures for knee OA (Lingard et al.
2001). Other functional outcome measures
include the Oxford Knee Score (OKS), which
was used by Williamson et al. (2007). The OKS is
considered a valid and reliable functional outcome measure for patients with OA of the knee
(Xie et al. 2011).
Other outcome measures examine pain rather
than function. A visual analogue scale for pain
was included in the trial conducted by Vas et al.
(2004). This has been shown to be reliable, valid
and appropriate for use in clinical practice (Williamson & Hoggart 2005). The Joint-Specific
Multidimensional Assessment of Pain was utilized by Suarez-Almazor et al. (2010). This has
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been shown to be a reliable, valid and responsive
measure for assessing joint-specific pain for
patients with OA of the knee (O’Malley et al.
2003).
Data extraction
Data pertaining to methodological design and
quality, participants, acupuncture and control
interventions, and treatment outcomes, including
adverse effects, were collected from studies and
recorded on data collection forms.
The majority of data extraction was possible
through analysis of the study reports. However,
authors were contacted for clarification on any
specific aspects of the methodology that were
unclear. Information on adverse effects was also
recorded in line with Cochrane Adverse Effects
Methods Group recommendations (Higgins &
Green 2008). The adequacy of the acupuncture
treatment employed in each trial was also
assessed by the first author (K.C.T.) using the
criteria described below, in order to ascertain
whether this factor was influential upon the
outcomes of the trials included.
Adequacy of acupuncture
No conclusive evidence has yet been published
regarding optimum needling durations or the
number of treatments that are required in order
to optimize clinical effects (White et al. 2008).
Lundeberg et al. (1988) conducted a large-scale
crossover study to establish the optimal treatment parameters for acupuncture, concluding
that a minimum treatment duration of 30 min
over 10 sessions was ideal. However, the practicalities of clinical practice often dictate the use of
20-min treatment durations over a minimum of
six sessions. This criterion, in addition to a
minimum of once-weekly treatment, was utilized
in the systematic review of White et al. (2007) as
a component of ‘‘adequate’’ acupuncture. Manheimer et al. (2010) also included the criterion of
a minimum course duration at least 6 weeks of
acupuncture. Eliciting De Qi has also been
shown to be clinically important for achieving
the analgesic effects of acupuncture (Hui et al.
2007). There is little evidence as to the optimum
needling locations for the treatment of specific
conditions. However, the use of points local to
the painful area, often in addition to distal points,
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Table 3. Criteria for adequacy of acupuncture
Number

Criterion

1
2
3
4

A minimum ‘‘dosage’’ of weekly treatments, each of 20 min in duration
A total course of acupuncture treatment of at least 6 weeks
Eliciting a De Qi response or strong needle sensation in the recipient
Acupuncture points local to the painful joint utilized, either in isolation or in addition to distal points

is thought to be useful in the treatment of
specific kinds of joint pain (Deadman et al.
2007).
In light of these findings, the criteria for
adequate acupuncture within the trials included
are defined as shown in Table 3.
Internal validity of trials
The internal validity of the trials included was
analysed using the PEDro scale. This was chosen
because of its reliable and relatively unambiguous
scoring system for RCTs (Maher et al. 2003). The
PEDro scale has been found to have acceptable
inter-rater reliability, and thus, is deemed to be
an appropriate tool for use in systematic reviews
(Maher et al. 2003).
The methodological quality of all papers was
independently assessed by two reviewers, the
first author (K.C.T.) and a fellow student on the
Coventry University Acupuncture MSc course.
Disagreements were resolved through consensus, and in the one instance where resolution
could not be achieved, a third reviewer made an
independent assessment of the relevant trial.
This independent analysis of the studies was
intended to minimize reviewer bias (Akobeng
2005b) and subjectivity, which might affect the
scoring system (Maxwell et al. 2006). To minimize the risk of reviewer bias, it is also recommended that the assessors are blinded to the
authors under review (Higgins & Green 2008).
Therefore, the second reviewer was blinded to
the authors of the RCTs. However, this was
impractical for the first reviewer because of the

knowledge of the articles she had obtained during the article screening process.
The PEDro scale helps to identify which
studies are likely to be internally valid (items
2–9) and have sufficient statistical information to
make their results interpretable (items 10–11)
(Sherrington et al. 2000). It was decided that
articles scoring less than 6/10 on the PEDro
scale would not be included in the subsequent
review since the findings of lower-quality studies
have been shown to exaggerate treatment efficacy and are less likely to be valid (Moher et al.
1998). Therefore, the two articles scoring less
than 6/10 were excluded at this stage (Christensen et al. 1992; Itoh et al. 2008a).
Data synthesis
The studies included were deemed to be heterogeneous because they differed considerably in
terms of the comparisons used and the outcomes
measured. Therefore, it was not considered
appropriate to pool the results for meta-analysis
(Higgins & Green 2008). A best-evidence synthesis of the results of the RCTs included was
thus performed (Slavin 1995). This analysis
incorporates an outcomes assessment similar to
that used by Ezzo et al. (2001) that categorizes
outcomes as positive, neutral or negative, as
shown in Table 4. P-values of <0.05 were considered significant (Ezzo et al. 2001).
Quality assessment and outcome assessment
scores for studies were analysed within two
primary categories:

Table 4. Criteria for outcomes assessment
Outcome

Criterion

Positive
Neutral
Negative

When acupuncture had a significantly better effect than the control treatment
When the effect of acupuncture was not statistically different from that seen in the control group
When the effect of acupuncture was significantly less than that seen in the control group
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Table 5. Criteria for levels of evidence: (RCT) randomized controlled trial
Level of evidence

Criterion

Strong
Moderate
Limited
Inconclusive

Multiple relevant, high-quality RCTs with generally consistent outcomes
One relevant, high-quality RCT, and one or more relevant, low-quality RCT(s) with generally consistent outcomes
One relevant, high-quality RCT or multiple relevant, low-quality RCTs with generally consistent outcomes
Only one relevant, low-quality RCT, no relevant RCTs or RCTs with inconsistent outcomes

+ trials comparing acupuncture with sham acupuncture treatments; and
+ trials comparing acupuncture with standard
care.
Sham acupuncture treatment was defined as a
mock acupuncture intervention that was
intended to be virtually physiologically inert and
credible as the active treatment (Manheimer et al.
2007). Standard care was defined as the usual
care recommended in the first tier of the core
treatment options of the NICE guidelines for the
care and management of OA in adults (NICE
2008), including advice, education, standardized
exercises and self management. Standard pharmacological management such as NSAIDs could
also be included in this category. However, other
treatments such as physiotherapy (including
manual therapy, electrotherapy and progressive,
individualized exercise sessions) and intraarticular injections were excluded since these
were considered active treatments rather than
standard care. Waiting-list controls were also
excluded from the review. These were defined as
groups who received no other additional care
while awaiting acupuncture treatment (Manheimer et al. 2007). Assessment of the adequacy of
acupuncture reported in each study was also
assessed according to the previously specified
criteria (Table 3).
Finally, the results were weighted according to
their methodological quality using the four levels
of scientific evidence described by the Cochrane
Back Review Group (Van Tulder et al. 2003).
These are shown in Table 5.
For the purposes of the present review, ‘‘relevant’’ is defined as meeting the criteria for
inclusion, ‘‘generally consistent’’ is defined as
two-thirds or more of the results having the
same outcome result (i.e. positive, negative or
neutral), and ‘‘multiple’’ is defined as two or
more RCTs (Ezzo et al. 2001). The classification
of high- or low-quality RCTs was decided
through a combination of analysing the PEDro
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scores in addition to critically appraising the
articles individually.

Results
The literature search process generated 129
potentially relevant studies. Following screening,
13 papers were obtained for PEDro scoring. In
one instance, an article was excluded because no
outcome data was reported (Itoh et al. 2008b).
The authors of this study were contacted and
asked to supply the missing data, but no
response was received. Articles achieving a
PEDro score of less than 6/10 were then
excluded, leaving 11 studies involving a total of
5851 participants for inclusion in the present
review.
Internal validity
The internal validity of the studies was assessed
using the PEDro scale. Only two of the papers
included scored less than 6/10 on the PEDro
scale (Christensen et al. 1992; Itoh et al. 2008a).
These articles scored 5/10 and 3/10, respectively. The total PEDro scores and characteristics
of each study are shown in Table 6.
Controls
Eight studies utilized sham acupuncture as a
control. Those incorporating EA that utilized a
sham control also incorporated mock EA within
their sham method (Berman et al. 2004; Vas et al.
2004; Jubb et al. 2008; Suarez-Almazor et al.
2010). The validity of the sham techniques used
were assessed and found to be effective in the
trials of Berman et al. (2004), Witt et al. (2005),
Scharf et al. (2006), Jubb et al. (2008), SuarezAlmazor et al. (2010) and Miller et al. (2011). Vas
et al. (2004) and Foster et al. (2007) did not assess
the validity of the sham techniques utilized in
their studies.
Two studies (Berman et al. 1999; Witt et al.
2006) utilized only participants receiving
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28

68

55

Jubb et al.
(2008)

Miller et al.
(2011)

570

Berman et al.
(2004)

352

73

Berman et al.
(1999)

Foster et al.
(2007)

Number

Reference

Participants

71.3

65.1

63.2

65.5

65.6

Mean age
(years)

TCA versus sham
acupuncture
(non-penetrating
needles at the same
acupoints)

TCA versus sham
acupuncture
(non-penetrating
needles with mock
EA at the same
acupoints)
Standard care

–

Advice and
TCA versus sham
education
acupuncture
(non-penetrating
needling of same
points) versus advice,
education and
individualized
exercises (control
group)

KSS function and
pain scores

WOMAC pain
subscale

WOMAC pain and
function subscales

WOMAC, pain and
function subscales

–
TCA versus sham
acupuncture –
combined insertion
(at non-acupuncture
points) and
non-insertion – both
with mock EA versus
education (standard
care)

Outcome measures
of pain and/or
function
WOMAC pain
subscale

Cointervention

TCA + standard care Standard care
versus standard care
alone

Intervention and
control groups

Study design

0, 8, 12

0. 5, 9

0, 2, 6, 26, 52

0, 4, 8, 14, 26

0, 4, 8, 12

Measurement
time points
(weeks)

Formula

Formula with
EA

20 min twice weekly
for 8/52 weeks

30 min twice weekly
for 5/52 weeks

Yes

Yes

No

Continued/

7/10

7/10

9/10

8/10

20 min twice weekly Yes
for 8/52 weeks, once
a week for 2/52
weeks, then once a
fortnight for 4/52
weeks

PEDro
scale score
7/10

Adequacy
Yes

20 min twice weekly
for 8/52 weeks

‘‘Dose’’

Flexible formula 25–35 min up to six
times over 3/52
weeks

Formula with
EA

Formula with
EA

Style

Acupuncture

Table 6. Characteristics of the studies included: (PEDro) Physiotherapy Evidence Database; (TCA) traditional Chinese acupuncture (acupuncture using traditional meridian acupoints); (WOMAC)
Western Ontario and McMaster Universities Osteoarthritis Index; (EA) electroacupuncture; (KSS) Knee Society Score; (J-MAP) Joint-Specific Multidimensional Assessment of Pain; (VAS) visual
analogue scale; and (OKS) Oxford Knee Score
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1007

527

97

181

294

2627*

Scharf et al.
(2006)

Suarez-Almazor
et al. (2010)

Vas et al. (2004)

Williamson et al.
(2007)

Witt et al.
(2005)

Witt et al.
(2006)

*Knee patients.

Number

Reference

Participants

Table 6. Continued

61.5

63.8

70.7

67.1

64.4

62.8

Mean age
(years)
Diclofenac and
up to six
physiotherapy
sessions

Cointervention

TCA versus sham
acupuncture
(superficial needling
at non-acupoints)
versus waiting list
control
TCA versus standard
care control versus
non-randomized
acupuncture groups

TCA versus
physiotherapy
(6-weekly group
exercise circuits)
versus standard care
control (exercise and
advice leaflet)

TCA versus sham
acupuncture
(non-penetrating
needles with mock
EA at same
acupoints)

WOMAC

–

WOMAC pain
subscale

OKS

–

Standard care

WOMAC pain
subscale and VAS
pain score

J-MAP, and
WOMAC pain and
function subscales

WOMAC

Outcome measures
of pain and/or
function

Diclofenac

TCA versus sham
–
acupuncture (minimal
needling at
non-acupoints) versus
waiting list control

TCA versus sham
acupuncture (minimal
needling at
non-acupoints) versus
conservative therapy
(standard care)

Intervention and
control groups

Study design

‘‘Dose’’

Formula with
EA

Formula with
EA

Not stated

20 min twice weekly
for 6/52 weeks

Flexible formula 20–30 min for 10
sessions over 6/52
weeks

Style

0, 12, 24

0, 8, 26, 52

Individualized

Up to 15 sessions
over 3/12 weeks
(duration of
treatment unclear)

Flexible formula 30 min for 12
sessions over 8/52
weeks

0, 7, 12 (and 3 Flexible formula 20 min once a week
and 12
for 6/52 weeks
post-operatively)

0, 12

0, 4, 6, 12

0, 13, 26

Measurement
time points
(weeks)

Acupuncture

Unclear

Yes

Yes

Unclear

Yes

Yes

Adequacy

6/10

9/10

8/10

9/10

9/10

9/10

PEDro
scale score
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standard care as their control groups. Three
studies (Berman et al. 2004; Scharf et al. 2006;
Williamson et al. 2007) incorporated three-armed
trials, with standard care as the third arm. Berman et al. (2004) and Scharf et al. (2006) compared standard care with traditional and sham
acupuncture, while Williamson et al. (2007) compared standard care with traditional acupuncture
and physiotherapy. In addition to sham controls,
Foster et al. (2007) employed an advice and
education control group, who received six individualized, progressive exercise sessions and an
advice leaflet.
Acupuncture adequacy
The adequacy of the acupuncture treatment used
in each study was assessed according to the
pre-defined criteria. If any criterion scored ‘‘no’’,
acupuncture was defined as being inadequate.
Two studies were not able to be fully assessed
for adequacy of acupuncture because of insufficient documentation of the acupuncture procedure and dosage (Vas et al. 2004; Witt et al.
2006). Unsuccessful attempts were made to contact both lead authors of these papers in order to
clarify the acupuncture dosage used.
Safety
Nine authors described specific adverse or side
effects during their trials (Berman et al. 2004; Vas
et al. 2004; Witt et al. 2005, 2006; Scharf et al.
2006; Foster et al. 2007; Williamson et al. 2007;
Jubb et al. 2008; Suarez-Almazor et al. 2010). Of
the adverse or side effects thought to be related
to the acupuncture treatment, none were
reported to be serious, with bruising and minor
bleeding, or post-treatment pain reported most
frequently. However, one incidence of posttreatment infection at the needle site was
reported (Suarez-Almazor et al. 2010), which
could be regarded as a serious adverse event
(MacPherson 1999), although it was not
reported as such in the trial.
Effects of interventions
Full tables of results can be found in the complete systematic review, which is available in the
members-only section of the AACP website
(www.aacp.org.uk).
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The effects of interventions were examined for
acupuncture versus sham and acupuncture versus standard care. Primary outcomes for pain
and/or function were extracted, and short- and
long-term outcomes were analysed.
For the purposes of the present review, a
short-term outcome measure was defined as the
measurement point closest to 6 weeks, but less
than 12 weeks after randomization. A long-term
follow-up was defined as 12 weeks or more after
randomization, and the measurement point closest to 24 weeks was chosen (Manheimer et al.
2007). P-values and confidence intervals were
analysed where available. The reported mean
difference, with standard deviation, between
baseline and end-point scores was used where
available, or otherwise, mean differences were
calculated from baseline. Where the standard
deviation of the mean change in outcome
measures was available, the effect size was calculated using Cohen’s d (Cohen 1988).

Discussion
Acupuncture versus sham: short-term
pain outcomes
Eight studies examined the effects of traditional
versus sham acupuncture. Of these, five included
short-term outcomes for pain (Berman et al.
2004; Foster et al. 2007; Jubb et al. 2008; SuarezAlmazor et al. 2010; Miller et al. 2011), but only
one achieved a positive outcome (Jubb et al.
2008). The results indicate that four trials gave
short-term outcomes for the WOMAC pain
subscale, with three reporting neutral outcomes
for acupuncture compared with sham (Berman et
al. 2004; Foster et al. 2007; Suarez-Almazor et al.
2010). This indicates no statistically significant
difference between the outcomes of the acupuncture and sham groups at the short-term
measurement point in these studies.
Miller et al. (2011) reported the KSS pain score
as a short-term outcome measure. Statistical
differences for the change in outcome measure
scores between baseline and the end points were
not reported in this study. The authors were
contacted and asked to supply this data, but no
response was received. The results of Miller et
al.’s (2011) trial demonstrate that small improvements were seen in the acupuncture group over
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the 4 weeks following the termination of treatment, while there was a decline in the sham
group. A physiological explanation for the
delayed effects of traditional acupuncture has
been proposed in recent functional magnetic
resonance imaging (fMRI) studies (Liu et al.
2011). Both penetrating non-meridian sham and
traditional acupuncture have been shown to
bring about significant signal changes in the
brain stem and cerebellum immediately following
treatment (Liu et al. 2011). However, delayed
stronger functional connectivity was found in the
limbic/paralimbic areas and brainstem with traditional acupuncture alone (Liu et al. 2011). Since
the limbic areas of the brain play a crucial role in
pain processing and the affective aspects of pain
(Zhao 2008), the above findings suggest a plausible explanation for the delayed effects of traditional acupuncture in comparison to sham
techniques (Liu et al. 2011).
When analysed against the criteria for levels of
evidence listed in Table 5, there is inconclusive
evidence that acupuncture is superior to sham
for improving function in OA of the knee at the
short-term measurement point. Although the
majority of trials included achieve high internal
validity with PEDro scores of d 7/10, the study
achieving positive outcomes (Jubb et al. 2008)
did not perform concealed allocation, potentially
introducing selection bias (Akobeng 2005a).
Because two-thirds or more of the results did not
achieve a positive outcome, the criteria for ‘‘generally consistent’’ outcomes cannot be fulfilled
(Ezzo et al. 2001) and an ‘‘inconclusive’’ level of
evidence is achieved.
Acupuncture versus sham: long-term pain
outcomes
Long-term pain outcomes for acupuncture versus sham reveal positive outcome assessments
for three of six long-term outcome scores. Neutral outcomes were found for two trials (Foster et
al. 2007; Suarez-Almazor et al. 2010), indicating
no significant difference between the acupuncture and sham groups at the long-term measurement point.
Foster et al. (2007) found no significant
improvements in pain levels on the WOMAC
pain subscale at either the short- or long-term
measurement points. A potential limitation of
this study is the short treatment duration of
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3 weeks. Pain threshold has been shown to
gradually increase with the application of acupuncture, indicating a delayed effect of acupuncture analgesia (Zhao 2008). Therefore, it is
uncertain whether this shorter duration of treatment was sufficient to produce adequate analgesic effects. This may have contributed to the
lack of statistically significant effects of acupuncture over sham.
When analysed against the criteria for levels of
evidence listed in Table 5, there is inconclusive
evidence that acupuncture is superior to sham
for improving pain in OA of the knee at the
long-term measurement point. Since two-thirds
or more of the results do not achieve a positive
outcome, the criteria for ‘‘generally consistent’’
outcomes cannot be fulfilled (Ezzo et al. 2001)
and an ‘‘inconclusive’’ level of evidence is
achieved.
Acupuncture versus sham: short-term
functional outcomes
Five trials reported short-term functional outcomes for acupuncture compared with sham
(Berman et al. 2004; Witt et al. 2005; Foster et al.
2007; Suarez-Almazor et al. 2010; Miller et al.
2011). Of the six short-term functional outcomes reported in these studies, two revealed a
positive outcome assessment (Berman et al. 2004;
Witt et al. 2005), statistically indicating that acupuncture has a significantly better effect than
sham at the short-term measurement point in
these studies.
Berman et al. (2004) demonstrated a statistically significant difference in WOMAC function
subscale scores between the acupuncture and
sham groups at 8 weeks, reporting a large effect
size of 3.26 (Cohen 1988). Clinically relevant
improvements were seen in both the acupuncture and sham groups at 8 weeks (Tubach et al.
2005). Similarly, Witt et al. (2005) found that
acupuncture treatment had statistically significant
short-term effects on function compared to
sham acupuncture, as assessed with the
WOMAC index. Clinically significant improvements were seen in both the acupuncture and
sham groups (Tubach et al. 2005).
When analysed against the criteria for levels of
evidence listed in Table 5, there is inconclusive
evidence that acupuncture is superior to sham
for improving function in OA of the knee at the
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short-term measurement point. Trials scoring
positively for outcome assessment achieved high
internal validity scores of d 8/10 on the PEDro
scale and were found to have clinically meaningful results (Tubach et al. 2005). However,
because only two of the five short-term functional outcomes achieved a positive result, the
outcomes cannot be considered to be ‘‘generally
consistent’’, and therefore, an ‘‘inconclusive’’
level of evidence is achieved.
Acupuncture versus sham: long-term
functional outcomes
Seven studies reported long-term functional outcomes for acupuncture compared with sham
(Berman et al. 2004; Vas et al. 2004; Witt et al.
2005; Scharf et al. 2006; Foster et al. 2007;
Suarez-Almazor et al. 2010; Miller et al. 2011). Of
these, two reported positive outcome assessments
for acupuncture over sham (Berman et al. 2004;
Vas et al. 2004). Other trials showed no statistical
difference between the acupuncture and sham
groups at the long-term measurement point.
The results show that notably positive results
were reported in the trial by Vas et al. (2004),
indicating a large and clinically significant
improvement (Tubach et al. 2005). A contributing factor to the strongly positive results of this
study may have been that all four local points
were given electrical stimulation. Interestingly,
only one other piece of research incorporated
electrical stimulation to four or more local points
(Jubb et al. 2008), and this paper also described
positive results in favour of acupuncture. Electroacupuncture accelerates the release of
enkephalin, -endorphin and endomorphin,
which in turn stimulate the µ- and -opioid
receptors to produce analgesic effects (Lin &
Chen 2008). The increased stimulation achieved
when using EA has been shown to produce
stronger analgesic benefits than manual acupuncture alone (Ulett et al. 1998).
The large-scale study by Berman et al. (2004)
was found to include the longest follow-up
period that scored positively for acupuncture
versus sham. A significant difference between
the acupuncture and sham groups was maintained at 26 weeks, and these authors reported a
large effect size of 2.27 (Cohen 1988). However,
a limitation of this study was the high dropout
rate, which was such that 43% of the participants
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in the education group, and 25% in each of the
true and sham acupuncture groups were not
available for analysis at 26 weeks (Berman et al.
2004). The authors commented that they could
be certain that the considerable attrition rate did
not affect their results at 26 weeks (Berman et al.
2004). Therefore, the findings must be interpreted with caution.
When analysed against the criteria for levels of
evidence listed in Table 5, there is inconclusive
evidence that acupuncture is superior to sham
for improving function in OA of the knee at the
long-term measurement point. All the studies
included achieved a PEDro score of d7/10,
indicating high internal validity. However, since
less than two-thirds of the results had positive
outcomes, the findings cannot be considered to
be ‘‘generally consistent’’. Therefore, an ‘‘inconclusive’’ level of evidence is achieved.
Acupuncture versus standard care:
short-term pain outcomes
Three studies examined WOMAC pain subscale
outcomes for acupuncture compared with standard care (Berman et al. 1999, 2004; Witt et al.
2006). Of these, two reported short-term outcomes (Berman et al. 1999; Berman et al. 2004).
Both studies indicated that acupuncture had a
significantly better effect than the standard care
at the short-term measurement point. Berman et
al. (2004) also reported a large effect size of 6.55
(Cohen 1988), and showed clinically significant
improvements in WOMAC pain subscale scores
for both the acupuncture and standard-care
groups (Angst et al. 2001). Conversely, Berman et
al. (1999) showed a clinically significant
improvement only in the acupuncture group
(Angst et al. 2001).
When analysed against the criteria for levels of
evidence listed in Table 5, there is strong evidence that acupuncture is superior to standard
care for improving pain in OA of the knee at the
short-term measurement point. The two studies
included in this section achieved PEDro scores
of d7/10. Both trials scored positively for
outcome assessment and, consequently, meet the
criteria for ‘‘generally consistent’’ outcomes
(Ezzo et al. 2001). Therefore, a ‘‘strong’’ level of
evidence is achieved.
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Acupuncture versus standard care:
long-term pain outcomes
Three studies reported long-term pain outcomes
for acupuncture compared with standard care
using the WOMAC pain subscale (Berman et al.
1999, 2004; Witt et al. 2006). Berman et al. (2004)
conducted follow-up measurements at 26 weeks,
and found that a statistically significant difference between the acupuncture and standard-care
groups had been maintained. Berman et al.
(1999) also reported statistically significant
improvements in WOMAC pain subscale scores
in the acupuncture group compared with standard care at 12 weeks, 4 weeks after cessation of
treatment. Clinically significant improvements
were achieved in the acupuncture group, but
these were not evident in the standard-care
group (Angst et al. 2001).
When analysed against the criteria for levels of
evidence listed in Table 5, there is strong evidence that acupuncture is superior to standard
care for improving pain in OA of the knee at the
long-term measurement point. The trials with
positive long-term outcomes showed high internal validity, scoring d7/10 on the PEDro scale,
and revealed clinically relevant outcomes (Angst
et al. 2001).
Acupuncture versus standard care:
short-term functional outcomes
Three studies reported short-term functional
outcome measures for acupuncture compared
with standard care (Berman et al. 1999, 2004;
Williamson et al. 2007). All three papers reported
positive outcome assessments at their short-term
measurement points, indicating a more significant improvement in the acupuncture group
compared with standard care.
When analysed against the criteria for levels of
evidence listed in Table 5, there is strong evidence that acupuncture is superior to standard
care for improving functional level in OA of the
knee at the short-term measurement point. All
three studies reporting short-term functional
outcome measures achieved positive outcomes.
The changes in outcome measure scores were
also found to be clinically significant in the
studies reporting WOMAC index or function
subscales (Tubach et al. 2005). These studies
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achieved high internal validity with PEDro
scores of d7/10.
Acupuncture versus standard care:
long-term functional outcomes
Five trials reported long-term functional outcomes for acupuncture compared to standard
care (Berman et al. 1999, 2004; Scharf et al. 2006;
Witt et al. 2006; Williamson et al. 2007). Of these,
three reported positive outcome assessments
(Berman et al. 1999, 2004; Scharf et al. 2006) and
two described neutral outcome assessments
(Witt et al. 2006; Williamson et al. 2007).
A limitation of utilizing standard-care controls
may be that patient preferences and expectations
can affect outcomes (Kalauokalani et al. 2001). It
has been demonstrated that patients’ attitudes to
and expectations of the treatment that they
receive can significantly influence their responses
to treatment (Linde et al. 2010). Interestingly, in
the trials of Berman et al. (2004), Scharf et al.
(2006) and Williamson et al. (2007), it was noted
that more patients discontinued treatment in the
standard-care groups when compared to the
traditional acupuncture and sham groups. In
addition, in the cases of Berman et al. (2004) and
Scharf et al. (2006), the majority of these dropouts occurred immediately after treatment group
assignment. However, these trends were not
reflected in the trials of Berman et al. (1999) or
Witt et al. (2006), who reported comparable
drop-out rates for each of their treatment
groups.
When analysed against the criteria for levels of
evidence listed in Table 5, there is strong evidence that acupuncture is superior to standard
care for improving functional level in OA of the
knee at the long-term measurement point. Three
of five long-term functional outcomes achieved a
positive outcome assessment, meeting the criteria for ‘‘generally consistent’’ outcomes (Ezzo
et al. 2001). The trials scoring positive outcomes
achieved PEDro scores of d7/10. Clinically
significant outcomes were also demonstrated in
these assessments (Tubach et al. 2005). However,
it should be noted that one of the trials scoring a
neutral outcome assessment was the largest scale
study included in the present review and was also
considered to be of high quality (Witt et al. 2006).
Nevertheless, the outcomes fulfil the criteria
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specified in Table 5 for a ‘‘strong’’ level of
evidence.
Adequacy of acupuncture
On assessment of the adequacy of acupuncture
according to the criteria used in the present
review, only one study was scored as inadequate
(Foster et al. 2007). This trial did not fulfil the
criteria of a total course of acupuncture lasting
for at least 6 weeks. Instead, up to six acupuncture treatments were performed over 3 weeks.
The pain outcomes of Foster et al.’s (2007) trial
were neutral at both the short- and long-term
measurement points since no significant differences were found between the traditional acupuncture and sham groups.
Two studies (Vas et al. 2004; Witt et al. 2006)
were scored as ‘‘unclear’’ for adequacy of acupuncture. In both cases, unsuccessful attempts
were made to contact the authors for clarification of the acupuncture treatment and dosage.
The study by Witt et al. (2006) utilized individualized acupuncture point prescriptions for each
patient, in which the number and location of
points were chosen at the treating physician’s
discretion. Therefore, it is unclear whether this
trial meets the criteria for a minimum treatment
duration of 20 min and the use of points local to
the painful joint, as specified in Table 3. Witt et
al. (2006) also did not document whether the
treating physicians were instructed to elicit De
Qi.
Eight trials included in the present review were
found to have used adequate acupuncture
according to the criteria specified in Table 3. It is
uncertain whether the shorter duration of treatment in the trial by Foster et al. (2007) may have
contributed to the lack of statistically significant
effects of acupuncture over sham. Considering
the variation in outcomes found in the eight
studies that scored positively for acupuncture
adequacy, it appears unlikely that the specified
criteria for adequacy had a strong bearing upon
the clinical outcomes seen.
Sham acupuncture
Many of the studies included utilized a sham
treatment, but techniques of delivering sham
acupuncture can vary widely, making it difficult
to draw comparisons between trials (Dincer &
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Linde 2003). Within the present review, four
studies utilized non-needle penetration at the
same acupuncture points as those used in the
true acupuncture group (Vas et al. 2004; Foster et
al. 2007; Jubb et al. 2008; Miller et al. 2011). Three
others utilized minimal stimulation by employing
superficial needling at non-acupuncture points
(Witt et al. 2005; Scharf et al. 2006; SuarezAlmazor et al. 2010), and yet another utilized a
combined insertion and non-insertion sham
method (Berman et al. 2004). The use of minimal
stimulation via superficial needling at nonacupuncture points has been shown to have
similar physiological effects to true acupuncture
(Lund et al. 2009) and to have comparable
efficacy in terms of pain relief (Moffet 2009).
Therefore, this method cannot be viewed as a
valid control from a physiological perspective
(Lund et al. 2009).
Non-penetrating sham methods also have
methodological limitations because it has been
demonstrated that any approach incorporating
light touching of the skin will stimulate C-tactile
afferents. This stimulation induces a ‘‘limbic
touch’’ response, resulting in emotional and hormonal reactions (Olausson et al. 2002). Consequently, it is likely that all of the sham methods
described will activate the C-afferent response,
and therefore, cannot be regarded as ‘‘placebo’’
since they are not inert treatments (Lund &
Lundeberg 2006). These non-inert effects of
sham acupuncture may explain the statistically
significant improvements in both the acupuncture and sham groups over standard-care or
waiting-list controls seen in some studies (Scharf
et al. 2006; Suarez-Almazor et al. 2010).
In addition, although both sham regimes utilized non-acupuncture points, Scharf et al. (2006)
highlighted that they could not be positive that
no active points had been needled. This also
appears to be true for the trial of Suarez-Almazor
et al. (2010), which utilized points only 1.0 cun
away from true acupuncture points in their sham
protocol, raising the question of whether true
acupuncture points may have been needled in
some instances. In addition, it has been demonstrated that superficial needling within the same
dermatome as the knee joint may have the same
physiological effects, and therefore, cannot be
considered a valid placebo (Lund et al. 2009).
The sham technique of Suarez-Almazor et al.
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(2010) also incorporated a short duration of
transcutaneous electrical nerve stimulation of the
needles. Although a short duration of electrical
stimulation was used, this cannot be viewed as an
inert placebo technique because fMRI imaging
has demonstrated significant areas of effect in
the pain centres of the brain with durations of
acupuncture lasting up to only a few seconds (Li
et al. 2006).
Comparison with systematic reviews
The results of the present review are similar to
the meta-analysis of Manheimer et al. (2007),
who reported clinically relevant short- and longterm effects of acupuncture compared with
standard-care controls. However, comparison
with sham acupuncture revealed clinically irrelevant, short-term benefits only. Conversely,
White et al. (2007) found acupuncture to be
superior to sham over both short- and long-term
follow-up periods. Acupuncture was also found
to be superior to standard care in short- and
long-term follow-up periods; however, these
results were weakened by heterogeneity. The
consistent findings between the two previous
meta-analyses and the current review regarding
the effectiveness of acupuncture over standardcare controls are promising, particularly when
the lack of long-term data to support the use of
other interventions such as oral or topical
NSAIDs for OA of the knee is considered
(Bjordal et al. 2004). However, the extent to
which the positive results of acupuncture over
standard care can be attributed to the specific
effects of needling compared with the nonspecific effects such as placebo remains unclear
(Moerman & Jonas 2002). Variations in inclusion and exclusion criteria have also resulted in a
different selection of studies to the two previous
meta-analyses, which contributes to the variation
in findings.

Limitations
Risk of bias
One limitation of the present review includes
language bias since only articles published in
English were included because of resource implications (Akobeng 2005b). Publication bias is a
further limitation since the articles included were
 2013 Acupuncture Association of Chartered Physiotherapists

obtained from published sources only (Wieseler
& McGauran 2010). It is also acknowledged that
omitting extensive hand and grey literature
searching may have limited the number of appropriate articles yielded (Higgins & Green 2008).
The use of two assessors to independently
assess the quality of the studies included using
the PEDro scale minimized the risk of reviewer
bias (Akobeng 2005b). Although the second
assessor was blinded to the authors of the RCTs,
the risk of bias could have been limited further
by blinding all reviewers to the authors and
article titles under evaluation (Higgins & Green
2008).
PEDro scoring
Items on the PEDro scale have equal weighting
in terms of the score achieved despite individual
scale items reflecting differences in importance in
terms of the risk of bias of an RCT (Sherrington
et al. 2000). Therefore, it may be misleading to
take into account only the PEDro score when
examining the validity of a study.
Recommendations for further research
It is unclear from the present review whether the
adequacy of acupuncture had a bearing upon
clinical outcomes. However, because there is no
consensus on how best to assess the adequacy of
acupuncture treatment within acupuncture trials
(Birch 2004), it is unclear whether valid criteria
were used. Since there is currently limited evidence as to what constitutes adequate acupuncture treatment (Vas & White 2007), further
research in this area would be valuable.
It has been demonstrated that the variety of
sham methods described cannot be regarded as
‘‘placebo’’ because these are not inert treatments
(Lund & Lundeberg 2006). Although it is
accepted that the physiological effects of sham
acupuncture cannot be diminished altogether,
further research leading to recommendations for
the most appropriate sham technique to minimize the specific effects of acupuncture would
be beneficial (Linde et al. 2010). In addition,
there are few studies comparing acupuncture
with other active non-pharmacological interventions recommended in the NICE guidelines for
the care and management of OA in adults
(NICE 2008), such as exercise or manual
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therapy, and therefore, future research should
address this.

Conclusions
There is inconclusive evidence to support the
efficacy of traditional acupuncture over sham
needling in the short- or long-term improvement
of pain or function in OA of the knee. However,
there is strong evidence to support the efficacy
of acupuncture over standard care in the shortand long-term improvement of pain and function in OA of the knee, and the outcomes to
support this have been shown to be clinically
significant (Angst et al. 2001; Tubach et al. 2005).
Considering its relative safety in comparison to
other standard care interventions, such as
NSAIDs, the evidence appears to be sufficiently
robust to support the consideration of acupuncture as a clinical treatment option within a
multidisciplinary approach for treating OA of the
knee. It is unclear whether the adequacy of
acupuncture within the trials included in the
present review had a bearing upon the clinical
outcomes. Further research into appropriate
sham techniques and the criteria for adequate
acupuncture would be beneficial.
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Safety of acupuncture in pregnancy
M. Moffatt & M. Flynn
School of Health Sciences, University of Liverpool, Liverpool, UK

Abstract
In recent years, acupuncture has become the subject of increasing interest in the field of
obstetrics and gynaecology since it appears to offer a drug-free alternative to conventional
treatments for common pregnancy-related complaints such as back pain and nausea. However,
because the teachings of traditional Chinese medicine suggest that certain acupuncture points
pose a threat to the maintenance of pregnancy, there remains considerable controversy among
National Health Service acupuncture practitioners regarding the safety of this form of treatment
for pregnant patients. Therefore, a critical narrative review was undertaken to appraise the
available literature surrounding the effects of acupuncture in pregnancy. This addressed the
question of whether there is sufficient evidence to confidently exclude pregnancy as a
contra-indication to acupuncture treatment. Four major databases, namely SciVerse Scopus, the
Allied and Complementary Medicine Database, the Cumulative Index to Nursing and Allied
Health Literature, and the Medical Literature Analysis and Retrieval System Online, were
searched between 20 and 27 February 2012 in order to identify relevant literature. Only clinical
trials and systematic reviews that met the inclusion criteria and could be retrieved in full-text
form in the short time frame available were included. Relevant animal studies were included in
the review because of the paucity of pertinent studies involving pregnant humans. No firm
evidence was found to suggest that the theoretical risks posed by acupuncture treatment
translate into detrimental effects for the foetus or the maintenance of pregnancy. Further
research would be required to achieve absolute certainty as to the safety of acupuncture on
pregnant women; however, this is likely to be constrained by stringent ethical controls.
Keywords: acupuncture, contra-indication, forbidden points, pregnancy, safety.

Introduction
Pregnancy is linked with several common complaints including lower back pain, pelvic girdle
pain, nausea and vomiting (Betts 2006), but
because of the risks associated with many pharmacological interventions, treatment options for
these conditions can be limited. For this reason,
acupuncture is becoming the subject of increasCorrespondence and present address: M. Moﬀatt, Southport District General Hospital, Town Lane, Kew,
Southport PR8 6PN, UK (e-mail: mmoﬀatt408@
hotmail.co.uk)
 2013 Acupuncture Association of Chartered Physiotherapists

ing interest in the field of obstetrics and gynaecology as a drug-free alternative to conventional
treatments (Adams & Assefi 2001; Renckens
2002; Zeisler & Husslein 2002).
For thousands of years, practitioners of traditional Chinese medicine (TCM) have advised
caution when treating pregnant patients, stating
that certain acupuncture points carry the risk of
inducing premature labour (Dale 1997). These
points have been branded as ‘‘forbidden’’ during
pregnancy, but the true origin of these recommendations remains unclear (Cummings 2011).
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Editor’s note
Please note that the current AACP guidelines for acupuncture for pregnant patients
are as follows (AACP 2007, p. 8):
There is said to be a danger of miscarriage when treating patients in the first
trimester of pregnancy; if the wrong
combination of points is used, there is
said to be an unnecessary risk to the
foetus, though there has never been a
report in the literature linking acupuncture treatment with abortion or
miscarriage. Acupuncture has been
shown to be a useful treatment in back
and pelvic pain and many other such
conditions during pregnancy. Extra
care must be taken with the selection
of points at all times during pregnancy,
particularly with regard to the intensity
of stimulation of such points, i.e.
strong De Qi should be avoided,
points which are known to stimulate
Qi and sacral points. Do not needle
through or into the wall of the uterus.
Helen Oakes

Reference
Acupuncture
Association
of
Chartered
Physiotherapists (AACP) (2007) AACP
Guidelines for Safe Practice, Issue 1.11.
Acupuncture
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Physiotherapists, Peterborough.

Modern scientific literature has shown acupuncture to be an effective analgesic and antiemetic modality (Renckens et al. 2002; Zeisler &
Husslein 2002; Betts 2006; Cummings 2011).
Nevertheless, as a result of the TCM belief that
certain acupuncture points pose a threat to the
maintenance of pregnancy, and the lack of certainty regarding its physiological effects, there is
still widespread controversy among medical acupuncture practitioners regarding the safety of this
form of treatment for pregnant patients (Betts &
Budd 2011; Cummings 2011; Guerreiro da Silva
et al. 2011).
Consequently, many National Health Service
(NHS) trusts offering acupuncture alongside
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other conventional therapeutic modalities have
developed policies that limit the use of acupuncture in pregnancy (DPCT 2010), with some
regarding pregnancy as an absolute contraindication to treatment (RUHBNHST 2009).
In this context, the purpose of the present
critical narrative review of the literature was to
examine the available evidence regarding the
effects of acupuncture in pregnancy. It was
intended to address the question of whether
there is sufficient evidence to exclude pregnancy
as a contra-indication to treatment provided by
NHS acupuncture practitioners.

Literature review
Search strategy
In order to retrieve the relevant literature, four
electronic databases were searched between 20
and 27 February 2012. These were the Medical
Literature Analysis and Retrieval System Online,
the Cumulative Index to Nursing and Allied
Health Literature, the Allied and Complementary
Medicine Database, and SciVerse Scopus. These
databases were specifically selected because their
content is relevant to the current topic, and it is
acknowledged that searching one database in
isolation is not sufficient to give a true reflection
of the available literature (Chapman et al. 2010).
A keyword search was performed using freetext terms linked using Boolean operators. Truncation was also used to allow for alternative word
endings. Search terms were chosen that pertain
to the population, intervention and outcome, as
suggested by the NHS Centre for Reviews and
Dissemination (CRD 2009). The list of search
terms included: ‘‘acupuncture’’, ‘‘pregnancy’’,
‘‘forbidden point’’, ‘‘risk’’, ‘‘safety’’, ‘‘adverse
effect’’, ‘‘complication’’, ‘‘premature labour’’,
miscarriage, ‘‘spontaneous abortion’’, ‘‘danger’’,
‘‘uterine contraction’’, ‘‘hormone level’’, ‘‘progesterone level’’, ‘‘uterine blood flow’’ and ‘‘physiological effect’’.
The articles identified by the above search
were filtered using the inclusion criteria
described in Table 1.
Papers published before 1970, material not
written in English, all unpublished literature, and
studies exploring the use of acupuncture that
involve neither pregnant participants nor the
 2013 Acupuncture Association of Chartered Physiotherapists
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Table 1. Inclusion criteria
Criterion

Justification

Published articles from 1970 onwards

The effects of acupuncture in pregnancy have become of interest to researchers in
the past four decades, and therefore, all studies published since 1970 were
considered

Only material written in English

The present author had no access to translation services, and therefore, only
material published in English could be utilized

Studies relating to the effects of acupuncture in human Studies into the effects of acupuncture in human pregnancy were sought despite an
pregnancy
anticipated paucity of such literature
Studies involving the use of acupuncture in nonpregnant participants that use progesterone levels,
uterine blood flow or uterine contractions as outcome
measures

Studies exploring the effects of acupuncture on uterine blood flow, progesterone
levels and uterine motility were sought because a recent series of articles discussing
the current review topic suggest that these form the basis for concern regarding the
use of acupuncture in pregnancy (Betts & Budd 2011; Cummings 2011; Guerreiro
da Silva et al. 2011)

Studies involving acupuncture treatment of pregnant Animal studies had to be considered because of the anticipated paucity of primary
animals
research exploring the physiological effects of acupuncture in pregnant humans

specific outcome measures stated in Table 1 were
excluded.
In total, over 40 articles were identified by the
literature search. Therefore, the decision was
made to include only clinical trials and systematic
reviews that met the inclusion criteria and could
be retrieved in full-text form in the time frame
available.
All 10 studies included in the present review
were assessed for methodological quality using
the Critical Appraisal Skills Programme tools
that are freely available online (CASP 2010a, b),
allowing the present authors to make reasonable
judgements about such criteria as validity and
risk of bias. Although it was not possible to
exclude all studies deemed to be of poor methodological quality because of the relative lack of
pertinent literature, any methodological flaws
detected were considered and acknowledged
when the findings were interpreted.
Study characteristics
The characteristics of the studies retrieved are
described in Table 2.
As stated above, there appear to be three
proposed effects of acupuncture that give rise to
the concerns regarding its use with pregnant
patients. Each of these will be discussed in detail
below with reference to the relevant literature.
Alteration to uterine blood flow
In the first trimester of pregnancy, the growing
embryo requires a low-oxygen environment for
optimal development (Kliman 2000). Certain
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studies have demonstrated the potential of acupuncture to increase blood flow to the uterus
and other organs (Cummings 2011); therefore,
the concern is that it may affect the delicate
balance of oxygenation to the foetus and potentially result in a teratogenic effect.
Practitioners of TCM believe that the acupuncture point Spleen (SP) 6 has a potent effect
on the reproductive organs (Kim et al. 2003),
hence its label as a forbidden point in pregnancy.
Ma et al. (2010) used electroacupuncture (EA)
stimulation to SP6 in an attempt to test its
specificity in affecting the uterus. It was demonstrated that, although SP6 had a superior painrelieving effect, it was incapable of significantly
increasing uterine arterial blood flow, even in a
population believed to have a pathologically
reduced uterine blood flow as a result of excessive production of endometrial prostaglandins
(Ma et al. 2010). This study not only refutes the
argument that acupuncture increases uterine
blood flow, it also brings the specificity of the
forbidden points into question.
Stener-Victorin et al. (1996) demonstrated a
significant decrease in uterine artery impedance
following EA stimulation of women with unexplained infertility. It is debatable whether the
results of such a small study can be generalized
to a wider population, but it does give some
credibility to the argument that acupuncture is
capable of having an effect on vasomotor control. These findings were consistent with those
of Ho et al. (2009), who also observed a significant decrease in uterine artery impedance in
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Animal study; controlled trial, Six Sprague-Dawley-strain rats had uterine Uterine contractions measured by detecting Uterine contractions significantly diminished
method of group allocation contractions artificially induced using a infu- pressure changes via a water-filled cannula during acupuncture to LI4; no change seen
not specified
sion of oxytocin via the femoral vein; acu- inserted directly into the uterus
with acupuncture to SP6
puncture to SP6 or LI4 was then given
Acupuncture to SP6 significantly reduced
uterine motility and the levels of
cyclooxygenase-2, indicating an inhibitory
effect on uterine motility

Quasi-experimental design

Animal study; controlled trial, Seven non-pregnant and 10 pregnant rats
method of group allocation randomized into two groups, acupuncture or
not specified
control: the acupuncture group received acupuncture stimulation to SP6 for one single
30-min period; the control group received no
acupuncture

Randomized controlled trial; Fifty-one women received individualized
blinding not possible
acupuncture treatment once a day on 2
consecutive days, performed in the 2–3 days
prior to a scheduled pharmacologic induction; 55 women received routine care

Systematic review

Stener-Victorin et al. (1996)

Pak et al. (2000)

Kim et al. (2003)

Selmer-Olsen et al. (2007)

Smith & Crowther (2009)

Clinical trials comparing acupuncture for
labour induction with placebo/no treatment
or other methods of induction; only three
trials met the inclusion criteria and were of
sufficient methodological quality to be
included

The three studies included in the review
used, among other measures, the onset of
spontaneous labour and the need for medical
induction methods

Continued/

Only very limited data available suitable for
meta-analysis, but some evidence to suggest
that there is less need for other methods of
induction in those patients receiving acupuncture

Time from prelabour rupture of membranes No statistically significant difference noted in
to the active phase of labour (defined as the time from the pre-labour rupture of the
cervical dilation of 3 cm and at least two membranes to the active phase of labour
uterine contractions every 10 min)

Uterine contractions measured as in the Pak
et al. (2000) study; levels of cyclooxygenase-2
(a chemical mediator active in the synthesis
of uterine prostaglandins) present in the
endometrium and myometrium assessed
using dissection and chemical staining techniques

Eight participants all receiving eight sessions Blood flow impedance in the uterine arteries Significantly reduced mean PI both immediof EA over a 4-week period to BL23, BL28, measured as the PI using transvaginal ultra- ately after the EA and 10–14 days later
BL57 and SP6; no control group
sonography

EA to SP6 and LI4 used to attempt induc- Frequency and strength of uterine contrac- Seventy-eight per cent of the full-term pregtion of labour in 34 women at full term and tions, and cervical dilation
nancies were induced using EA; 0% of the
seven women in mid-term of pregnancy; no
mid-term pregnancies were induced,
control group
although increased uterine contractions were
noted

Main findings

Quasi-experimental design

Relevant outcome measures

Tsuei et al. (1977)

Participants and intervention

Study design

Reference

Table 2. Study characteristics: (EA) electroacupuncture; (SP) Spleen; (LI) Large Intestine; (BL) Bladder; (GB) Gall Bladder; (PI) pulsatility index; (RI) resistance index; and (S/D) peak systolic to
diastolic pressure ratio
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Randomized controlled trial; From a total of 52 patients, 13 received EA Blood flow to the uterine arteries measured No statistically significant increase to uterine
single blind
to SP6, 14 received EA to GB39, 12 received using the RI and S/D; measurements taken arterial blood flow in any of the acupuncture
groups compared to the control group
EA to a non-meridian point and 13 served as using ultrasound diagnostic apparatus
a control group; in each of the acupuncture
groups, three sessions were performed once
a day for 3 days; the same EA settings and
treatment times were used in all three groups;
the control group received no intervention

Animal study; controlled trial, Rats were randomized into one of three Serum progesterone levels
formal randomization pro- groups: (1) naturally mated during a natural
cedure utilized.
cycle; (2) treated with clomiphene citrate
alone and then mated; or (3) treated with
clomiphene citrate and mated, and then six
sessions of acupuncture, one session per day
until the third day of pregnancy; measurements of hormone levels were taken through
cardiac puncture on the fifth day of pregnancy immediately after the animals were
sacrificed

Ma et al. (2010)

Fu et al. (2011)

Serum progesterone concentrations did not
significantly differ among the three groups.

Randomized controlled trial; A total of 276 participants were randomized Strength and frequency of uterine contrac- Increased strength and frequency of uterine
single blind
into either a medication group, treated with tions measured by palpation
contractions in the acupuncture group comintravenous dripping of oxytocin, or an acupared to the control group
puncture group, treated as above with the
addition of acupuncture stimulation of LI4

Liu et al. (2008)

Main findings

Randomized controlled trial; One hundred and eighty-one women The need for artificial induction and a change No significant difference between the two
single blind
received two sessions of individualized acu- in Bishop score (a measure of cervical dila- groups
puncture treatment prior to artificial induc- tion)
tion; 183 women were similarly given ‘‘sham’’
acupuncture to non-meridian points

Relevant outcome measures

Smith et al. (2008)

Participants and intervention

Study design

Reference

Table 2. Continued
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women with unexplained infertility who received
EA.
However, an enhancement of uterine artery
blood flow does not translate directly into an
increase in oxygenation of the foetus. It is has
been shown that uteroplacental blood flow is
kept to a minimum in the first trimester as a
result of ‘‘plugging’’ of the uterine arterioles in
order to maintain low-oxygen conditions for the
developing embryo (Kliman 2000). Therefore, it
would appear highly unlikely that an increase in
uterine arterial blood flow would have any detrimental effects since there are protective physiological mechanisms in place to guard the embryo
against any unfavourable changes to its environment. In addition, during the second and third
trimesters, the placental function is to modulate
oxygen and nutrient supply to the foetus
(Fowden et al. 2008). Thus, an increase in uterine
blood flow during these later stages of pregnancy
should not be a cause for concern. Finally, there
have been no documented reports in the literature of teratogenicity resulting from, or directly
linked to, the use of acupuncture (Cummings
2011). Therefore, concern regarding the potential for acupuncture to influence uterine arterial
blood flow would seem to be unjustified.
Alteration to progesterone levels
Figures quoted by the Royal College of Obstetricians and Gynaecologists in The Management of
Early Pregnancy Loss (Green-top Guideline No.
25; RCOG 2006) show that between 10% and
20% of clinical pregnancies will end in miscarriage, and it is known that the risk of miscarriage
decreases as gestational age increases (Porter et
al. 2008).
It is widely accepted that the hormone progesterone is essential for the maintenance of pregnancy (Riss et al. 1989). Therefore, it is believed
that, since acupuncture is said to have the
potential to modulate hormone levels (Betts &
Budd 2011; Cummings 2011; Guerreiro da Silva
et al. 2011), it may have the capacity to adversely
affect progesterone levels in early pregnancy, and
consequently, pose the risk of miscarriage.
This theory is fuelled by the observation in a
recent study by Sunay et al. (2011) that acupuncture treatment of postmenopausal women
decreased levels of luteinizing hormone (LH),
demonstrating the ability of acupuncture to
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modulate hormone levels. Moreover, since neurophysiologists observed direct correlations
between levels of LH and serum progesterone
levels during a normal menstrual cycle nearly 30
years ago (Filicori et al. 1984), some weight is
given to the concerns regarding the effects of
acupuncture in pregnancy.
Nevertheless, it is clear from the study by Fu et
al. (2011) that acupuncture does not appear to
adversely affect progesterone levels in early pregnancy in rats. In fact, it was noted that certain
adverse effects associated with the use of clomiphene citrate, such as excessively high serum
estradiol levels, were improved in the group of
rats treated with acupuncture (Fu et al. 2011).
This implies that acupuncture may have a ‘‘normalizing’’ effect on hormone levels. Although it
cannot be assumed that this specific effect would
be mirrored in humans, these findings are actually in keeping with Sunay et al.’s (2011) study
involving postmenopausal women, in which LH
levels were decreased and estradiol levels were
increased. This modulation of hormone levels
was interpreted by the authors as a ‘‘normalizing’’ effect, and resulted in a subsequent
improvement in postmenopausal symptoms.
Therefore, it may be deduced that, since a high
serum progesterone level is ‘‘normal’’ and necessary during pregnancy, acupuncture would not
act to detrimentally decrease its production. This
supposition would be in line with the TCM belief
that acupuncture has a ‘‘homeostatic’’ effect on
abnormal physiological parameters (Guerreiro da
Silva et al. 2011). It is also pertinent to note that
previous studies exploring the efficacy of acupuncture in the treatment of pregnancy-related
nausea (all of which were performed in the first
trimester, when the risk of miscarriage was at its
greatest), reported no adverse effects on the
outcome of pregnancy (Carlsson et al. 2000;
Knight et al. 2001; Smith et al. 2002a, b). However, it must be acknowledged that only a small
number of participants in the studies mentioned
above were treated using ‘‘forbidden points’’.
Uterine contractions and the induction of
pre-term labour
Only one study could be identified that explored
the effects of acupuncture on uterine contractions in the mid-term of pregnancy. The most
likely reason for this is the ethical issues involved
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in treating women with acupuncture for research
purposes when the theoretical risk of miscarriage
remains a concern.
Uterine contractions occur as a result of a
hormone named oxytocin that is produced by
the hypothalamus and chemicals known as prostaglandins that are synthesized in uterine tissues
(Zeeman et al. 1997). The analgesic effect of
acupuncture is thought to arise partly as a result
of the release of -endorphin from the hypothalamus (Kishmishian et al. 2012). Therefore, it
is believed that, in stimulating the hypothalamus,
acupuncture may result in an increase in oxytocin
levels, leading to a subsequent increase in uterine
motility (Guerreiro da Silva et al. 2011). This
theory would appear to be supported by Liu et al.
(2008), although it has to be acknowledged
that the strength of the uterine contractions in
their study was measured by palpation alone,
allowing a definite potential for bias and
misinterpretation.
Endogenous oxytocin levels and the quantity
of oxytocin receptors detectable in the uterus
increase significantly around the thirty-sixth week
of pregnancy in preparation for parturition (Zeeman et al. 1997). This implies that any intervention with the capacity to further increase
endogenous oxytocin levels is likely to have its
most potent effect in these later stages of the
pregnancy, which has led to an increasing interest
in the role of acupuncture as a potential alternative to the pharmacological induction of labour.
Tsuei et al. (1977) claimed a relatively high
success rate at inducing labour at full term
compared to studies by Selmer-Olsen et al.
(2007) and Smith et al. (2008). Several reasons
for this could be argued: Tsuei et al. (1977) used
EA as opposed to manual acupuncture, implying
a higher level of stimulation to the nervous
system. In addition, hugely long continuous
treatment times were employed, all of which
lasted approximately 8 h. In contrast, the other
studies mentioned above (Selmer-Olsen et al.
2007; Smith et al. 2008) used manual acupuncture, and involved treatment times much closer
to those recommended by the Acupuncture
Association of Chartered Physiotherapists
(AACP 2008). Therefore, the effects noted in
these studies are much more relevant to Western
acupuncture practitioners’ clinical reasoning processes when evaluating the potential effects of
 2013 Acupuncture Association of Chartered Physiotherapists

acupuncture on their pregnant patients. Moreover, Tsuei et al. (1977) failed to use a control
group, and therefore, the effects observed cannot
be attributed solely to the intervention with any
real certainty.
Although it would initially appear that the
findings by Selmer-Olsen et al. (2007) and Smith
et al. (2008) are in agreement that acupuncture
has no significant effect on the progression of
labour, it must be noted that the latter study used
a ‘‘control’’ group who received what is referred
to as ‘‘sham’’ acupuncture. This was reported to
be the shallow insertion of acupuncture needles
into sites not listed as traditional acupuncture
points. However, previous literature has discussed the possibility that even shallow skin
penetration can result in a physiological effect
(Elden et al. 2008), and the specificity of individual acupuncture points has not been convincingly demonstrated (Ma et al. 2010). Therefore, it
could be argued that the lack of a significant
difference between the groups in the Smith et al.
(2008) study might have been largely a result of
the choice of the controls rather than an ineffective intervention. Hence, drawing the conclusion
from this study that acupuncture is incapable of
hastening the induction of labour at full term
may be imprudent. Similarly, Selmer-Olsen et al.
(2007) included a sample size of just 106 participants in their study, despite stating that a total
number of 208 would be required to provide
80% power. This subsequent decrease in statistical power may well have resulted in the failure to
detect a significant between-group difference.
This statement is reinforced by the findings of
Smith & Crowther (2009), who did find that
acupuncture has a modest effect on the induction of labour, but stressed the need for further
high-quality research into this topic.
Overall, the literature would appear to support
the notion that acupuncture is capable of increasing uterine motility by increasing oxytocin levels
(Tsuei et al. 1977; Liu et al. 2008; Smith &
Crowther 2009), but there is no firm evidence to
support the claim that this would result in
premature labour. This proposition is supported
by the observations made by Tsuei et al. (1977),
who unsuccessfully attempted to induce premature labour in seven women who had elected to
terminate their pregnancies. This notion is also in
keeping with the fact that other forms of stimu47

Safety of acupuncture in pregnancy
lation, such as ‘‘nipple stimulation’’ and sexual
intercourse, have also been shown to increase
oxytocin production (Carmichael et al. 1994;
Blaicher et al. 1999), but these are not deemed to
pose a threat to a healthy pregnancy (NCCWCH
2008).
Surprisingly, the final two studies by Pak et al.
(2000) and Kim et al. (2003) attempted to use
acupuncture to inhibit uterine contractions in
pregnant rats. The proposed physiological basis
for this notion is not fully explained in either
study, but some effort was made by Pak et al.
(2000) to offer the theory that, since the uterine
contractions they were attempting to suppress
were driven by exogenous oxytocin, any sedative
effect seen during acupuncture treatment must
be the result of a direct effect on the uterus
rather than a central effect on the endocrine
system (Pak et al. 2000). Both studies reported
favourably on the capability of acupuncture to
depress uterine motility (Pak et al. 2000; Kim et
al. 2003), and although these findings have not
been demonstrated in human beings, these
results raise interesting questions about the
physiological mechanisms through which acupuncture operates and highlight the need for
further research into this area.

Conclusions
Betts & Budd (2011) suggested that ‘‘historical
wisdom’’ would indicate that acupuncture points
such as Large Intestine 4, SP6, Gall Bladder 21,
Bladder 32, 60 and 67, and Conception Vessel 4
should be used with caution during pregnancy.
However, the evidence outlined in the present
review suggests that the theoretical risks associated with the use of acupuncture do not translate
into detrimental effects to the foetus or the
maintenance of pregnancy, even when ‘‘forbidden points’’ are included in the treatment protocol. On the basis of this evidence, it would seem
unnecessarily cautious of NHS policy-makers to
list pregnancy as an absolute contra-indication to
acupuncture treatment when the alternative
treatment options for pregnant women with
musculoskeletal pain or pregnancy-related nausea
are so limited.
Further research would be required to achieve
absolute certainty as to the safety of acupuncture
on pregnant women, but the theoretical risks are
48

likely to constrain any definitive research into
this topic because of stringent ethical controls.
However, it may be useful to carry out further
investigations into the specificity of the ‘‘forbidden points’’ in the non-pregnant population.
This would allow acupuncture practitioners to
make decisions regarding the inclusion of these
points in the treatment of pregnant women with
more confidence.
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Is there a place for Japanese-style body
indwelling needle acupuncture in physiotherapy
practice?
S. Nitta
Physiotherapy Department, Rowley Hall Hospital, Staﬀord, UK

Abstract
Body indwelling needle (IDN) acupuncture involves the insertion and retention of tiny needles
in the skin. In Japan, this technique is commonly used by acupuncturists, and also members of
the public, who employ it in the self-management of a variety of conditions familiar to
physiotherapists. The purpose of this review was to examine the literature on body IDN
acupuncture in order to ascertain whether this form of treatment has a place in physiotherapy
practice in the UK. After a comprehensive literature search, five full-text articles were retrieved:
two randomized controlled trials (RCTs), two pilot RCTs and one audit. A relevant
unpublished study was also discussed. The RCTs and pilot RCTs were scored using the
Physiotherapy Evidence Database (PEDro) scale. The literature reviewed was of variable
quality and reported inconsistent outcomes. However, there does seem to be some reasonably
strong evidence to support the use of IDNs in post-operative pain and nausea. There is also
weak evidence to justify the use of IDNs to treat breathlessness, and some to suggest that IDNs
can be used as a self-acupuncture treatment to prolong the effects of acupuncture or as an
independent treatment. The safety aspects of IDNs are discussed in relation to the precautions,
adverse incidents and contraindications found in the literature. The literature search did not
retrieve any articles regarding the use of IDNs in musculoskeletal conditions, where it is
arguably most appropriate. Further good-quality research in this area is required in order to
clearly evaluate the risks and benefits of this particular form of acupuncture.
Keywords: indwelling needles, Japanese acupuncture, physiotherapy.

Introduction
Indwelling needle (IDN) acupuncture involves
the insertion of tiny needles into the skin and is
commonly used by acupuncturists in Japan
(Manaka et al. 1995; Birch & Ida 1998). The
present author has also observed that IDNs
can be bought over the counter in that country,
and these needles are extensively used by the
Japanese public for the self-management of a
variety of conditions familiar to physiotherapists.
A review of acupuncture for chronic pain in
Correspondence: Suzanne Nitta, Physiotherapy Manager,
Rowley Hall Hospital, Rowley Park, Staﬀord
ST17 9AQ, UK (e-mail: suzannenitta@hotmail.com).
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Japan found that IDNs are a very popular and
safe technique, and that these were more effective than sham needles in controlled clinical trials
(Itoh & Kitakoji 2007). The advantage of IDNs,
which come in a variety of different sizes, is that
these tiny retained needles provide a mild but
continuous type of stimulation, which is usually
not felt by the patient. Indwelling needles can be
left in situ for an optimum of 3–4 days, or if
necessary, for up to a week (Birch & Felt 1999).
This form of therapy is primarily used to increase
or extend the effect of an acupuncture treatment
(Hopwood 2004; Filshie et al. 2005).
Body IDNs are currently not widely used in
the UK, and although these needles are used in
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Editor’s note
Please note that the Association’s current
guidelines for auriculotherapy are as follows
(AACP 2007, p. 16):
Extra care should be taken with auricular
acupuncture, as the ear tissue is prone to
infection:
+ Surface wax should always be removed
with an alcohol swab.
+ Indwelling needles under a small piece
of plaster should not be used as these
may lead to a local infection of the
cartilage of the ear known as perichondritis. This can result in deformity and
may lead to the surgical excision of the
damaged portion.
+ If the stimulus is required for a longer
time than the treatment session, tiny
metal balls or vaccaria seeds are recommended.
+ Care must be taken to remove and
dispose of all needles; tiny needles may
become lost in the clothing.
Helen Oakes

Reference
Acupuncture
Association
of
Chartered
Physiotherapists (AACP) (2007) AACP
Guidelines for Safe Practice, Issue 1.11.
Acupuncture
Association
of
Chartered
Physiotherapists, Peterborough.

auriculotherapy, this is not recommended by the
Acupuncture Association of Chartered Physiotherapists (AACP) because of the risk of infection (Hopwood 2004). Problems with the use of
IDNs are rare because of the protective and
anti-infective properties of the superficial fascia,
and since the needles are carefully secured in
place, the risk of infection is almost insignificant
(Birch & Ida 1998). The IDNs are generally
inserted into the most painful points (Ah shi
points) and left in situ until the next treatment
(Hopwood 2004). These needles can also be
inserted into acupuncture points (Manaka 1995;
Birch & Ida 1998).
The aim of the present literature review was to
examine the available English-language literature
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on the use, effectiveness and safety aspects of
body IDN acupuncture in areas relevant to
physiotherapy practice. It would be interesting
and informative to be in a position to be able to
review the Japanese literature on this subject, but
that is beyond the scope of the present paper.

Literature review
Materials and methods
A systematic search of the literature published
between 1992 and 2012 was performed using the
Allied and Complementary Medicine, Cumulative Index to Nursing and Allied Health Literature, Medical Literature Analysis and Retrieval
System Online, Alt HealthWatch, and PubMed
electronic databases. The keywords used were:
‘‘acupuncture’’; ‘‘indwelling needle acupuncture’’;
‘‘intradermal needle acupuncture’’; ‘‘semipermanent needle acupuncture’’; ‘‘press-tack needle acupuncture’’; and ‘‘Japanese acupuncture’’.
In addition to the electronic searches, the reference lists of relevant articles and texts were
analysed for additional literature. The grey literature was also manually searched.
A total of five full-text articles were retrieved:
two randomized controlled trials (RCTs) by
Kotani et al. (2001) and Deng et al. (2008); two
pilot RCTs by Andrzejowski & Woodward
(1996) and Davis et al. (2001); and one audit and
treatment algorithm by Filshie et al. (2005). A
relevant unpublished study by Longbottom
(2010) was located on a manual search of the
grey literature and this was also included. These
studies investigated the use of IDNs in a variety
of situations, including:
+ the management of post-operative pain
(Kotani et al. 2001; Deng et al. 2008) and
chronic pain (Longbottom 2010);
+ self-acupuncture (Filshie et al. 2005;
Longbottom 2010);
+ palliative care and respiratory medicine (Davis
et al. 2001; Filshie et al. 2005); and
+ post-operative
nausea
and
vomiting
(Andrzejowski & Woodward 1996; Kotani
et al. 2001).
The two RCTs and the two pilot RCTs were
evaluated for internal validity and statistical
reporting using the Physiotherapy Evidence
Database (PEDro) scale (see Table 1). This is an
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Table 1. Physiotherapy Evidence Database (PEDro) scores of the randomized controlled trials (RCTs) and pilot RCTs reviewed
PEDro score
RCTs

Criterion

Pilot RCTs

Kotani et al.
(2001)

Deng et al.
(2008)

Andrzejowski & Woodward
(1996)*

Davis et al.
(2001)*

(1) Random allocation
(2) Allocation was concealed
(3) Similar baseline of groups
(4) Blinding of all subjects
(5) Blinding of all therapists
(6) Blinding of all assessors
(7) Outcome measure obtained from more than 85%
of subjects
(8) Evidence of ‘‘intention to treat analysis’’

1
1
1
1
0
1

1
1
1
1
0
0

1
1
1
1
0
0

1
1
0
1
0
0

1
0

1
1

1
0

0
0

Total internal validity score

6/8

6/8

5/8

3/8

(9) Between-group statistical comparisons
(10) Both point measures and measures of variability

1
1

1
1

1
1

1
1

Total statistical reporting score

2/2

2/2

2/2

2/2

(11) Eligibility criteria (not included in score)

1

1

1

1

11-item scale incorporating both the three-item
Jadad scale and the nine-item Delphi list. It is
designed to rate the methodological quality of
RCTs evaluating physiotherapy interventions
(Maher et al. 2003). A point is awarded only
when a criterion is clearly satisfied and reported.
The RCTs are summarized in Table 2.
Indwelling needle acupuncture for pain
management
In a double-blind RCT, Kotani et al. (2001)
tested the hypothesis that pre-operative insertion
of IDNs along Bladder meridian acupuncture
points provides satisfactory post-operative analgesia following elective abdominal surgery. The
control group had a needle positioned and taped
over the acupuncture point, but not inserted into
it. It was concluded that the IDNs lessened
post-operative pain, which was measured using a
verbal rating scale, and also reduced the uptake
of supplemental intravenous morphine and
opioid-related side effects after both upper and
lower abdominal surgery. Acupuncture analgesia
also moderated the activation of the sympathoadrenal system (measured by changes in
plasma concentrations of cortisol) that normally
accompanies surgery. Kotani et al. (2001) found
that no complications such as skin infection or
post-insertion discomfort developed in any
 2013 Acupuncture Association of Chartered Physiotherapists

patients during their 5-day study of pre-operative
IDN acupuncture.
Inspired by the Kotani et al. (2001) study,
Deng et al. (2008) performed an RCT of IDN
acupuncture for pain after thoracotomy. In this
instance, the sham consisted of dummy studs
with a ring but no needle. The sham studs were
placed halfway between the upper and lower
border of the T2–10 spinous processes, approximately 0.5 cun (1.25 cm) from the spine. The leg
studs were placed at 2 cun (5 cm) posterior to
Gall Bladder 34 on the posterior of the lower leg
and on the anterior arm, 3 cun (5 cm) proximal
and 3 cun (5 cm) medial to the midpoint of the
antecubital crease. The sham studs were placed
at different points to prevent tactile stimulation
at acupuncture points. It could be argued that the
points near the spinous processes are actually
very close to the Huatuojiaji points, and thus,
with a ring in place, some tactile stimulation of
acupuncture points may well have occurred.
Deng et al. (2008) concluded that the IDN
acupuncture provided in their study did not
reduce pain or use of analgesia after thoracotomy
more than a sham technique.
Both of the above studies achieve good scores
for internal and external validity and statistical
reporting on the PEDro scale. The discrepancy
in the results could be the result of a number of
53

54

!
Davis et al. (2001) 16 (five males and 11
females)
Insertion of standard
acupuncture needles left in
situ for 20 min and then
removed; followed by
IDNs secured with tape to
be massaged throughout
the day as required

IDN applied to
acupuncture point and
secured with tape and left
in situ for 48 h
post-operatively

Andrzejowski &
Total abdominal
Woodward (1996) hysterectomy: 36 (all
female)

IDNs inserted into each
acupuncture point and
secured with tape and left
in situ for 4 days
post-operatively

IDNs inserted into
acupuncture points; the
back points were
exchanged for new IDNs
on a weekly basis for
4 weeks, and ST36 and
Shen men (HT7) were
removed after 1 week

Upper abdominal surgery:
98 (59 males and 39
females); lower abdominal
surgery: 77 (52 males and
25 females)

Kotani et al.
(2001)

Intervention

Deng et al. (2008) 106 (52 males and 54
females)

Subjects (n)

Reference

CV20 and 21, LI4
bilaterally

PC6 bilaterally

BL12–19, Wei Guan Xia
Shu (EX), ST36 and
auricular Shen men
bilaterally

Upper abdominal surgery:
BL18–24 bilaterally; lower
abdominal surgery:
BL20–26 bilaterally

Dummy IDN with no
needle insertion to be
massaged throughout the
day as required, mock
TENS

IDN applied to a sham
point on the forearm

Dummy studs with a ring
but no needle placed
halfway between the upper
and lower border of
spinous processes T2–10,
1.25 cm from the spine,
and a sham point on the
arm and leg

Un-inserted IDN taped to
acupuncture point and left
in situ for 4 days
post-operatively

Acupuncture point selection Control

VAS of breathlessness,
shuttle test

Questionnaire assessing
nausea, headache and
pain, frequency of
vomiting, anti-emetic
usage

BPI pain intensity score at
day 30 post-operatively,
NRS of pain, total opioid
use, MQS at 1, 2 and
4 weeks post-operatively,
and at 2 and 3 months
post-operatively

VRS for pain, nausea and
vomiting, consumption of
intravenous morphine,
plasma concentrations of
cortisol and epinephrine

Outcome measures

There was no significant
difference between the three
groups on a VAS for
breathlessness; the shuttle test
was found to be impractical in
a domiciliary environment

There were no significant
differences in the incidence of
nausea or in anti-emetic usage;
however, the study group had
significantly fewer patients with
moderate and severe nausea
between 24 and 48 h compared
with the control group
(P<0.05); the nausea score
between 8 and 24 h in patients
who had previously had these
symptoms was lower in the
study group (P<0.05)

No significant difference
between the two groups in a
comparison of BPI scores at
the 30-day follow-up, chronic
pain assessments at 60 and
90 days, and in-patient pain and
medication use in hospital and
after discharge

IDN acupuncture increased the
percentage of patients with
good pain relief in comparison
to controls (P<0.05); the
consumption of supplemental
morphine was reduced by 50%
and the incidence of
post-operative nausea was
reduced by 20–30% in the
acupuncture group (P<0.01);
plasma cortisol and epinephrine
concentrations were reduced by
30–50% in the acupuncture
group (P<0.01)

Results

Table 2. Summary of the randomized controlled trials reviewed: (IDN) indwelling needle; (ST) Stomach; (HT) Heart; (BL) Bladder; (EX) Extraordinary; (PC) Pericardium; (CV) Conception Vessel;
(LI) Large Intestine; (TENS) transcutaneous electrical nerve stimulation; (VRS) verbal rating scale; (BPI) Brief Pain Inventory; (NRS) numerical rating scale; (MQS) Medication Quantification Scale;
and (VAS) visual analogue scale

Japanese-style body indwelling needle acupuncture
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factors. First, the studies investigated different
types of surgery, and acupuncture may not be
effective for post-thoracotomy pain. Secondly,
the needles employed in the Deng et al. (2008)
RCT were shorter than those used in the Kotani
et al. (2001) study (1.5 mm compared with
5 mm, respectively), and thus, the acupuncture
technique may not have delivered a strong
enough stimulation to produce analgesic effects.
Furthermore, the number and type of acupuncture points used varied between the two
studies.
An advantage of using IDNs in research is that,
since these involve a plaster and a tiny needle,
using only a plaster can provide an effective form
of placebo and the patient can be effectively
blinded as they remain unaware of the difference
(Hopwood 2004). A strength of the Kotani et al.
(2001) study was that, to ensure that participants
were blinded to IDN insertion, a preliminary
study was performed in which 40 patients undergoing upper abdominal surgery were randomly
assigned to IDN acupuncture (n=20) or control
(n=20) groups. Participants were asked which
group they thought they were assigned to on the
third post-operative day. In both groups, 50–60%
of the patients were unable to say which group
they had been assigned to, 20–30% guessed acupuncture and the remaining 20% of participants
thought they were in the control group. A review
of the Kotani et al. (2001) study by Cummings
(2002) found it to be well-designed, executed and
reported, with a Jadad score of 5/5, and that it
was difficult to find fault with the methodology;
therefore, it was suggested that the IDN technique should be further investigated.
An unpublished study into the use of IDN
acupuncture alongside an education, exercise and
cognitive behavioural therapy programme in the
treatment of chronic pain within a physiotherapy
setting by Longbottom (2010) advocates the use
of a particular type of IDN, Pyonex needles
(Seirin Corporation, Shizuoka City, Shizuoka,
Japan). Recommended by Birch & Ida (1998) as
well as Longbottom (2010), Pyonex needles are
pre-sterilized and come pre-attached to adhesive
tape for easy application. A comprehensive
patient information sheet with directions for use
is supplied with this brand of needles.
Longbottom (2010) suggested that Pyonex
needles may:
 2013 Acupuncture Association of Chartered Physiotherapists

Table 3. Needle placement in Longbottom’s (2010) study of
chronic pain: (LI) Large Intestine; (LR) Liver; (GV) Governor
Vessel; (HT) Heart; (EX) Extraordinary; and (PC) Pericardium
Presenting symptom

Acupuncture points chosen

Poor descending inhibitory
analgesia
Sympathetic excitation

LI4 and LR3 bilaterally

Increased anxiety and stress

Auricular Shen men (HT7),
GV20 and Yin tang (EX)
HT7 and PC6

+
+
+
+
+

offer a cheap and effective intervention;
facilitate improved coping strategies;
enhance well-being;
improve dream and deep sleep;
reduce visceral dysfunction (e.g. palpitations
and irritable bowel syndrome); and
+ reduce levels of anxiety and encourage patient
empowerment.
It was surmised that daily acupuncture with
continuous stimulation may assist chronic
pain management. The effects were studied for
12 weeks, the patients were assessed and the
acupuncture points used were dependent on
presenting symptoms (see Table 3).
The participants were taught the point locations and how to produce De Qi. They were
screened for contraindications, and strict hygiene
and safety procedures were applied. The patients
were also educated about adverse reactions and
skin conditions, the safe removal and disposal of
needles, and needle stick knowledge. None of
the 12 participants involved in this trial reported
any adverse reactions or needle stick injuries.
The final results of this study have not yet been
published because the patients have been asked
to continue with self-acupuncture using the
IDNs for a further 6 months. It will then be
possible to compare the outcome measures for
pain, sleep, anxiety, depression and quality of life
after 12 weeks with those obtained after
12 months. Longbottom (2010) did not discuss
how these outcomes would be measured.

Indwelling needles and self-acupuncture
Self-acupuncture has been studied previously,
and there are both advocates of its usage and
others who are against it (Hopwood & Campbell
2007). Self-acupuncture with standard acupuncture needles has been shown to be effective for
chronic musculoskeletal pain (Teig et al. 2006). A
further paper by Filshie et al. (2005) found that
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acupuncture treatment delivered initially as an
course in a clinic, and then maintained by selfacupuncture either with needling sessions or
IDNs can provide symptomatic control of hot
flushes in cancer patients for up to 6 years. In
this study, participants were instructed to massage the IDN several times a day and to change
it weekly, preferably while someone else was
present. As with Longbottom’s (2010) research,
patients were given clear instructions regarding a
sterile technique, skin checking and safe disposal
in a sharps box. It was found that the effect of
self-acupuncture with standard needles and
IDNs occasionally diminished over the course of
time. In such cases, ‘‘extra top-up treatments’’
were given in a clinic and the self-acupuncture
was then resumed for as long as symptomatic
control was necessary. Subsequently, the time
between top-up treatments was increased, i.e. the
intervals between the hospital appointments
could range from an initial biweekly top-up to
monthly, quarterly or triannual visits for most
patients, and even annual ones in a few cases.
This approach was found to be the most
effective for prolonged success.
Indwelling needles in palliative care and
respiratory medicine
Davis et al. (2001) cited Filshie et al. (1996) as the
inspiration for their pilot RCT investigating acupuncture and breathlessness. The latter authors
conducted an open study involving 20 patients
with cancer-related breathlessness and supported
the use of acupuncture. Conception Vessel (CV)
20 and 21, and Large Intestine (LI) 4 were
needled with standard acupuncture needles.
Seventy per cent (n=14) of the participants
reported that the treatment brought about
marked symptomatic relief. There were significant changes in visual analogue scale (VAS)
scores for breathlessness, relaxation and anxiety
up to at least 6 h post-acupuncture, and the
effects were measured to be maximal at 90 min
(P<0.005 and P<0.001, respectively). There was
a significant reduction in respiratory rate, which
was sustained for 90 min post-acupuncture
(P<0.02). Partway into the study, an attempt was
made to prolong symptom relief in eight of the
14 patients who had reported global relief from
breathlessness during the treatment by placing
IDNs in CV20 and CV21. Participants were
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encouraged to massage the IDNs for 2–3 min in
the event of an attack of breathlessness. All
reported some benefit, which could last for up to
2 weeks, but this effect was not formally
assessed.
The sample size of Filshie et al.’s (1996) study
was small, but nonetheless, encouraged by these
results, Davis et al. (2001) set up a pilot project
to assess whether body acupuncture and the
subsequent insertion of IDNs help to relieve the
symptom of disabling breathlessness in patients
with non-malignant lung disease. Sixteen patients
with disabling breathlessness caused by chronic
obstructive pulmonary disease were recruited
into this randomized, single-blind pilot trial
comparing three treatments.
Treatment 1 comprised of standard acupuncture needling to CV20, CV21 and LI4 bilaterally
for 20 min. Ten minutes later, after cleaning with
spirit swabs, IDNs were placed into the same
four points. Treatment 2 (minimal acupressure)
consisted of the insertion of dummy IDNs (i.e. a
plaster of the same size with a similar wire, but
no needle; therefore, no dermal penetration
occurred) in the same points. After the insertion
of the IDNs, participants were instructed to
massage the IDNs as many times as they wished
during the day in order to obtain symptomatic
relief. Treatment 3 comprised the use of
de-functioned transcutaneous electrical nerve
stimulation (TENS) emitting a visual signal for
the timed period of 20 min. The small, selfadhesive electrodes were placed over the four
previously used points and the TENS machine
was turned on. No further stimulation was provided for the participants during this treatment
phase.
This was a 6-week-long study with seven
domiciliary visits. The results using the primary
outcome variable (VAS at worst breathlessness)
were that both the real acupuncture and the
minimal acupressure were equivalent, and both
were 10% more effective than mock TENS,
although this was not statistically significant
given the small sample size. The Shuttle test
outcome measure was found to be impractical in
a domiciliary environment.
This pilot RCT scored lowest of those
reviewed for internal validity on the PEDro
scale. Involving only 16 participants, Davis et al.’s
(2001) study had the smallest sample size of
 2013 Acupuncture Association of Chartered Physiotherapists

S. Nitta
those reviewed and only 75% produced outcome
measures. Another area of weakness was that,
although demographic variables were mentioned,
there is no comparison of these between the
groups, and thus, it is difficult to determine
whether the baseline of the groups was similar. If
there was a statistically significant difference
between the groups, then this may have subsequently biased the treatment outcome. While
there was no evidence of an intention-to-treat
(ITT) analysis, the authors did acknowledge that
this group of patients has a high co-morbidity
and, therefore, data collection was incomplete.
However, this was a pilot RCT, and it highlighted weaknesses alongside other areas that
would be feasible to research in a larger randomized crossover study design.
Indwelling needles and post-operative
nausea and vomiting
A randomized, single-blind, placebo-controlled
trial by Andrzejowski & Woodward (1996)
investigated the effectiveness of the anti-emetic
action of IDN acupuncture in the first 48 h after
total abdominal hysterectomy. The aim of the
study was to test the effectiveness of what the
authors surmised was a cost-effective, efficient
and convenient method of administering acupuncture. Previous studies cited by the authors
showing the efficacy of acupressure and acupuncture at Pericardium (PC) 6 generally
involved lengthy manual or electrical stimulation
of the needles, which can be time-consuming,
expensive and impractical in the operating
theatre.
A small sample of 36 patients were randomly
allocated into two groups: the study group had
IDNs inserted at PC6 bilaterally, and the control
group had IDNs inserted into a sham point (an
unrecognized point midway between the ulna
styloid and the medial humeral condyle) bilaterally. The IDNs were inserted pre-operatively
under aseptic conditions and secured with a strip
of tape. In order to minimize any placebo effect,
participants were told that the study was looking
at their general well-being post-operatively, and
no emphasis was put on nausea and vomiting.
There was no difference in the median nausea
scores between the groups; however, six patients
in the control group suffered moderate or severe
nausea during the second period of 24 h, but
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none in the study group did so (P<0.05). Furthermore, the nausea score between 8 and 24 h
in participants who had previously experienced
post-operative nausea and vomiting was lower in
the study group compared with the control
group (P<0.05). Thus, it was concluded that the
use of IDNs does not reduce the overall incidence of nausea and vomiting. Nevertheless, it
appears to reduce the severity of nausea in the
latter half of the 48 h immediately after surgery,
and has a greater effect on those who have had
these symptoms previously after an anaesthetic.
It is difficult to generalize these conclusions
because the study sample size was so small and
there is no evidence of a power calculation.
Andrzejowski & Woodward (1996) did acknowledge the small sample size and suggested that the
trial should be regarded as a pilot RCT. A further
limitation acknowledged, which could provide a
possible explanation for the poor effect of the
IDNs, was the absence of manual stimulation to
elicit De Qi at the acupuncture point. There were
no reported side effects from the IDNs, and
most patients reported that they forgot about the
needles once they were in place. When one IDN
became dislodged, this was acknowledged and
the needle was disposed of safely, but there was
no mention of an ITT analysis of this case.
Indwelling needle acupuncture:
precautions, adverse incidents and
contraindications
Precautions. Inserting IDNs into a very painful
area could be counterproductive since the
patient will be encouraged to focus on the pain
rather than develop further coping strategies
(Hopwood 2004). Indwelling needles in the ear
are not recommended by AACP and nonpenetrative ear seeds are preferred (AACP 1997).
A review of acupuncture safety by Ernst &
White (1999) reported an incident of auricular
perichondritis caused by an IDN being used for
auriculotherapy. Extreme caution should be
taken with respect to: patients with diabetes,
particularly those who have peripheral neuropathy; patients with circulatory disorders or
those predisposed to circulatory disorder; children; and patients with immunosuppression
(Filshie & Hester 2006).
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Adverse incidents reported. Filshie et al. (2005) found
that the following side effects reported in a total
of 144 patients: a red mark where stud had been
(n=4); an allergy to dressing (n=3); a rash, itch
and/or inflammation (n=5); a skin infection
contracted from the stud (n=1); bleeding (n=1);
aggravation of leg cramps (n=1); and pain
(n=1). Occasionally, an extremely sensitive
patient may feel irritation from the needle after a
relatively short period of time. This has been
observed in patients with multiple sclerosis,
multiple allergies, extreme fatigue and stress
(Birch & Ida 1998). A dislodged IDN was seen
in the right ventricle and led to cardiac tamponade, but the outcome following surgery was a full
recovery (Ernst & White 1999).
Contraindications. Indwelling needles are contraindicated in the following categories of patients:
individuals with valvular heart disease (because
of the risk of subacute bacterial endocarditis);
those with neutropenia; subjects who have
undergone a splenectomy (because of the risk of
infection); and anyone with a known bloodborne virus (because of the risk of crossinfection) (Filshie & Hester 2006). Deng et al.
(2008) excluded those patients with: an International Normalized Ratio (for blood clotting
time) of more than 2.5; any platelet conditions;
cardiac conditions with a high or moderate risk
of endocarditis; and an ability to remove needles
without assistance, or who had no home assistance and were unable/unwilling to return to
hospital if they elected to remove needles prior
to their next visit. Patients with a metal, adhesive
tape, plaster or latex allergy are also contraindicated, as are those who are not suitable for
standard acupuncture.

Conclusions
The literature discussed in the present review
was of variable quality and variable outcomes
were reported. However, there does seem to be
some reasonably strong evidence to support the
use of IDNs in the treatment of post-operative
pain (Kotani et al. 2001) and post-operative
nausea (Andrzejowski & Woodward 1996).
There is also weak evidence to support the use of
IDNs in breathlessness (Filshie et al. 1996; Davis
et al. 2001), and some to suggest that IDNs can
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be used as a self-acupuncture treatment to prolong the effects of needling (Filshie et al. 1996,
2005) or as an independent treatment (Longbottom 2010). All of the authors reviewed agreed
that IDNs are a convenient, practical, costeffective and efficient method of applying acupuncture, when used appropriately and with all
aspects of safety considered. It is now more
important than ever that physiotherapists
endeavour to provide evidence-based, patientcentred, cost-effective and efficient treatments
that promote patient empowerment and selfmanagement. Indwelling needle acupuncture
may have a place in helping physiotherapists to
achieve these goals, provided that safety comes
first. It is imperative that precautions and contraindications are respected and adhered to at all
times. The risk–benefit ratio associated with the
use of IDNs must be carefully assessed. The
adverse incidents reported have been related to
particular types of IDNs; however, the present
review found no documented adverse incidents
involving the Pyonex needle. There are a variety
of different types of IDNs and this distinction
should be made when assessing risk.
The present literature search found no evidence of any research into the use of IDNs for
musculoskeletal conditions commonly seen in
out-patient physiotherapy. Conditions such as
low back pain, for which acupuncture is recommended (NICE 2009), and myofascial pain and
trigger points, for which acupuncture techniques
are used (Baldry 2005), may well be the most
appropriate ones for IDN acupuncture. Yoshio
Manaka, the father of Japanese acupuncture in
the West, and his colleagues have suggested that
IDNs can be used on most parts of the body,
and that when a needle is placed at the correct
point, these can give immediate relief and produce effects that continue for at least as long as
the needle is retained (Manaka et al. 1995). The
IDN can be inserted and then immediately tested
for effectiveness by re-palpating and re-testing
the reactive area, thus reassessing levels of pain,
range of movement and tightness, and hence,
confirming the correct point position (Birch &
Ida 1998). This is a similar style of treatment to
that advocated by Baldry (2005) for the superficial dry needling of myofascial trigger points.
Both techniques use a minimal, superficial
 2013 Acupuncture Association of Chartered Physiotherapists
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approach that does not always involve true
acupuncture points.
Further research is required to address this
gap in existing knowledge, as advocated by
Longbottom (2010), who urged AACP members
to consider investigating IDNs, using Pyonex
needles, in future research dissertations.
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Abstract
Fibromyalgia is difficult to treat and requires the use of multiple approaches. This study is a
randomized controlled trial of qigong compared with a wait-list control group for fibromyalgia.
One hundred participants were randomly assigned to immediate or delayed practice groups,
with the delayed group receiving training at the end of the control period. Qigong training (level
1 Chaoyi Fanhuan Qigong, CFQ), given over 3 half-days, was followed by weekly review/
practice sessions for 8weeks; participants were also asked to practise at home for 45–60min per
day for this interval. The outcomes were pain, impact, sleep, physical function and mental
function, and these were recorded at baseline, 8weeks, 4months and 6months. Immediate and
delayed practice groups were analysed individually compared to the control group, and as a
combination group. In both the immediate and delayed treatment groups, CFQ demonstrated
significant improvements in pain, impact, sleep, physical function and mental function when
compared to the wait-list/usual care control group at 8weeks, with benefits extending beyond
this time. Analysis of combined data indicated significant changes for all measures at all times
for 6months, with only one exception. Post hoc analysis based on self-reported practice times
indicated greater benefit with the per protocol group compared to minimal practice. This study
demonstrates that CFQ, a particular form of qigong, provides long-term benefits in several core
domains in fibromyalgia. Chaoyi Fanhuan Qigong may be a useful adjuvant self-care treatment
for fibromyalgia. (Trial registration: clinicaltrials.gov NCT00938834.)
Keywords: fibromyalgia, qigong, randomized controlled trial.

Introduction
Fibromyalgia is a chronic pain condition characterized by widespread musculoskeletal pain of
greater than 3 months duration, and it is associated with fatigue and sleep disturbance as well as
other symptoms (Williams & Clauw 2009; Arnold
et al. 2011). It affects approximately 2–3% of the
Correspondence: Dr Jana Sawynok, Department of
Pharmacology, Dalhousie University, 5850 College
Street, Halifax, NS B3H 4R2, Canada (e-mail:
jana.sawynok@dal.ca).
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population, and leads to disability, impaired quality of life and increased healthcare utilization
(Annemans et al. 2008; Hoffman & Dukes 2008).
Treatments for fibromyalgia are focused on symptom relief along with teaching patients selfmanagement strategies for living with chronic
pain. Pregabalin, duloxetine and milnacipran have
been approved by the US Food and Drug Administration for treatment of fibromyalgia (Williams
& Clauw 2009), but these and other pharmacological agents provide only partial improvement.
Psychological approaches (Glombiewski et al.
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2010), exercise (Häuser et al. 2010), and complementary and alternative techniques (Porter et al.
2010; Terhorst et al. 2011) have been evaluated in
fibromyalgia, and these also provide only partial
effects. The limited effectiveness of single treatments has led to suggestions that multimodal
approaches are required (Häuser et al. 2009; SarziPuttini et al. 2011). Meta-analysis indicates posttreatment benefits of multi-component treatment,
but there is little evidence of efficacy in core
domains in the long term (Häuser et al. 2009).
Many individuals with fibromyalgia continue to
experience disabling pain and fatigue over the
long term, and additional approaches are needed.
Recent controlled trials have demonstrated that
qigong and tai chi offer benefits in fibromyalgia
that persist for up to 4–6 months (Haak & Scott
2008; Wang et al. 2010). These practices have
recently been characterized as ‘‘meditative movement’’, and constitute a distinct category of exercise (Larkey et al. 2009). Earlier studies evaluating
qigong for fibromyalgia involved limited amounts
of practice (one hour of qigong per week) as part
of an 8-week mind–body intervention (Astin et al.
2003), an 8-week combined education/relaxation/qigong intervention (Creamer et al. 2000)
or a 12-week body awareness therapy (Mannerkorpi & Arndorw 2004), and reported only modest benefit. In a more recent controlled study,
daily qigong self-practice (40 min) was encouraged for the duration of the 7-week programme,
and benefits reported in several domains were
maintained at 4 months (Haak & Scott 2008). A
further pilot trial of qigong self-practice for
9 weeks (45 min daily) indicated reductions in
pain and impact, and improvement in physical
function for 6 months (Lynch et al. 2009).
The current study is a randomized controlled
trial designed to compare the effects of selfpractice of qigong (45 min daily for 8 weeks) with
a control group over a 6-month interval. One
hundred participants were assigned to either an
immediate training group or a wait-list control
group who continued with their usual care. At the
end of 6 months, the wait-list group also received
training and constituted a delayed practice group.
This study design allows for two separate treatment cohorts to be compared, as well as for
consideration of outcomes in a larger combined
treatment group.
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Materials and methods
Participants
This trial was conducted from September 2009
to July 2011 at the Pain Management Unit,
Queen Elizabeth II Health Sciences Centre,
Halifax, Nova Scotia, Canada. The ethics review
committee of the hospital approved the study
protocol. Eligible participants met the 1990
American College of Rheumatology criteria for
fibromyalgia (Wolfe et al. 1990); all reported
widespread pain bilaterally with pain above and
below the waist, and axial skeletal pain for
3 months or longer, as well as at least 11 of 18
tender points. Medications had to have been
stable for at least 14 days prior to participating,
and the average 7-day pain score had to be d 4.0
on an 11-point numerical rating scale. Patients
were asked to practise qigong for 45–60 min per
day for 8 weeks once training was complete.
Participants were excluded if they were already
practitioners of qigong or if there was a significant medical disorder that the study physician
thought would compromise participant safety.
Study design
Recruitment occurred primarily in response to
advertisements in the local newspaper. A total of
268 participants responded, 148 were screened
by telephone and 120 underwent clinic screening
until 100 participants were available for the
study. Participants were assigned, using
computer-generated numbers, to an immediate
qigong training group or to a control group
(wait-list/usual care), who subsequently underwent delayed training. Randomized group assignments were sealed in opaque white envelopes.
Once participants consented to enter the trial,
envelopes were opened and assignments made to
an immediate training date or to a delayed
training time 6 months later. Using this design,
all participants received qigong training. There
were three main training cohorts of 20–30 per
group, and one additional smaller training group
at the end for the third wait-list group.
Qigong intervention and control group
There are many forms of qigong. The present
study examined Chaoyi Fanhuan Qigong (CFQ;
Yap & Hiew 2009) because it is available locally
 2012 M. Lynch et al.
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with community-based trained practitioners, and
because it had shown benefits in fibromyalgia in
a pilot study (Lynch et al. 2009). Qigong training
consisted of an initial workshop conducted over
3 consecutive half-days by a qualified CFQ
instructor. Participants received training in level
1 CFQ; this consisted of instruction in seven key
movements known as the ‘‘hexagram’’ and ancillary exercises. Hexagram movements consist of
choreographed movements that emphasize softness, relaxation, downward releases and fullbody distribution of ‘‘Qi’’. Once initial training
was complete, participants were asked to practise
CFQ at home for 45–60 min per day for
8 weeks; time could be broken up into shorter
sessions during the day. Participants returned for
a 60-min weekly review/group practice session
for these 8 weeks. Participants were then encouraged to continue self-practice for 6 months.
Outcomes were assessed via questionnaires filled
out by each patient on the day of training
(baseline) and at the 8-week review session; 4and 6-month outcomes were returned by mail.
The control group consisted of a wait-list group
that continued on with their usual care. This
group completed baseline measures on the day
of screening, and returned subsequent outcomes
by mail at 8 weeks, and 4 and 6 months. When
they returned for CFQ training 6 months later,
they followed the procedure described above.
Adherence to programme
Adherence to the protocol was determined by
self-reports on a qualitative questionnaire. This
questionnaire was completed at 8 weeks, and also
at 4 and 6 months. The mean (SD) selfreported practice time per week for all participants who completed the trial was 4.91.7 h at
8 weeks (n=73), 2.92.1 h at 4 months, and
2.72.1 h at 6 months. Approximately 52% of
participants (n=38/73) self-reported practice of
d5 h per week at 8 weeks, which corresponds to
45 min per day; practice times for this group
were 6.21.1 h, 3.82.0 h and 3.32.1 h at
respective time intervals. Further information in
the qualitative reports will be analysed and published separately.
Outcome measures and follow-up
Assessments consisted of outcomes in several
core domains in accordance with the recommen 2012 M. Lynch et al.

dations of the Initiative on Methods, Measurement, and Pain Assessment in Clinical Trials
(IMMPACT; Dworkin et al. 2005). Pain was the
primary outcome, and was measured using an
11-point numerical rating scale for pain intensity
(NRS-PI) with ‘‘no pain’’ and ‘‘pain as bad as
you can imagine’’ as anchors. Numerical rating
scales have been widely used in pain research,
and have been demonstrated to identify clinically
meaningful changes (Farrar et al. 2001).
Secondary outcome measures included the
Fibromyalgia Impact Questionnaire (FIQ), the
Pittsburgh Sleep Quality Index (PSQI) and the
36-Item Short-Form Health Survey (SF-36). The
FIQ is a 10-item validated scale that assesses
physical functioning, pain, depression, anxiety,
fatigue, morning tiredness, stiffness, job difficulty
and overall well-being; it has demonstrated reliability and validity (Burckhardt et al. 1991). The
PSQI is a well-validated and reliable assessment
tool for the measurement of sleep quality in
clinical populations (Buysse et al. 1989). The
SF-36 (Ware & Sherbourne 1992) is the most
commonly used generic measure of healthrelated quality of life and is recommended in the
IMMPACT guidelines (Dworkin et al. 2005).
Statistical analysis
A previous trial of qigong for fibromyalgia
(7 weeks, follow-up at 4 months) involved 58
participants (28–29 per group) (Haak & Scott
2008), and a more recent trial of tai chi for
fibromyalgia over 6 months involved 66 participants (33 per group) (Wang et al. 2010). Both
studies showed statistically significant effects on
pain, FIQ scores, and physical and psychological
health using these sample sizes. Because of the
commitment to practice involved in the present
trial (self-practice of 45–60 min daily for
8 weeks) and the duration of the trial
(6 months), whereby there was the potential for
a significant attrition, the present authors targeted a trial recruitment of 50 per group for 100
in total.
Statistical analysis focused on a change from
baseline scores for the primary (NRS-PI), and
secondary (FIQ, PSQI, and SF-36 physical and
mental) measures. Comparisons of mean change
scores were made between the immediate treatment and wait-list control groups at 8 weeks,
4 months and 6 months. In order to limit the risk
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Table 1. Study participants and baseline characteristics: (M:F) male:female; (IQR) interquartile range; and (NSAIDs) non-steroidal
anti-inflammatory drugs
Variable

Immediate practice group

Wait-list, then delayed practice group

Randomized (n)
Completed study [n (%)]
Gender ratio [M:F; n (%)]
Age at enrolment [years (SD)]
Duration of fibromyalgia [years (SD)]
Total tender points [n (IQR)]
Body mass index at enrolment (IQR)
Additional pain diagnoses [n (%)]:
back
cervical sprain
diabetic neuropathy
post-surgical/post-traumatic
headache
orofacial pain
osteoarthritis
rheumatoid arthritis
other
Previous treatments [n (%)]:
anticonvulsants
antidepressants
nerve blocks/injections
NSAIDs
opioids
acupuncture
chiropractic
naturopath/homeopath/osteopath
massage therapy
physiological therapies
psychological therapies
Current pain medications [n (%)]:
anticonvulsants
antidepressants
NSAIDs
opioids
other
Total [n (SD)]

53
43 (81.1)
3:50 (6:94)
52.81 (8.91)
9.67 (6.87)
15 (14, 16)
30 (25.4, 34.7)

47
30 (63.8)
1:46 (2:98)
52.13 (8.56)
9.62 (7.56)
15 (13, 16)
29.4 (24.8, 34.8)

23 (43.3)
16 (30.2)
2 (3.8)
4 (7.5)
31 (58.5)
23 (43.4)
22 (41.5)
5 (9.4)
6 (30.2)

21 (44.7)
18 (38.3)
3 (6.4)
8 (17.0)
27 (57.4)
33 (70.2)*
17 (36.2)
4 (8.5)
13 (27.7)

14 (26.4)
45 (84.9)
7 (13.2)
37 (69.8)
22 (41.5)
24 (45.3)
11 (20.8)
17 (32.1)
36 (67.9)
26 (49.1)
19 (35.8)

25 (53.2)
34 (72.3)
4 (8.5)
36 (76.6)
14 (29.8)
24 (51.1)
17 (36.2)
22 (46.8)
32 (68.1)
23 (48.9)
20 (42.6)

13 (24.5)
20 (37.7)
26 (49.1)
19 (35.8)
29 (54.7)
2.43 (1.41)

14 (29.8)
15 (31.9)
27 (57.4)
11 (23.4)
28 (59.6)
2.49 (1.59)

*P<0.007.

of type I error, multivariate analysis of variance
(MANOVA) was used. Mean change scores for
all participants (combination group) who underwent training and practice were also compared to
change scores during the wait-list phase.
To evaluate the extent of clinically meaningful
outcomes, the proportion of participants in each
study group who achieved changes from baseline
that reached previously established clinical criteria were compared using the chi-squared test.
Qigong practice times per week self-reported
at week 8 were categorized into three groups: (1)
‘‘per protocol’’, where practice times were d5 h
per week, in keeping with the recommended
45–60 min per day; (2) >3 but <5 h per week;
and (3) c3 h per week. This last group was
considered ‘‘minimal practice’’, and served as a
basis of comparison with the per protocol group
to examine the relationship between practice
64

time and magnitude of change from baseline on
each outcome measure; this comparison was
made using MANOVA.

Results
Baseline characteristics of participants
Table 1 shows the baseline characteristics of the
participants assigned to the immediate practice
and wait-list/delayed practice groups. Most participants (94–98%) were female. The mean age
at enrolment was 52 years, and the mean duration of fibromyalgia was 9.6 years. Several
additional pain diagnoses were involved (Table
1); the incidence of these did not differ between
groups, except for orofacial pain, which was
higher in the wait-list/delayed practice group
(P<0.007). The participants had previously been
 2012 M. Lynch et al.
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Figure 1. Screening, randomization and disposition of participants.

treated with several drugs from major analgesic
and adjuvant drug groups, and had also tried a
variety of complementary and alternative therapies. There was no difference in the analgesic
pharmacological profile between groups.
Figure 1 shows the flow chart for the disposition of the participants throughout the study.
Randomization resulted in assignment of 53
participants to the immediate and 47 to the
delayed group. Forty-three of the 53 participants

(81.1%) completed the immediate qigong training protocol for 6 months; 30/37 (81.1%) completed the delayed qigong protocol for 6 months;
and 30/47 (63.8%) completed the wait-list protocol for 6 months and then the training protocol for 6 months.
Pain and impact of fibromyalgia
Table 2 shows the baseline values for all outcomes in the immediate practice group, the

Table 2. Baseline values for outcome measures: (NRS-PI) numerical rating scale for pain intensity; (FIQ) Fibromyalgia Impact
Questionnaire; (PSQI) Pittsburgh Sleep Quality Index; and (SF-36) 36-Item Short-Form Health Survey
Baseline values [mean (SD)]
Outcome
measure

Immediate
practice group

Wait-list
group

Delayed
practice group

NRS-PI
FIQ
PSQI
SF-36 – physical
SF-36 – mental

6.45
65.53
13.79
29.94
38.13

6.55
61.83
13.09
32.55
40.38

6.65
59.73
12.35
33.22
39.03
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(1.45)
(14.44)
(2.95)
(8.30)
(9.62)

(1.06)
(13.36)
(3.79)
(8.82)
(10.08)

(1.38)
(15.09)
(3.76)
(8.36)
(11.03)
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Figure 2. Effects of Chaoyi Fanhuan Qigong practice on pain, function and sleep. Change from baseline in (A) numerical
rating scale for pain intensity (NRS-PI) scores, (B) Fibromyalgia Impact Questionnaire (FIQ) scores and (C) Pittsburgh
Sleep Quality Index (PSQI) scores in immediate and delayed qigong practice groups compared to the wait-list/usual care
control group. Values are means for the wait-list/usual care (d), immediate practice ( ) and delayed practice groups (n).
The numbers at the bottom of the panels indicate the mean (SD) values for the respective groups. Between-group P-values
are indicated within the figure: (B) baseline; and (mo) month.

wait-list group and then the delayed practice
group. There were no differences in baseline
values in any measure between groups. The
NRS-PI scores remained relatively stable during
the 6-month interval in the wait-list group (Fig.
2A). There were statistically significant reductions in pain at all times compared to the
wait-list/usual care group in both immediate and
delayed CFQ practice groups (Fig. 2A). Both
groups showed similar results despite the
6-month delay in training for one group, and this
indicates the reproducibility of outcomes in two
cohorts. Figure 2B indicates a change in FIQ
scores from baseline. These were reduced by 17
to 18 units from baseline at 8 weeks in both the
immediate and delayed CFQ practice groups; in
both instances, this was significantly reduced
compared to the control group (P<0.001). While
there was a slight rebound in FIQ scores at 4 and
6 months, significant differences were maintained in both individual CFQ groups compared
to the control group (Fig. 2B).
Sleep and physical and mental function
Sleep scores showed a downward drift over
6 months in the wait-list group (Fig. 2c). The
PSQI scores were significantly improved in both
the immediate and delayed CFQ groups at
8 weeks; improvements were maintained in the
immediate training group, but exhibited rebound
in the delayed group. Physical and mental func66

tion scores remained relatively stable over
6 months in the wait-list group (Fig. 3A, B).
Following CFQ practice, the SF-36 physical
scores were significantly improved at 8 weeks
and this was maintained at 4 and 6 months in
both individual groups (Fig. 3A). The
SF-36 mental scores were also significantly
improved in individual CFQ groups at 8 weeks,
but did not differ from controls at later times
(Fig. 3B).
Combined outcomes in the two Chaoyi
Fanhuan Qigong groups
When data for the immediate and delayed practice groups were combined, the significant
reductions in pain reported at the end of the
8-week training/practice interval (P<0.001)
were sustained in the longer term for up to
4 months (P<0.001) and 6 months (P=0.003)
(Fig. 4A). With respect to FIQ scores, the
combination group exhibited significant
improvements compared to the control group at
all times (2, 4 and 6 months) (Fig. 4B). There
was also a significant improvement in sleep (Fig.
4C) and in physical function (Fig. 4D) at all
times over the 6-month interval in the combination group. Mental function was significantly
improved at 2 and 6 months, but not at
4 months (Fig. 4C).
The median duration of fibromyalgia in the
present study was 9 years. A post hoc analysis of
 2012 M. Lynch et al.
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Figure 3. Effects of Chaoyi Fanhuan Qigong practice on physical and mental function. Changes from baseline in (A)
36-Item Short-Form Health Survey (SF-36) physical and (B) SF-36 mental scores in the immediate and delayed qigong
practice groups compared to the wait-list/usual care control group. Values are means for the (d) wait-list/usual care, (
immediate practice and (n) delayed practice groups. The numbers at the bottom of the panels indicate the mean (SD)
values for respective groups. Between-group P-values are indicated within the figure: (B) baseline; and (mo) month.

)

those above and below the median in the combination CFQ group indicated similar changes in
pain in both cohorts (mean NRS-PI reductions
of 1.38, 1.52 and 1.35 for <9 years, and 1.49, 1.35
and 1.26 for d9 years at 8 weeks, and 4 and
6 months; P=0.82, 0.77 and 0.85, respectively).
Post hoc analysis of those with fibromyalgia for <9
or d9 years indicated no difference in FIQ
reductions in relation to the duration of the
condition (mean reductions of 16.72, 16.00 and
16.12 for <9 years, and 19.38, 12.09 and 14.50
for d9 years at 8 weeks, and 4 and 6 months;
P=0.52, 0.38 and 0.73, respectively).

reduction in PSQI scores of d 3 is considered a
treatment effect (Buysse et al. 2011). In the
combined CFQ group, 48–51% attained this,
compared to 22–25% in the control group
(Table 3C). In the CFQ group, 33–36% attained
an increase of d6.5 points in SF-36 physical
scores compared to 9–14% in the control group;
for SF-36 mental scores, 30–38% in the CFQ
group attained an increase of d7.9 points compared to 11–27% in the control group (Table
3D, E). These latter differences are considered
clinically meaningful in fibromyalgia (Wang et al.
2010).

Clinically meaningful outcomes
Minimal clinical differences for pain (30% reduction from baseline) (Farrar et al. 2001) and FIQ
(14% reduction from baseline) (Bennett et al.
2009) have been established. The number of
individuals with a d2-point reduction in
NRS-PI scores ranged from 38% to 51% in the
combined CFQ group, and this was significantly
higher than in the usual care group (9–18%) at
all times (Table 3a). Those with a d8.8-unit
reduction in FIQ scores ranged from 56% to
71% in the combined CFQ group, and this was
also significantly higher than in the usual care
group (20–34%) at all times (Table 3B). A

Relationship of outcomes to extent of
practice
The design of this trial included CFQ instruction and a commitment to a minimum of
45 min daily practice for 8 weeks. The present
authors recognized that this was a significant
commitment and that not all participants would
be able to meet this goal, despite their best
intentions. Self-reports of weekly practice times
indicated that 38 of the 73 participants (52%)
practised for d5 h per week for this interval,
which represents per protocol practice. There
was also a cohort who completed training, but
then practised minimally (c3 h per week)

 2012 M. Lynch et al.

67

Quigong for fibromyalgia

Figure 4. Mean differences from baseline for all participants who completed Chaoyi Fanhuan Qigong training and practice:
(A) numerical rating scale for pain intensity (NRS-PI) scores; (B) Fibromyalgia Impact Questionnaire (FIQ) scores; (C)
Pittsburgh Sleep Quality Index (PSQI) scores; (D) 36-Item Short-Form Health Survey (SF-36) physical scores; and (E)
SF-36 mental scores. The numbers at the bottom of the panels indicate the mean (SD) values for respective groups.
Between-group P-values are indicated within the figure: (B) baseline; and (mo) month.

(n=11/73, 15%). Figure 5 presents a comparison of outcomes for those who adhered to the
protocol and those who practised minimally.
There were significantly greater improvements
in pain (6 months; Fig. 5A), FIQ (2 months;
Fig. 5B), PSQI (2 and 4 months; Fig. 5C),
physical function (4 and 6 months; Fig. 5D) and
mental function (2 months; Fig. 5E) in the per
protocol group. Within the per protocol group,
53–57% had a d2-point reduction in NRS-PI
scores, 60–82% had a reduction of d8.8 units
in FIQ scores and 55–65% had a drop of d3
units in PSQI scores. Furthermore, 37–43% had
increased SF-36 physical scores of d6.5 and
32–42% had increased SF-36 mental scores of
d7.9 over the 6-month duration of the study.
Adverse events
Two participants experienced adverse events that
were judged to be possibly related to the CFQ
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practice. One participant experienced an increase
in right-sided shoulder pain and another experienced an episode of plantar fasciitis. In both
cases, the patients were able to continue with the
study and the pain settled over time.

Discussion
The current randomized controlled trial demonstrates that CFQ, a particular form of qigong, is a
potentially useful self-care practice for individuals
with fibromyalgia. Improvements in pain, FIQ,
sleep, and physical and mental function were
observed using well-validated measures, and
improvements observed at the end of the training
and committed-practice intervals were maintained
in the longer term at 4 and 6 months. The design
of this trial included two different training cohorts
separated by an interval of 6 months; outcomes in
both groups were similar over time and this
indicates the essential reproducibility of findings
in two different groups with fibromyalgia.
 2012 M. Lynch et al.
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Table 3. Individuals with clinically meaningful improvements: (NRS-PI) numerical rating scale for pain intensity; (FIQ) Fibromyalgia Impact
Questionnaire; (PSQI) Pittsburgh Sleep Quality Index; and (SF-36) 36-Item Short-Form Health Survey
Variable
(A) NRS-PI:†
2 months
4 months
6 months
(B) FIQ:‡
2 months
4 months
6 months
(C) PSQI:§
2 months
4 months
6 months
(D) SF-36 – physical:{
2 months
4 months
6 months
(E) SF-36 – mental:{
2 months
4 months
6 months

Usual care

Combined qigong

P-value*

4/45 (8.9%)
7/44 (15.9%)
8/44 (18.2%)

36/76 (47.4%)
37/73 (50.7%)
28/73 (38.4%)

<0.0001
0.0002
0.02

9/45 (20.0%)
13/44 (29.5%)
15/44 (34.1%)

53/75 (70.7%)
41/73 (56.2%)
41/73 (56.2%)

<0.0001
0.005
0.02

11/45 (24.4%)
10/44 (22.7%)
11/44 (25.0%)

39/76 (51.3%)
35/73 (47.9%)
36/73 (49.3%)

0.004
0.007
0.01

4/45 (8.9%)
5/44 (11.4%)
6/44 (13.6%)

27/76 (35.5%)
24/73 (32.9%)
24/73 (32.9%)

0.001
0.009
0.02

5/45 (11.1%)
6/44 (13.6%)
12/44 (27.3%)

29/76 (38.2%)
22/73 (30.1%)
26/73 (35.6%)

0.001
0.05
0.35

*P-values calculated using the chi-squared test.
†Reduction of d2 points (30%) from baseline (Farrar et al. 2001).
‡Reduction of d8.8 points (14%) from baseline (Bennett et al. 2009).
§Reduction of d3 points considered a treatment response (Buysse et al. 2011).
{Increase of 6.5 points (SF-36 – physical) and 7.9 points (SF-36 – mental) (Wang et al. 2010).

The results of this trial, where improvements
in fibromyalgia symptoms persist in the longer
term for 4–6 months, are generally consistent
with recent controlled trials of qigong (Haak &
Scott 2008) and tai chi (Wang et al. 2010), both
of which are regarded as ‘‘meditative movement’’
(Larkey et al. 2009). Each of the above studies
attended to the need to engage in regular practice
following training, and reported more robust
improvements than earlier trials where practice
was limited (Creamer et al. 2000; Astin et al. 2003;
Mannerkorpi & Arndorw 2004). With these
practices, the issue of how much is required to
see benefit (threshold effect) and to sustain
benefit (produce long-term changes) requires
attention. In the present trial, significant and
sustained benefits were observed in the combined group, even though only 38 of the 73
participants who completed the study (52%)
self-reported practice as per protocol for the
initial 8 weeks. A separate analysis of those who
actually completed per protocol practice (d5 h
per week) indicates a significantly greater
improvement in pain, FIQ, PSQI, and physical
and mental function at certain time intervals
compared to those who engaged in minimal
practice. As with other forms of self-practice,
understanding the factors that determine motiv 2012 M. Lynch et al.

ation for engaging in, and continuing with, selfpractice will be important for elaborating the
potential for these techniques to be of benefit for
those with fibromyalgia.
There is a significant and emerging body of
evidence for the health benefits of qigong and tai
chi in a variety of conditions (Jahnke et al. 2010).
These practices are complex, multi-component
interventions with inherent research challenges
(Wayne & Kaptchuk 2008a, b). Both practices
encompass two broad domains, movement and
mind–body approaches, and these domains can
potentially be considered separately. There is an
extensive literature on exercise in fibromyalgia,
and much of this (75% of studies) emphasizes
aerobic exercise, and combined exercise,
strength, and flexibility activity (Jones & Liptan
2009). Meta-analyses and systematic reviews
indicate that exercise can provide benefit in
fibromyalgia, although there are differences in
the conclusions relating to the intensity of practice needed to observe the benefit (Busch et al.
2007; Brosseau et al. 2008; Häuser et al. 2010). It
is important to recognize that the movement
involved in CFQ, the form of qigong evaluated
in the present study, is loose and gentle, does not
involve aerobic elements, and may be fundamentally different from aerobic exercise. There is also
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Figure 5. Comparison of outcomes in the per protocol practice group and those who practised minimally. The values are
means for those who practised minimally (c3 h per week; n=11) and those who practised as per protocol (d5 h per
week; n=38). The numbers at the bottom of the figure indicate the mean (SD) values. Between-group P-values are
indicated within the figure: (B) baseline; and (mo) month.

a developing literature on mind–body practices,
such as mindfulness-based stress reduction
(MBSR) and meditation for fibromyalgia. Preliminary studies have reported some benefit in
fibromyalgia using these approaches (Grossman
et al. 2007; Sephton et al. 2007; Lush et al. 2009),
but a recent, more extensive controlled trial
reported limited benefit with MBSR (Schmidt et
al. 2011). Comparative trials, in which cohorts of
patients undertake qigong versus exercise or
qigong versus mind–body modalities, will be
required in order to ascertain whether qigong
produces benefits that differ from these other
approaches.
Strengths and limitations of the study
There are several notable features to this study,
including: the recruitment of adequate numbers;
the inclusion of two cohorts (i.e. the immediate
and delayed training groups), which allows for
the assessment of reproducibility between
groups; the use of standardized measures to
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determine outcomes; high follow-up rates for
those who completed training; long-term outcomes to 6 months; and attention to adherence
to protocol with post hoc analysis in relation to the
amount of practice. In addition, there is also a
consideration of those who attain outcomes that
are considered to represent clinically meaningful
changes. There are also limitations. (1) The study
was not blinded. With a complex intervention
involving movement and mind–body elements, it
is not possible to blind trials. Comparisons with
other groups in which specific elements are
engaged are possible, and this may be the most
pragmatic approach for elaborating the therapeutic potential of qigong for fibromyalgia. (2) The
control group was a wait-list group that underwent usual care. As such, they did not receive
attention or engage in movement as the intervention group did, and these elements may have
contributed to the outcomes. Clinical practice
includes many non-specific elements that can
contribute to the overall efficacy of a treatment.
 2012 M. Lynch et al.
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With a complex health condition, where symptoms persist despite previous treatment regimes,
the most relevant consideration may be the
number of patients who attain clinically meaningful reductions in symptoms. Within this study,
significant numbers of those who completed
CFQ training and practice attained benchmarks,
both when compared to the wait-list group and
when considered in absolute terms for the per
protocol group. (3) This study evaluated the
efficacy of qigong in those who completed the
study. The main study question was the efficacy
of CFQ for fibromyalgia over 6 months when
practised diligently for 8 weeks. A total of 81%
of both groups who undertook training completed the 6-month study, and this is a respectable rate of completion given practice
requirements. The post hoc analysis in relation to
the extent of practice indicated that less benefit
was derived with minimal practice, so if one
included those who did not complete the practice in the analysis, a reduced effect would be
observed. It is not possible to evaluate the effect
of a technique if it is not implemented, and other
forms of analysis will not address the essential
study question. (4) This study examined one
particular form of qigong and the generalizability
of the results is not known. Chaoyi Fanhuan
Qigong was elaborated and introduced into
North America in the 1990s (Yap & Hiew 2009).
There are many forms of qigong, with references
to hundreds of different forms, as well as considerations of common elements (Dorcas &
Yung 2003; Larkey et al. 2009; Jahnke et al. 2010).
A study conducted in Sweden using a different
form of qigong has reported sustained beneficial
effects in fibromyalgia (Haak & Scott 2008), and
there are case reports from the United States of
benefits in fibromyalgia with external qigong
(Chen et al. 2006); these observations support the
involvement of common elements. Given the
multiplicity of forms and their geographic representations, research into the medical potential of
qigong will need to attend both to common elements, as well as to exploring whether particular
forms of qigong are more effective than others.

Conclusion
The findings reported in this study indicate that
self-practice of CFQ, a particular form of qigong,
 2012 M. Lynch et al.

leads to long-term beneficial effects in fibromyalgia in several domains and may be a useful
adjunct in the management of fibromyalgia. Further study of the potential health benefits of this
modality is warranted.
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Abstract
The physical nature of the acupuncture meridian system is currently the subject of enquiry. The
original structural descriptions of the meridian system contained in the Huangdi Neijing, the
ancient Chinese medical text also known as the Yellow Emperor’s Canon of Internal Medicine, are
detailed and specific. The Huangdi Neijing states that dissection was used as a tool for
investigating the anatomy of the human body. If dissection formed part of the basis for the
anatomical essays in the original text, then it should still be possible to use it to find the same
physical structures today. The words used in the Huangdi Neijing to describe meridians
repeatedly contain the character for silk. This occurs in Jing Luo, the character for the meridian
network, and in Jing Mai, the character for an individual channel. The fascia of the body
resembles silk in appearance. It pervades the body, wrapping around every structure, and either
separating or connecting these body parts. An obvious question arises, was the character for silk
chosen to describe meridians because this was what was observed during dissections performed
by the authors of the Huangdi Neijing? If this hypothesis holds true, then the Chinese characters
that were originally used to describe the meridian network could literally describe the nature of
the physical substrate for acupuncture – the silk-like fascial tissue of the body.
Keywords: acupuncture, anatomy, dissection, fascia, Huangdi Neijing.

Introduction
Over the past 20 years, there has been much
debate about the physical nature of acupuncture
meridians. Theories about the physical substrate
for these meridians variously involve the nervous
system, the connective tissue and the lymphatic
system, and invoke physiological hypotheses of
changes to the electrical properties of tissue or
alterations to the calcium flux across cell membranes in interstitial fluid. At present, there is no
consensus on how these physical structures and
physiological processes might interconnect to
explain changes in the health of patients receiving acupuncture.
Correspondence and present address: Vivien Shaw BA
DipAc MBAcC, 155 Campbell Road, Oxford OX4
3NX, UK (email: vivien@acupuncture-ecohouse.co.uk).
 2013 Acupuncture Association of Chartered Physiotherapists

In the Huangdi Neijing, the seminal ancient
Chinese medical text also known as the Yellow
Emperor’s Canon of Internal Medicine (Wu & Wu
1997), it is stated that the anatomy of the
meridian system, the Jing Luo, was elucidated by
the use of dissection, Jie Pou. The choice of the
word ‘‘dissection’’ implies that the meridian network has a physical structure that can be seen
with the naked eye.
The present paper analyses the etymology of
the language originally used to describe the Jing
Luo, and examines contemporary dissections of
the human body in the light of this language and
the relevance that it may have for current
research. The relevant Chinese words and corresponding Chinese characters, along with English
translations, are listed in Table 1 in the order that
these appear in the text.
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Table 1. Chinese words, corresponding Chinese characters and English translations

Acupuncture meridians
The meridian network or Jing Luo is considered
to be the anatomical basis for acupuncture. It is
conceived as a series of pathways through which
vital energy, Qi, and blood, Xue, flow. Within it,
there are holes or acupoints, Xue, and the
insertion of a fine needle into these can regulate
the Qi. Jing Luo pathways are described in the
Huangdi Neijing, a compilation of essays written
between c. 400 and 200 BCE. The text follows
the literary convention of the time by taking the
form of conversations between the Yellow
Emperor and his chief physicians. It is the
original textbook according to which acupuncture has been practised for the past 2500 years.
The Huangdi Neijing is divided into two sections:
the first part is called ‘‘Basic Questions’’ (Su
Wen) and the second is known as the ‘‘Spiritual
Pivot’’ (Ling Shu). Most of the present paper will
focus on the Ling Shu, and Scroll 1, Chapter 1,
and Scroll 3, Chapters 10 and 12, in particular.
In Scroll 1, Chapter 1, of the Ling Shu (Wu
2004, pp. 493–501), the Yellow Emperor states
his intentions for this acupuncture textbook:
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‘‘I have compassion for the people [. . .] they
fall ill constantly. I want to treat them with a
fine needle inserting into the skin instead of
giving them any medicine or applying any
stone needle for to dredge the channel, adjust
the energy and blood, promote the circulation
of the blood, causing the agreeable and
adverse conditions of the channel and the
coming and going of the energy and blood to
be complementary with each other. [. . .]
Therefore it is necessary to draw up a statute
for acupuncture, to facilitate its application
and make it unlikely to be forgotten, so that
the acupuncture method may not be obliterated and lost.’’ (Wu 2004, p. 493)
This quote illustrates the author’s belief that
acupuncture is a superior form of medicine to all
others because it is sophisticated, effective and
without adverse effects, and so needs to be
preserved for posterity.
The Huangdi Neijing gathers together essays on
acupuncture theory and practice written by many
authors over a period of approximately 200
years, and was intended to be the definitive
 2013 Acupuncture Association of Chartered Physiotherapists

V. Shaw & C. Aland
textbook on acupuncture. Since its contents were
written by the most learned philosophers, doctors, scientists and scholars of the time, a reasonable assumption would be that each word and
every sentence was the result of much careful
thought. The development of a common Chinese script was a key factor in the unification of
a country that had many different languages. In
writing the Huangdi Neijing, a careful choice of
language would be crucial because the written
word formed a cornerstone for the country to
function as a whole.
The Chinese medical theory of acupuncture is
one part of a general cosmological theory of how
the macrocosm of the natural order works, and
in this case, it is applied to the microcosm of the
human body. The same theory applies equally to
society and the state, and within acupuncture
theory, the analogy of the state is used to
describe the relationships between organs; for
example, the heart is the Emperor and the liver is
the general. For this reason, the boundaries
between science, medicine, philosophy and
scholarship were not well defined as these are in
our time and culture, and the cross-fertilization
of ideas between disciplines was normal.

Etymology of anatomical
descriptions
The anatomical descriptions of the meridian
network in the Huangdi Neijing are likely to have
been chosen with deliberation. The Shuo Wen Jie
Zi or Explanation of Simple Graphs and Complex
Characters, the earliest extant dictionary of the
Chinese language, was written c. 58–147 CE.
There are many different dialects and languages
in China, some of which also have their own
script, but the Chinese script remains the same
across the country, facilitating mutual intelligibility regardless of distance and dialect. Through
looking at this dictionary, it is possible to trace
the etymology and history of particular words,
and the Shuo Wen Jie Zi contains many of the
medical terms written in the Huangdi Neijing,
such as Jing and Mai, which are still in active use
today. The careful choice of the words in the
Huangdi Neijing has much in common with the
aim of modern anatomical terminology. Contemporary anatomical nomenclature is chosen to
allow precise descriptions of the structures in the
 2013 Acupuncture Association of Chartered Physiotherapists

body and their spatial relationships. The function
of the structure is also often described in its
name. The choice of anatomical words can be
the subject of much debate by the International
Anatomical Nomenclature Committee before
new nomenclature is decided upon and allowed
into common use (IANC 1989).
One example of the similarities between the
Western and Eastern approaches is the word for
the covering of the heart. Pericardium is a
Latinized version of the Greek word perikardion.
This is derived from peri (‘‘around, about’’) and
kardia (‘‘heart’’). Put together, the two words
mean ‘‘membrane around the heart’’. This
describes both the structure of the pericardium
as an enveloping material, and the spatial relationship between the pericardium and the heart,
where the heart is that which is enveloped. The
function of the pericardium, i.e. to contain/
anchor and enclose the heart, is implicit in the
naming. This function of containment is very
important. If the pericardium were not present,
the heart would move excessively with each beat
and damage surrounding structures. The enveloping pericardium maintains the position of the
heart, protects surrounding structures, and provides a layer of lubrication between it and the
heart, facilitating the primary function of this
organ.
The Chinese word for pericardium is Xin Bao.
This has two parts, Xin (‘‘heart’’) and Bao
(‘‘envelop’’). Put together, it means ‘‘that which
envelops the heart’’. This initial interpretation is
similar in meaning to pericardium. However,
Chinese script is very different from Roman
writing. English or Roman script is formed from
letters that represent the sound of a word when
these are read aloud. There is no direct relationship between the shape of the letter and the
sound that they represent. The same letter will
occur in multiple words, and sometimes multiple
times within the same word, but each occurrence
is divorced from any meaning other than the
phonetic sound. If the correct letters are present,
or even if letters that together produce a phonetically similar sounding word are present,
meaning can be deduced both aurally and visually. However, if a mistake is made using letters
such that these will not produce a recognizable
pronunciation, then the meaning is lost. If the
arrangement of letters in a word is unfamiliar,
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even if it can be pronounced as written, meaning
cannot be deduced simply from the letters or
their arrangement.
If a word can be recognized from its sound,
then what the text is referring to will be understood. If a mistake is made in reading the correct
pronunciation of a word, then the text will be
meaningless to the reader. If a word is unfamiliar, even if it has been pronounced correctly, it
will still be meaningless. When reading silently to
oneself in English, there is still an internal
dialogue of sound.
Conversely, Chinese script is written using
characters or graphs. Single characters are stylized representations that can be pictographs
representing things, or ideographs describing
concepts and ideas, and these can combine with
other characters to give complex meanings. The
characters may also have a phonetic component
that guides pronunciation. The phonetic component may add to the meaning or may simply give
information on sound. The characters of Chinese
script have the added dimension of being depictions of the object as well as sharing a phonetic
component with the letters of Roman script.
As described above, pericardium in Chinese is
Xin Bao, a combination of the characters Xin,
which is a stylized drawing of the heart and its
different chambers, and Bao, which is a stylized
drawing of a child (the small square in the
centre) enclosed in the womb (the structure
around the child) (Wiseman & Zhang 2003).
This implies that Xin Bao is not just describing
an organ contained within an envelope, but that
something very precious is contained within
another thing that keeps it safe and nurtures it
(the heart enveloped in its wrapping as safely and
carefully as a baby in the womb), an implication/
interpretation that is missing from the word
pericardium.
In Chinese medicine, the heart is identified as
the seat of consciousness and is considered to be
the place where the spirit resides. It is regarded
as the physical, emotional and spiritual centre of
the body, and is described as the ‘‘Emperor’’ of
the organs. The cultural importance or preciousness of this organ is reflected by the choice of
the ‘‘child in a womb’’ pictograph that denotes
the wrapping part of the pericardium. Another,
more literal, translation of the Chinese word for
pericardium would be ‘‘heart protector’’, which
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exemplifies more of the functions that this structure is regarded to have than a simple translation
of pericardium would, since the latter only
implies the spatial relation of the heart to the
surrounding tissue. Xin Bao gives the reader
information not only on the physical level, but
also in terms of mind and spirit. In a clinical
setting, acupoints on the Pericardium (PC) channel are often used to help people overcome the
effects of shock and emotional disturbance. The
different layers of meaning contained within the
character Xin Bao offer the physician additional
knowledge. This valuable information enables
the acupuncturist to select points on this channel, such as Nei Guan (‘‘Inner Pass’’, PC6), to
‘‘[r]egulate the heart and calm the spirit’’, or Da
Ling (‘‘Great Mound’’, PC7), to ‘‘[c]lear heat
from the heart and calm the spirit.’’ (Deadman et
al. 1998, pp. 365–385).
If analysed in same way, the etymology of Jing
Luo (Yellowbridge online etymological Chinese
dictionary;
http://www.yellowbridge.com/),
usually translated as ‘‘meridian network’’, contains a wealth of meaning. Jing consists of two
characters: Su, ‘‘silk’’; and Jing, which means,
variously, underground watercourse, warp of
fabric or loom, canon, classic, or seminal text.
Jing is also the phonetic component and gives
the sound of the word. Likewise, Luo consists of
two characters, Su and Ge. Su is again the
character for silk, and in this character, Ge gives
the phonetic pronunciation only and plays no
part in the meaning of the word. Taken as a
whole word, Luo means a network when used as
a noun, and denotes ‘‘to net’’ when employed as
a verb (Wiseman & Zhang 2003). Su, the
character reiterated in both Jing and Luo, originally meant unreeled silk or stringy fibre. Sericulture or silk production can be dated back to c.
2700 BCE from written records. There is
archaeological evidence in the form of engravings on bronze vessels of silkworm cultivation
dating back to c. 5000 BCE. Silk production was
of enormous importance to China, and anyone
moving in academic circles would have been
familiar with the texture of woven silk and might
well have seen raw silk fibres being spun from a
cocoon. If the physicians contemporary with the
Ling Shu section of the Huangdi Neijing used
these specific words to describe a body structure
with the same precision as they characterized the
 2013 Acupuncture Association of Chartered Physiotherapists
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Figure 1. Thin strands of fascial tissue from the fascia
lata of the lower limb.

pericardium, then the phrase Jing Luo could
literally mean a silk-like net/network, fabric or
underground watercourse within the body. This
is in contrast with the current less-precise and
less-descriptive definition ‘‘meridian network’’.
However, it can be argued that the various
meanings can be reconciled by direct observation
of the anatomy of the meridian network in the
human body.

Figure 2. Gossamer-thin fascial tissue over the dorsum
of the foot.

82-year-old man who had no history of connective tissue disorders. He was embalmed using the
‘‘soft mix’’ embalming method. This method of
embalming, unlike ‘‘traditional medical school’’
embalming, maintains the flexibility of the joints
and the texture of the tissue in a cadaver.
The Chinese word Jie Pou translates into
English as dissection or autopsy. The character is

Contemporary dissection
The human body contains a structure that
resembles silk. This is a form of connective
tissue primarily consisting of collagen fibres that
is referred to as fascia when arranged in certain
ways. Silk is biologically compatible with the
body, and although there is no direct archaeological evidence, it is reasonable to assume that
any suturing would have been done using silk,
and that the compatibility of silk fibres with the
human body may well have been known to
ancient Chinese physicians. Fascia appears in a
multiplicity of forms: as stringy fibres, as translucent sheets, as fibres arranged in rows and as
sheets with fibres oriented in different directions.
Depending on its function, it can vary in quality
from loose and delicate to tight and tough. It
encircles neurovascular bundles, and separates
and defines structures while also connecting
them one to the other. The fascia can be viewed
as a single interconnected structure that pervades
the whole body, providing continuity between
the skin, muscles, bones and organs.
Figures 1–4 show the use of dissection to
demonstrate different aspects of fascial tissue
within the human body. These examples are all
taken from the lower limb of the cadaver of an
 2013 Acupuncture Association of Chartered Physiotherapists

Figure 3. Fascial fibres over the tibialis anterior muscle
with clear strands like the warp and weft of fabric.

Figure 4. Fascia on the lower limb showing fibres
oriented in different directions.
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Figure 5. Neurovascular bundle with the fascial sheath dissected in the centre to show: (A) the tibialis anterior artery;
(B) the venae comitante; (C) the nerve with (D) the fascial sheath still covering the bundle on the right; and (E) fascial
tissue connecting the neurovascular bundle to the fascia lata.

used almost exclusively in this sense. It is also
part of the compound characters for dissector
(Jiepouzhe), scalpel (Jiepoudao) and human
anatomy (Jiepouxue, which can be literally translated as ‘‘dissection-ology’’). The etymological
root of the character Jie means ‘‘to divide,
separate, explain, understand, a solution’’, while
Pou denotes ‘‘to cut open or analyse’’. The
imagery in these characters is that of explaining
by cutting open and analysing: ‘‘I cut open in
order to understand.’’ The English word autopsy
has a similar etymological root meaning ‘‘a seeing
with one’s own eyes’’. The purpose of using
dissection to study the human body today is still
the same. It enables the viewer to make sense of
the whole by studying in detail the individual
parts and their relationships with each other.
This concept is succinctly conveyed in Chinese
in two characters. If the ancient Chinese writing
the essays in Scroll 3, Chapter 12, of the Ling
Shu were indeed using dissection, then they
would have been looking at the same structures
that we are examining at now. The text describing dissection in this part of the Ling Shu
reads:
‘‘[T]he body of a grown-up man has the skin,
muscle and channel. To a living man, one can
inspect him by touching, to a dead body, one
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can examine it carefully by dissection (Jie
Pou).’’ (Wu 2004, p. 578)
Jing Mai is the word for an individual channel or
blood vessel, whereas Jing Luo refers to the
whole meridian system. The character for Jing,
meaning silk and warp/underground watercourse, is the same as that used in Jing Luo. The
character for Mai is composed of the character
used to denote flesh (Roux) in a complex
character (it means moon on its own) on the left
and tributaries joining a main river on the right.
The pictograph for tributaries flowing into a
main river on the right does not exist on its own.
This word is translated as ‘‘blood vessels’’.
By following the same process of etymological
analysis combined with dissection to explore
what this word might be referring to, Jing Mai
indicates a physical structure resembling watercourses that flow like small streams into larger
rivers and are connected with silk-like tissue. The
obvious interpretation is that this represents
arteries and veins since blood vessels commonly
travel with nerves as part of neurovascular bundles contained within a sheath that is made of the
silk-like fascial tissue. The sheath encloses each
individual structure, and binds these together
while also protecting them. The fascial sheath
can be seen to delineate a common pathway for
 2013 Acupuncture Association of Chartered Physiotherapists
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all of the structures that traverse the length and
breadth of the body (Fig. 5).

Conclusion
The question remains, are the characters originally chosen for the key ideas in the present
acupuncture theory, i.e. Jing Luo and Jing Mai,
words chosen to communicate the nature of the
meridian system throughout China and throughout time, intended as literal descriptions of what
the authors of the texts in Scroll 3, Chapter 12,
of the Ling Shu observed?
There is a fundamental philosophical difference between the holistic, interconnected and
integrated approach of acupuncture, which aims
to understand and treat a person by looking at
the physical interconnectedness of the body, and
the reductionist approach of modern medical
science. In a sense, the latter aims to continue
the process of dissection by dividing the body
into smaller and smaller parts, and seeks to
achieve understanding by finding generalizable
knowledge in ever-increasing detail. If the above
arguments about the primacy of fascia are correct, this difference may be exemplified by the
view of acupuncture and the Ling Shu that the
fascia (Jing Luo) binds and connects the structures and functions of the body. Conversely,
most modern anatomical texts and approaches to
studying the human body remove or downplay
the biological roles of the fascia in order to focus
on the underlying structures. However, without
the binding of the fascia, these underlying structures are reduced into discrete entities. Interestingly, there has been a recent resurgence of
interest in the fascia within anatomical research.
The resemblance that the fascia bears to silk is
striking. The prevalence of the character for silk
in the original acupuncture nomenclature for
meridians is equally striking. Modern research
shows that an acupuncture needle interacts with
the body by mechanically coupling with the fascia
despite ongoing arguments as to its ultimate
mechanism (Langevin & Yandow 2002; Langevin
et al. 2011). Perhaps this is not a coincidence.
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Abstract
A large number of patients suffer from ongoing musculoskeletal pain, and a significant
proportion of this population report that they find acupuncture helpful. However, this form of
treatment can make demands on the UK National Health Service (NHS) that are often difficult
to satisfy. Therefore, group acupuncture sessions were introduced in an NHS physiotherapy
department in order to provide a maintenance therapy service for this population. The service
was evaluated using a patient questionnaire and the feedback received was very encouraging.
Respondents reported benefits not only in terms of pain relief, but also with regard to peer
support. In the future, this type of group treatment could also be offered to patients with other
chronic problems such as rheumatoid arthritis and fibromyalgia.
Keywords: chronic pain, coping strategies, group acupuncture, patient questionnaire, service
evaluation.

Introduction
Chronic widespread pain affects approximately
one in five adults in Europe (Croft et al. 1993;
Breivik et al. 2006). Acupuncture has been shown
to help people manage a variety of types of
chronic pain (Carlsson & Sjölund 2001; Thomas
et al. 2006; Haake et al. 2007; Mavrommatis et al.
2012). Some physiotherapy services are based in
areas of significant economic deprivation and see
higher numbers of patients with chronic widespread pain. Such services faces constant challenges, such as the need to treat more patients
and the pressure to accomplish more with less in
the present restrictive financial climate. One of
the greatest of these challenges is to make better
use of the clinician’s time since it is accepted that
this represents the most expensive part of a
Correspondence: Colin Waldock, Physiotherapy Department, c/o Medway Maritime Hospital, Windmill Road,
Gillingham, Kent ME7 5NY, UK (e-mail:
colinwaldock22@gmail.com).
 2013 Acupuncture Association of Chartered Physiotherapists

treatment. For example, Band 6–8a physiotherapists incur costs of at least £20 per hour
(NHS 2012).
Phillips et al. (2004) described the use of
acupuncture in group settings, and presented
evidence that the provision of this form of
treatment can provide symptom relief. It has
been proposed that treating patients in a group
has many benefits for both the UK National
Health Service (NHS) and the individuals undergoing needling, one of which is the maintenance
of benefits over the long term (Mutrie et al.
2012).
The present author’s physiotherapy team
sought the views of patients with chronic pain
who were receiving acupuncture treatment.
The concept appeared to be popular with the
majority of patients, and consequently, in
September 2010, a group acupuncture session
was introduced in the Musculoskeletal Physiotherapy Department of Medway Community
Healthcare, Gillingham, Kent, UK, for those
who met the inclusion criteria.
83

Evaluation of a group acupuncture service

Subjects and methods
The inclusion criteria were that the patients
should have:
+ previously reported a positive response to
acupuncture;
+ shown evidence of chronic widespread pain;
+ had continual pain for more than 3 months;
and
+ a requirement for maintenance therapy.
In order to maximize patient safety, the group
was run by a physiotherapist who was experienced in the use of acupuncture. The participants
were treated in a semi-recumbent position in
half-lying and were in visual contact with the
physiotherapist at all times. In such situations,
clinicians should have a heightened awareness of
patient responses to needling, and take into
account the fact that patients who react strongly
to treatment often report sensations of lightheadedness and/or increased discomfort after
treatment (White et al. 2001). The participants in
the sessions were in control of the duration of
their treatments and the physiotherapist regularly
checked on patients to assess their comfort
status. While each treatment was individually
tailored, the average treatment time was approximately 10–15 min.
The team chose to focus on the use of distal
acupuncture points, predominantly the ‘‘Four
Gates’’, i.e. Large Intestine 4 (Hegu) and Liver 3
(Tai Chong). This ensured ease of application
across the group, and is a needle prescription
that has found to be of value in the treatment of
patients with chronic pain. The use of distal
points such as the Four Gates was supported by
Bradnam-Roberts (2007) in her paper reviewing
the use of acupuncture within Western physiological models. Maciocia (1989) described the
use of the Four Gates as being of value in easing
pain and calming the mind. Disposable acupuncture needles (0.213 mm; Scarboroughs Ltd,
Crewkerne, Somerset, UK) were used with guide
tubes. The needles were not manipulated, and
the depth of insertion was between 5 and
10 mm.
The team also decided that participants would
not necessarily be required to receive treatment
for 30 min or more with high-intensity stimulation. This was primarily for pragmatic reasons,
including time availability, and was based on
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experiential evidence from patients who had
previously received treatment within the department. The decision was also supported by
authors such as MacPherson et al. (2008), who
described the similarities in functional magnetic
resonance imaging scans of individuals who had
received superficial needling and those who had
undergone deep needling. Recent research also
shows a plethora of evidence suggesting that
verum acupuncture does not appear to have a
significantly superior outcome to so-called sham
approaches, which often involve superficial needling (Haake et al. 2007). It is the present
author’s belief that evidence requires the inclusion of both empirical and experiential views in
order to match research outcomes to the needs
of patient populations (Schön 1991), and that
the evidence base includes propositional knowledge, professional craft knowledge and personal
knowledge (Higgs & Titchen 1995). In other
words, it is important to incorporate evidence
from more than just systematic reviews or
double-blind randomized controlled trials
(RCTs) in the determination of what is to be
viewed as best practice. This is not intended to
demean the evidence presented by RCTs, but
rather, it is meant to supplement it.
On reviewing the current classes run by the
department, it became clear that the patients’
preference was for the open class model. This
allowed participants to attend at any time
between 1700 and 1800 h. This period was
chosen because it is a quiet time for the department, allowing up to seven plinths at a time to be
utilized by patients without interfering with the
normal activity levels within the clinic.
When the group was initially set up, it attracted
approximately 10 patients to each session. This
number increased over the next 6 months until,
at the time of writing, it had almost doubled.
Nineteen people now attend and there is a
possibility that even more will participate in
future: the team are currently seeing over 20
regular patients each week and the numbers can
occasionally be as high as 28.
The team believed that it was appropriate to
ask the group for their opinions in order to help
evaluate the success or otherwise of this innovation, and therefore, group attendees were given
the opportunity to offer feedback via a questionnaire. The NHS clinical governance policy
 2013 Acupuncture Association of Chartered Physiotherapists
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Results
Questionnaires were distributed to all the patients
during class attendance with a concurrent 100%
return rate. The feedback from patients attending
the class helped to highlight the benefits, problems and outcomes from the class.
Question 1 asked, ‘‘Can you give your overall
views on the concept of an acupuncture class?’’
This elicited a variety of positive responses,
including:
+ ‘‘ideal as no fixed appt.’’;
+ ‘‘So much better than 1:1, this way more
people benefit in same time’’;
+ ‘‘[. . .] makes acupuncture available to everyone’’;
+ ‘‘[. . .] a brilliant thing’’;
+ ‘‘[. . .] invaluable [. . .]’’;
+ ‘‘[. . .] stunning [. . .]’’; and
+ ‘‘a resource [. . .] available to many clients’’.
The second question was, ‘‘What do you find
most valuable about the class?’’ which also generated a range of encouraging comments:
+ ‘‘Pain relief [. . .] I don’t know what I’d do
without this class’’;
+ ‘‘pain relief and feeling that I am not
isolated’’;
+ ‘‘I see other people in the same position and
can talk to them or the practitioner’’;
+ ‘‘that I can have ongoing acupuncture’’;
+ ‘‘Reducing pain, reducing medication’’;
+ ‘‘time helps me stay at work’’; and
+ ‘‘the open time of a 1 hour session’’.
In contrast, question 3 asked, ‘‘What do you find
unhelpful about the class?’’ Although most of
the responses given simply stated, ‘‘Nothing’’,
two issues were raised, ‘‘Parking’’ and ‘‘Perhaps a
class could be offered at 8am as well’’.
The fourth question asked, ‘‘In your opinion,
what would you change within the current set
up?’’ The responses included:
+ ‘‘[. . .] to meet up with others in group after’’;
+ ‘‘longer treatment time [. . .]’’;
 2013 Acupuncture Association of Chartered Physiotherapists
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Figure 1. Percentage improvement in pain (n=19).

+ ‘‘make this service available to more people –
inform GPs [general practitioners] about it’’;
and
+ ‘‘Make available for 2nd time a week or make
available at other venues as well.’’
Question 5 was, ‘‘Would you be willing to pay a
small fee to attend?’’, which elicited a 100% positive response, although with some qualifications,
such as:
+ ‘‘worried as a pensioner that cost may rise’’;
+ ‘‘[. . .] wouldn’t want to see it priced out of
reason’’;
+ ‘‘I struggle to meet ends at the moment’’; and
+ ‘‘yes, but as a taxpayer [. . .] this should be
provided on [the] NHS’’.
The sixth question asked, ‘‘On a score out of
100, how much has attendance helped with the
amount of pain that you normally suffer?’’ The
team were expecting a score of about 30 here
because of the fact that the patients who attend
the group are commonly suffering from longterm complex pain problems. However, the
responses given cited a range of scores between
50% and 95% (average score=76%), suggesting
that attendance is significantly easing the intensity of the pain that the participants suffer
(Fig. 1).
Question 7 asked, ‘‘On a score out of 100, how
much has attendance helped with your ability to
cope with the pain?’’ This was intended to probe
the effect of acupuncture on the participants’
well-being and their ability to cope with daily life
while suffering from chronic pain. Once again,
the replies were very encouraging with the respondents citing an improvement in their ability
to cope with pain of between 60% and 100%.
The mean score for the group was 80% (Fig. 2).
The eighth and final question was, ‘‘Would
you recommend this service to a friend?’’ This
also elicited a 100% positive response, and
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Figure 2. Percentage improvement in coping (n=19).

additional comments included:
+ ‘‘most definitely – thank you’’;
+ ‘‘[. . .] already have’’; and
+ ‘‘[. . .] I recommend this to everyone’’.

Discussion
The feedback received from patients attending
the group acupuncture sessions was very encouraging. First, the participants were experiencing
significant relief from their pain, and for some,
this has led to a reduction in their reliance on
pain medication. The patients appreciated the
support that they received from other participants in the group and the realization that
they were not the only ones with chronic pain
(Griffiths et al. 2009). There have also been
important social benefits for these patients, who
have developed friendships that have proved to
be long-lasting. Isolation has been reported as
being a factor of living with chronic pain
(Løyland et al. 2010), and therefore, the development of long-term relationships outside the
group is encouraging because this suggests that
these benefits could be enduring.
The participants in this survey would have
liked to have seen more classes of this type. They
liked the concept of having an open appointment, thus giving them ownership of when they
attended within the parameters of the group, and
they appeared to be happy with the set-up. Since
this was a new service, it is important that it
should continue to be developed and improved
on the basis of feedback from the service users.
The class has been easy to run during a period of
relative quiet in the department; however, finding times such as this elsewhere during the week
is challenging. It has proved possible to increase
the length of the class by 30 min, which now
runs from 1630 to 1800 h. The provision of
group acupuncture using point prescriptions
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such as the Four Gates could also be attached to
exercise classes like those currently provided for
patients with rheumatoid arthritis or fibromyalgia. This has now been accomplished within the
present author’s department with some success.
Interestingly, both of these groups are also
drop-in classes.
It is encouraging that the findings from this
service evaluation appear to echo those recently
published in Acupuncture in Medicine by Asprey
et al. (2012) and White et al. (2012), who showed
both the cost-effective benefits of group acupuncture sessions and the acceptability of such
treatments to patients. Both of these studies
focused on groups set up for a condition-specific
group, whereas the group discussed in the present paper was heterogeneous with regard conditions, the common factor being chronic pain.
Further evaluation of offering acupuncture in
group settings is indicated in view of its acceptability to patients, its value-for-money use of
physiotherapy time and the ability to offer
patients long-term supportive treatment.

Conclusions
Further work is needed in this area, including
well-designed research projects aimed at determining the most efficient and cost-effective
methods of integrating approaches within
physiotherapy in order to produce a rehabilitation programme that is both successful and
popular. Having been associated with the running of this particular group for almost 2 years
now, the present author has been consistently
humbled by the patients whom we treat. Seeing
them in a group pragmatically allows us to keep
participants within the system, thus reducing
their anxieties about being fully discharged, and if
appropriate, they can then be seen for one-to-one
assessments should the need arise. One concern
is that, with the current building pressure to open
up departments for longer times and even
offer 7-day services, it may prove increasingly
difficult to offer services such as this in busy
NHS departments.
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CASE REPORT

Effects of acupuncture on cancer-related
symptoms
H. Poulton
LOROS Hospice, Leicester, UK

Abstract
This case study describes the use of acupuncture, in conjunction with other treatment
modalities, to manage the cancer-related symptoms of a 46-year-old woman with ovarian cancer
who was receiving treatment at a hospice specializing in palliative care. A multidisciplinary
approach was established to control her symptoms and pain. After a full physiotherapy
assessment was carried out, a treatment plan was devised that took into account the patient’s
own goals and capabilities. A 3-week treatment course consisting of nine acupuncture sessions
was also completed in order to manage these symptoms. A visual analogue scale was used to
measure the subject’s pain, and her subjective feedback was used to assess the reductions in her
levels of anxiety, pain and shortness of breath. Acupuncture was used in conjunction with
regular pain medication, and during the second week of acupuncture treatment, this medication
was reduced. The subject stated that she also felt relaxed and peaceful, and her breathing was
better controlled. This case study details the thorough clinical reasoning, based on current
evidence, for why acupuncture was considered, how it works and how it helped to reduce this
patient’s cancer-related symptoms.
Keywords: acupuncture, cancer-related symptoms, hospice, ovarian cancer, palliative care.

Introduction
Ovarian cancer
Ovarian cancer (OC) begins in the ovaries,
which are important organs in the human female
reproductive system (Montz et al. 2005). When
functioning normally, the ovaries produce most
of the female sex steroid hormones (e.g. oestrogen, progesterone and androgens), substances
that control the start of puberty and sexual
development, and regulate the menstrual cycle
(Tortora & Grabowski 1993; Montz et al. 2005).
Ovarian cancer can develop from different components of the ovary (Salani & Bristow 2011).
The most common type is epithelial OC, which
arises from the lining of the ovarian surface
Correspondence: Hannah Poulton, LOROS Hospice,
Groby Road, Leicester LE3 9QE, UK (e-mail:
hannahpoulton@loros.co.uk).
 2013 Acupuncture Association of Chartered Physiotherapists

(Salani & Bristow 2011). Ovarian cancer is now
the fifth most common form of cancer in
females in the UK, and the second most common gynaecological cancer after that of the
uterus (OCA 2013).
Early detection of OC can be difficult because
some women have few or no risk factors for, or
signs or symptoms of the disease (Goff et al.
2004; Friedman et al. 2012). However, the most
common symptoms include: bloating; pelvic or
abdominal pain; trouble with eating; feeling full
quickly; and urinary urgency or frequency (Hamilton et al. 2009; Goff et al. 2011). If these
problems are experienced for more than 3 weeks,
a general practitioner should be consulted, who
will physically examine the patient and then send
her for blood tests. These may be followed by an
ultrasound or magnetic resonance imaging
(MRI) scan (Schwartz & Taylor 1995). If
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required, a laparoscopy or surgery may be
needed if OC is found to be present (OCA
2013).
At present, three main treatments are available,
which can be used in conjunction with one
another: surgery, chemotherapy and radiotherapy
(OCA 2013). The choice of treatment for ovarian cancer is based on the stage of the disease,
which is reflected by the spread of the cancer to
other parts of the body (JHP 2013). During a
surgical procedure, the surgeon will obtain biopsies from various sites in the abdominal cavity,
and depending on the extent of the disease, he or
she will attempt to remove as much of the cancer
as possible (JHP 2013). After surgery, chemotherapy can be given to help destroy any remaining cancer (Herrin & Thigpen 1999; Mutch
2003).
The subject of the present case study was
diagnosed with epithelial OC in 2003. She underwent a total abdominal hysterectomy (TAH) and
a bilateral salpingo-oophorectomy (BSO). In
2005, the cancer returned and she underwent
multiple sessions of combined chemotherapy. In
June 2011, she developed an endobronchial
tumour, and a stent was inserted in October
2011 to help with her shortness of breath (SOB).
In November 2011, the subject attended a hospice for symptom management, intending to
start her next course of chemotherapy in December 2011. However, her pain levels increased and
an MRI scan revealed that the cancer had spread
throughout her lungs, liver, spine and pelvis. The
subject had Stage 4 OC (i.e. the cancer had
spread to other organs) and decided to stay at
the hospice for symptom control. This patient
was brought to the attention of the physiotherapy department because intervention was
required to help with her pain, SOB, anxiety and
nausea.
Since the subject had experienced acupuncture
before and experienced positive results, she was
keen to try this form of treatment again. Therefore, a physiotherapy assessment was carried out
and a treatment plan including the use of acupuncture was devised.
Acupuncture and cancer-related
symptoms
Faily & Oneschuk (2007, p. 1006) stated that,
‘‘Few cancer patients have actually received acu90

puncture treatment for their symptoms, but
many know what acupuncture is and are keen to
try it to help with their symptoms.’’ However,
Filshie & Rubens (2011) later indicated that
acupuncture is increasingly being used for a
multiplicity of symptoms in patients with cancer
and those requiring palliative care. The evidence
base supporting the use of this modality to treat
symptoms such as acute and chronic pain, nausea and vomiting, fatigue, and dyspnoea has been
accumulating over recent years (Dillion & Lucas
1999; Standish et al. 2008; Filshie & Rubens
2011).
Nausea. The present subject was keen to try
acupuncture in order to relieve her nausea. A
trial by Nystrom et al. (2008, p. 27) concluded
that ‘‘acupuncture treatment in cancer patients
can be associated with a significantly reduced
intensity of nausea’’. Even though this was a
prospective, observational study with a small
participation group, it was conducted over a
10-week course, and used the same welldocumented acupuncture point. Pericardium 6
(PC6), which has been extensively reviewed by
the Cochrane Database, and found to be an
effective point in the treatment of nausea and
vomiting (Lee & Fan 2009). However, Ezzo et al.
(2005) conducted a systematic review of acupuncture for chemotherapy (11 trials; 1247
patients). The overall result was that
acupuncture-point stimulation reduced acute
vomiting, but did not have a statistically significant effect on nausea. A second pilot study with
a slightly larger sample size also concluded that,
‘‘Patients appear to benefit from incorporating
acupuncture in the treatment of advanced incurable cancer’’ (Lim et al. 2011, p. 173). However,
this study was unclear on the exact benefits that
the patients received, and the methodology was
of poor quality.
Unfortunately, because of the nature of this
specific client group, a small sample size is likely,
and pilot or observational studies appear to be
the obvious and preferred choices. Many current
studies theorize that further work needs to be
completed in acupuncture, both involving a
larger sample size so that it can be equated to a
wider population, and the use of a more robust
design (randomized and double blind) (Derry et
al. 2006). O’Regan & Filshie (2010, p. 96) also
 2013 Acupuncture Association of Chartered Physiotherapists

H. Poulton
agreed by saying, ‘‘Continuing research using
validated methodology is essential. In the
interim, health professionals should be open to
explore the use of acupuncture with their cancer
patients.’’ Mehling et al. (2007) conducted a large
randomized control trial (RCT), which is considered the gold standard in evaluating the efficiency of clinical interventions (LeLorier et al.
1997), on 138 patients. This study found that
providing massage and acupuncture, in addition
to usual care, resulted in decreased pain amongst
post-operative cancer patients, when compared
with usual care alone.
Fatigue, anxiety and pain. Another RCT incorporating 47 patients by Molassiotis et al. (2007), also
found that acupuncture showed great potential in
the management of cancer related fatigue, but
further theorized that this hypothesis should be
tested with a larger sample size to verify these
results. Dean-Clower et al. (2010) also completed
a pilot study on 32 patients with advanced
ovarian or breast cancer, and noted that patients
reported an immediate improvement of posttreatment anxiety, pain and depression. However, this was a pilot, single-armed, prospective
clinical trial and only a moderate percentage of
participants (65%) completed the whole 8-week
out-patient trial. The results from the trial were
difficult to interpret, and larger controlled trials
need to be conducted using an 8-week outpatient format and utilizing acupuncture for
treating these symptoms. A recent Cochrane
review by Paley et al. (2011a, p. 2) also highlighted that six studies showed acupuncture to be
most effective in controlling pain. However,
these studies ‘‘should be viewed with caution due
to methodological limitations, small samples
sizes, poor reporting and inadequate analysis’’.
Shortness of breath. Jobst et al. (1986) reported that
acupuncture also helped to alleviate breathlessness. They conducted an RCT that included
12 matched pairs of patients with chronic
obstructive pulmonary disease who received
either traditional Chinese medicine (TCM) or
placebo acupuncture. After 3 weeks of treatment,
the TCM acupuncture group showed significantly
greater benefits in terms of subjective scores of
breathlessness and the 6-min walking distance test
compared to the placebo group. Filshie et al.
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(1996) also indicated that a significant reduction
in respiratory rate was sustained for 90 min after
acupuncture in 70% of subjects. However, the
above study only incorporated 20 patients, and
therefore, further research involving larger sample
sizes needs to be conducted. The use of acupuncture in helping to reduce breathlessness was
disproved by Vickers et al. (2005), who conducted
a randomized, placebo-controlled pilot trial
involving 47 patients investigating the use of
acupuncture for SOB in advanced cancer. These
authors found that the acupuncture technique
used in their trial was unlikely to have effects on
SOB that were significantly greater than placebo
acupuncture in patients with advanced cancer.
Conclusions. A growing number of trials of acupuncture for cancer patients are producing positive results. However, these investigations have
involved small sample groups, and the reporting
of the findings has sometimes been poor or
unclear. Nevertheless, the present subject was
keen to try acupuncture, and through thorough
clinical reasoning and a review of the current
literature, the author proceeded with a course of
acupuncture that yielded positive results.

Case report
The present subject was a 53-year-old female
who had been diagnosed with OC in 2003, and
had then had a TAH and a BSO. The cancer
returned in 2005, and she underwent multiple
sessions of chemotherapy and radiotherapy. The
chemotherapy was unsuccessful because the OC
had spread to her liver, spine and pelvis. She was
admitted to the LOROS Hospice, Leicester, UK,
in November 2011 for palliative care and management of her symptoms. The subject was
experiencing decreased mobility, constant pain
(see Fig. 1) and great anxiety.
There was nothing of note in her past medical
history.
She had been prescribed the following drugs:
Oramorph, 20–30 mg pro re nata (PRN); para
cetamol, 1 g PRN; saline and salbutamol nebulizers (PRN); fentanyl patch, 12 mg; prednis
olone, 30 mg (which had been stopped 2 weeks
before the assessment); and lorazepam, 1 mg.
The subject had been married for 20 years and
had one son, who was aged 17 years. She was a
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3

itself, which exacerbated her head and global body
pain.
Easing factors included: acupuncture, which
the subject had had previously and found to be
beneficial; nebulizers for her SOB; and correct
positioning in her chair/bed with pillows.
A physiotherapy examination was conducted
and the results were documented (Table 1).
Realistic goals were set with the subject and a
treatment plan was formulated. She wanted to
maintain as much independence as possible,
control her breathing, maintain muscle strength,
and reduce her pain and anxiety levels. A specifically designed exercise programme incorporating
the use of mobility aids maintained the subject’s
independence. Breathing exercises were included
on the basis that exercises and airway clearance
techniques may increase breathing control and
aid breathlessness (Howell 1990; Barnett 2009).
The subject responded well to the breathing
exercises and basic exercises; however, her pain
levels continued to increase and she became
anxious. Therefore, a course of acupuncture
treatment was commenced to help manage her

3
3

Figure 1. Initial presentation of the subject’s pain: (P1)
pain 1 (global pain); (P2) pain 2 (anxiety and shortness
of breath); and (P3) pain 3 (head pain).

former account manager, and enjoyed reading,
gardening and yoga.
Aggravating factors included minimal exertion,
which increased her SOB and anxiety, and anxiety
Table 1. Results of the physiotherapy examination: (OS) Oxford Scale
Variable

Results

Observation

Frail, cachexia, pale
Shortness of breath at rest
Sitting in chair, looked uncomfortable and anxious

Neurological integrity:
reflexes
biceps jerk
triceps jerk
knee jerk
ankle jerk
myotomes
dermatomes

Normal
Normal
Normal
Normal
Normal
Normal, but global weakness evident throughout (OS=4/5)
Pins and needles throughout knee to toes bilaterally (L4/L5/S1)
Global pain (sharp, intense, intermittent)

Chest auscultation

Wheeze noted throughout
Decreased air entry bibasally
Apical breathing evident
Short, quick breaths taken when talking

Active range of movement

Full active range of movement
All movements slow and increased effort noted by patient

Main concerns of patient

Death and dying
Shortness of breath and being anxious
Being in pain and suffering nausea
Headaches
Son and husband

Patient’s religious beliefs

Roman Catholic (faith very important her)
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pain and anxiety, in accordance with clinical
guidelines for patients with cancer (Filshie &
Hester 2006). Fulder (1996) also endorsed acupuncture for pain relief by stating that the failure
of pharmacological means alone to control pain
has led many to use non-drug treatments including acupuncture.
Global pain was one of the subject’s main
concerns, and research into the physiological
effects of acupuncture has shown that it can help
to alleviate pain by causing changes in the
endogenous opioid peptide mechanism that contribute to the cumulative analgesic effects of
acupuncture (Clement-Jones et al. 1980). Stimulation of afferent A-fibres by acupuncture activates the arcuate nucleus in the hypothalamus,
resulting in the release of -endorphins (Han
2004).
With this in mind, a 3-week course of acupuncture was begun. The subject was also given
an acupuncture booklet and her informed consent was obtained. All treatments were recorded
in a newly designed acupuncture treatment chart
(for results, see Table 2), which the author
designed to capture all relevant data and clearly
document points used. SEIRIN D-Type needles
(SEIRIN-America, Weymouth, MA, USA) were
always used. These needles are 0.25 mm in diameter and 15 mm in length.
Filshie & Thompson (2005) stated that cancer
patients with advanced disease need multiple
treatments, two to eight weekly in general pain
control. Following this guideline, the present
author aimed to treat the subject at least three
times a week. The author established a baseline
of the subject’s pain by using a visual analogue
scale (VAS) before and after treatment. The
VAS is the simplest and the most reliable scale
for pain measurement before and after physiotherapy treatment (Childs et al. 2005). The subject’s subjective response to the treatment (i.e.
the outcome measure) was also recorded since it
is possible that the interaction between the
heightened psychological state and the perceived
physiological changes helps to produce a positive
clinical response (Mao et al. 2007). The Borg
Rating of Perceived Exertion Scale (BRPES;
Table 3) was also used to record the subject’s
perception of how her dyspnoea felt before and
after treatment (Singh et al. 1992; van der Molen
1995).
 2013 Acupuncture Association of Chartered Physiotherapists

Treatment 1
In the first treatment session, the subject
reported that her pain was 9/10 on the VAS,
with SOB and nausea both major concerns. Her
BRPES score was 4 at rest, and therefore, PC6
was used bilaterally. The present author used a
paper by Jarmey & Bouratinos (2008) as a
reference for the correct needle depth and direction of needling. As previously stated, research
has validated the use of PC6 to reduce nausea
and vomiting, dyspnoea, headaches, abdominal
pain, general pain, and anxiety (Norris 2005;
Hecker et al. 2008; Jarmey & Bouratinos 2008).
The efficacy of acupuncture may vary for
different pain types, and therefore, the diagnosis
of the predominant pain mechanism should
underpin treatment decisions and the determination of a prognosis (Lundeberg & Ekholm
2001). Since the present author was treating a
complex pain pattern of nociceptive pain by
activating somatic nervous and spinal system
mechanisms, selecting the correct acupuncture
point was paramount. A 15-min session was
initially utilized to ensure that there were no
adverse reactions to treatment, and PC6 was
chosen to alleviate the subject’s nausea. Breathing exercises and relaxation techniques were
incorporated into the treatment, and following
treatment, the subject was visibly less short of
breath at rest and appeared relaxed. This was
verified by the subject herself, who believed that
her nausea had decreased and that her pain levels
had also reduced. Her VAS and BRPES scores
were 7/10 and 2, respectively.
Treatment 2
The next treatment session included PC6 and
Gall Bladder (GB) 34 bilaterally. The subject’s
VAS score was 8/10. Gall Bladder 34 was
chosen because it is a significant point for the
regulation of De Qi throughout the body
(Jarmey & Bouratinos 2008). It is also known as
a He-Sea point, and is where the Qi of the
channel enters a deeper level to communicate
with its related organ (YYH 2013). Gall Bladder
34 also helps to alleviate nausea and vomiting,
weakness, headaches, and costal pain (Jarmey &
Bouratinos 2008).
Abstract concepts such as Qi, Yin and Yang
are unacceptable to many Western-trained doctors, and have contributed to the scepticism with
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Table 2. Summary of the nine acupuncture treatment sessions: (PC) Pericardium; (GB) Gall Bladder; (CV) Conception Vessel; (HT) Heart;
(R) right; (L) left; and (SOB) shortness of breath
Acupuncture
points

Depth and angle of
needle insertion (mm)

Time
(min)

De Qi

Stimulation

Session 1
PC6 (bilateral)

0.25 (perpendicular)

15

Yes (R)/no (L)

3360 turns
bilaterally

None

Much improved SOB, felt
relaxed

Session 2
PC6 (bilateral)
GB34 (bilateral)

0.25 (perpendicular)
0.25 (oblique)

15

Yes (R)/no (L)
Yes (R)/no (L)

3360 turns
bilaterally for
both points

None

Decreased SOB, more
relaxed/less pain

Session 3
PC6 (bilateral)

0.25 (perpendicular)

20

Not clear because
patient very
relaxed, really
enjoyed treatment

3360 turns
bilaterally

None

Sleepy/relaxed/calm,
enjoyed breathing exercises

0.25 (perpendicular)
0.25 (oblique)
0.25 (subcutaneous,
shallow/caudal)

15

Patient felt tingling
in all points, felt
relaxed

2360 turns
bilaterally for
PC6 and
GB34, nothing
for CV17

None

Relaxed and deep sense of
peace, breathing exercises

0.25 (perpendicular)
0.25 (oblique)
0.25 (perpendicular)
0.25 (subcutaneous,
shallow/caudal)

15

Patient felt tingling
in all points, felt
relaxed

Needles not
turned because
all points felt
instantly

None

Tingling, peaceful, did not
need lorazepam or nebulizers

Session 6
PC6 (bilateral)

0.25 (perpendicular)

15

Yes (R)/yes (L)

2360 turns
bilaterally

None

Much improved SOB, felt
relaxed

Session 7
PC6 (bilateral)

0.25 (perpendicular)

15

No (R)/no (L)

3360 turns
bilaterally

None

Much improved SOB, felt
relaxed

0.25 (subcutaneous,
shallow/caudal)

20

No

No

None

Felt relaxed and peaceful

0.25 (subcutaneous,
shallow/caudal)

10

No

No

None

Felt peaceful, but unable to
tolerate treatment

Session 4
PC6 (bilateral)
GB34 (bilateral)
CV17

Session 5
PC6 (bilateral)
GB34 (bilateral)
HT7 (bilateral)
CV17

Session 8
CV17
Session 9
CV17

which many view acupuncture (Filshie &
Thompson 2005). However, if the balance of
Yin and Yang represents autonomic equilibrium,
and the flow of Qi corresponds to the circulation
of oxygen, blood and lymph, for example, the
system can appear quite sophisticated and, in
some ways, far ahead of the formal study of
physiology (Cassileth & Brown 1988).
De Qi was reported by the present subject,
who felt relaxed and calm while her body felt
heavy. Pearce (2006) reported that a 15–40-min
acupuncture session for chronic conditions results in greater sensory input (De Qi dependant),
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Adverse
events

Outcomes

Table 3. Borg Rating of Perceived Exertion Scale (Singh et al.
1992; van der Molen 1995)
Rating

Severity

0
0.5
1
2
3
4
5
6
7
8
9
10

No breathlessness
Very, very slight (just noticeable)
Very slight
Slight breathlessness
Moderate
Somewhat severe
Severe breathlessness
Very severe breathlessness
Very, very severe (almost maximum)
Maximum
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relaxation, increased activation of central nervous
system structures, and the release of neurochemicals such as serotonin and endorphins.
Gall Bladder 34 was also used because there is
a very large concentration of GB points on the
side of the head, making this the ideal meridian
for treating lateral headaches and other problems
in this area (Hopwood 2004; Jarmey & Bouratinos 2008). The subject was anxious and did not
want needles inserted in the side of her head, and
therefore, GB34 was used on the lateral aspect of
her lower leg in order to alleviate her headaches.
This distal point has a strong sympathetic nerve
supply, and hence, it may also be more effective
for inducing peripheral sympathetic responses
(Bradnam-Roberts 2007).
Because the cancer had spread throughout the
subject’s body, the present author was not only
attempting to elicit segmental effects with acupuncture, but also aiming to achieve pain relief
throughout extra-segmental areas. Extrasegmental acupuncture works by causing the
brain to block the reactions of certain cells and
neurotransmitters (Filshie & Thompson 2005).
Therefore, it becomes obvious that, in order to
treat a chronic pain state and influence this
altered physiology, acupuncture must be targeted
at the brain, where the chemical changes were
occurring (Bradnam-Roberts 2007). The
descending inhibitory pathway is interconnected
all levels of the spinal cord, thereby explaining
the extra-segmental effect of acupuncture
(Filshie & Thompson 2005).
Following this session, the subject’s VAS score
was 5/10. She felt more relaxed and reported
decreased pain throughout her body.
Treatment 3
The subject reported an increase in her pain at the
third treatment session. She had stopped mobilizing because of this and her lower limbs had begun
to swell. This meant that the present author could
not use GB34 since the presence of lymphoedema is a contraindication to needling (Filshie &
Hester 2006), but continued using PC6, which
had previously been beneficial for the subject.
Her pre-treatment VAS and BRPES scores were
9/10 at rest and 5, respectively. After treatment,
the subject felt calm and relaxed, but because of
an increase in her pain medication, she was
sleepier and it was difficult for her to identify any
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benefits resulting from the acupuncture session.
However, she believed that her breathing was
better controlled, her VAS and BRPES scores
were now 7/10 and 3, respectively.
Treatment 4
At the fourth treatment session, the subject was
in good spirits, less anxious and her pain was
better controlled. The swelling in her legs had
decreased, but her breathing was becoming more
problematic. Therefore, the present author
decided to incorporate Conception Vessel (CV)
17, which helps to relieve stress and calm
anxiety, and is a Qi point (Hecker et al. 2008).
The subject’s pre-treatment VAS and BRPES
scores were 7/10 and 4, respectively.
Before this session, the present author had set
up an acupuncture clinical reasoning group. She
used this group to reflect on the progress of the
treatment to date, which acupuncture points
would now be beneficial and how to progress
future treatments. Gibbs’ Reflective Cycle was
also used for personal and professional reflection
during this time (Reid 1993).
The subject reported feeling a tingling sensation when needles were inserted at GB34 and
PC6. This could have been because, according to
White et al. (2008), insertion provokes a rapid
sympathetic response within a segmental distribution. The above authors also stated that this
sometimes results in striking effects such as
flushed patches of skin (increased blood supply)
or sweating on the skin corresponding with the
relevant dermatome (White et al. 2008 ). Because
of its sensitive location, CV17 was not stimulated
during this session; however, the subject did
experience a flushed patch of skin around this
point.
During this session, the subject sat in her
riser/recliner chair with pillows under her arms
bilaterally for comfort and support, and completed her deep-breathing exercises while needles
were inserted. Following treatment, she reported
that she was calm and relaxed, and felt a deep
sense of peace. She later said that she had slept
well in the afternoon. Her VAS and BRPES
scores were 4/10 and 2 (her lowest recording
throughout all treatments), respectively. Paley et
al. (2011b) suggested that patients’ feelings of
relaxation and experiences of improved quality
of sleep are directly related to the effect that
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acupuncture has on autonomic activity in the
hypothalamus.
Treatment 5
Heart (HT) 7 was added in the fifth treatment
session. This is used to calm the mind, and
reduce anxiety, stress, worry and panic attacks
(Hecker et al. 2008; Jarmey & Bouratinos 2008).
The subject’s VAS and BRPES scores were 6/10
and 4, respectively. She felt more relaxed after
this session, and was able to focus on and
control her breathing. Therefore, she did not
need to use her nebulizers after treatment or ask
for any lorazepam that evening. This suggests
that acupuncture had a positive effect on the
subject’s SOB and anxiety, an outcome that has
also been described by Twycross (1994). The
above author also reported that this form of
treatment can improve pain control, permitting a
decrease in medication dosages, and thus, ameliorating the side effects of analgesics and
co-analgesics. Acupuncture can help patients
who are highly sensitive to normal doses of
analgesics, as well as those who have pain despite
appropriate titration of analgesics and
co-analgesics (Wall 1999). The subject’s VAS
and BRPES scores were 5/10 and 3, respectively,
after treatment.
Final treatments
Over the next few days, the subject gradually
deteriorated and her lymphoedema worsened, so
PC6 was used bilaterally. Her VAS score was
9/10.
At the subject’s request, the present author
adopted a holistic approach. The initial
physiotherapy assessment had identified that
faith was important to this patient, and therefore,
with her consent, the author arranged for the
hospice chaplain to pray with her while she
completed her final sessions of acupuncture.
This not only gave the subject a greater sense of
peace, it also helped her to focus on the treatment. Following treatment, she felt relaxed, and
her VAS and BRPES scores were 6/10 and 4,
respectively.
The subject deteriorated further over the
course of the next couple of treatment sessions,
and was only able to tolerate CV17, which
helped with SOB. Her VAS score remained
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8–9/10 prior to treatment, but decreased to
7–8/10 after each session. It appeared that
acupuncture was no longer effective at this stage
of her cancer, and she became too unwell to
tolerate any further treatment.
The subject was discharged from physiotherapy, and her doctors increased her opioid
medication so that she was sedated and free from
pain. She was then placed on the Liverpool Care
Pathway for the Dying Patient (MCPCIL 2010)
for her end-of-life care.

Discussion
The present single case study was completed to
demonstrate the positive effects that acupuncture
has on cancer-related symptoms. The author
sought to achieve a multidimensional approach,
which involved looking holistically at the subject,
and utilizing all available resources to meet her
spiritual, psychological, physical and social needs
(Greenstreet 2006).
The subject reported a decrease in her pain
levels and breathlessness at every treatment session. As described above, the neurological and
physiological benefits of acupuncture are well
documented: acupuncture releases multiple
endogenous substances, which no single drug
treatment can mimic (Filshie & Thompson
2005). This form of treatment also helped to
reduce the subject’s need for certain medications
to help with her SOB and anxiety. However,
acupuncture may not be solely responsible for
this decrease in her SOB since she also received
a combination of breathing exercises, medication, spiritual and social support. This reflects the
work of Pilkington et al. (2007), who conducted
a systematic review of the literature relating to
acupuncture for the treatment of anxiety and
anxiety disorders. Although the above authors
identified 12 relevant controlled trials, 10 of
which were RCTs, they found that, because of
the range of interventions against which acupuncture was compared and poor methodology,
it was difficult to assess whether it was acupuncture alone that had a positive effect on reducing
anxiety or a combination of the other treatments
provided.
Although the present subject felt that acupuncture had immediate benefits, the study highlights the fact that the progression of her disease
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had a direct effect on these positive results.
According to Filshie & Thompson (2005), the
larger the tumour burden or the more active the
disease, the shorter the beneficial effect of acupuncture. This is the reason why sample sizes are
small, and treatment sessions are often limited in
number or come to an abrupt halt because the
patient becomes too unwell to continue. Few
outcome measures can be used because walking
tests may not be relevant and decreased lung
volumes already exist, and therefore, the patient’s
response is the most accurate measurement of
how well the treatment is working.
The hospice in-patient environment lends
itself to the possibility of spending more time
with each patient. The cost of acupuncture to the
organization is minimal in comparison to other
forms of pain and symptom relief. The only real
implication for clinical practice is the task of
clinically reasoning which acupuncture points
would be beneficial when faced with treating a
vast and complex combination of symptoms at
this palliative stage of the disease process. Further trials and studies need to be conducted
within this area to establish the most appropriate
points to use.
Throughout this 3-week course of acupuncture, the present subject reported a decrease in
her pain and breathlessness (assessed using the
VAS and the BRPES), and felt more relaxed and
peaceful. However, because of the nature of this
disease, her pain levels were variable, and acupuncture only had a limited amount of time to be
effective in the face of such adverse conditions.
Therefore, although this single case study may
not be generalizable to the general population,
and further research still remains to be done
regarding the use of this form of treatment in
palliative care, it demonstrates that acupuncture
does have a place in the treatment of palliative
patients. It should be considered as one means of
helping to reduce a variety of cancer-related
symptoms. The successful use of this non-drug
treatment with minimal side effects makes
acupuncture very attractive as a method of
symptom management in palliative care.
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CASE REPORT

Acupuncture treatment for a painful fractured
distal radius
V. Edmondson
Physiotherapy and Sports Clinic, Morpeth, Northumberland, UK

Abstract
This case study describes the use of acupuncture in combination with a range of movement
exercises, joint mobilizations and soft-tissue stretches to treat a patient with a problematic
fractured distal radius. The subject was a healthy 49-year-old fitness instructor who experienced
persistent severe pain following a prolonged period of fracture displacement. The outcome
measures used were: the range of wrist extension; power grip strength; a visual analogue scale
for pain; and the amount of analgesics required. All outcomes improved with treatment. The
results indicate that acupuncture may be a useful early treatment in the management of
persistent fracture pain.
Keywords: acupuncture, distal radius fracture, orthopaedic surgery, type 1 complex regional pain
syndrome.

Introduction
In Western societies, wrist fractures account for
15–20% of all fractures (Graham 2011). The
incidence of wrist fractures is highest in white
females, increases in frequency from 55 years of
age and peaks in the >75-year-old age group
(Donaldson et al. 2008; Diaz-Garcia et al. 2011).
The majority of instances are caused by falling
onto an outstretched hand (Cooney et al. 1996;
Graham 2011).
Currently, there is no standardized, validated
way of classifying wrist fractures, recording complications or establishing the degree of fracture
instability (Graham 2011). These factors make it
very difficult to analyse research data and draw
conclusions about the best therapeutic options
(Handoll & Madhok 2003; Handoll et al. 2007;
Diaz-Garcia et al. 2011).
The aim of treatment is to restore function
quickly without exposing the patient to
Correspondence and present address: V. Edmondson,
Physiotherapy and Sports Clinic, Fawcett Yard,
Morpeth, Northumberland NE61 1BG, UK (e-mail:
morpethphysio@btconnect.com).
 2013 Acupuncture Association of Chartered Physiotherapists

additional risk. Minimally displaced stable fractures are enclosed in a forearm cast for between
4 and 6 weeks until adequate healing occurs. The
management of unstable fractures is contentious,
varies widely and is poorly supported by the
research literature. No treatment has been
identified as optimal as yet (Graham 2011;
Schneppendahl et al. 2012). The current common
treatments for a dorsally displaced distal fractured radius are: (1) re-manipulation and cast; (2)
percutaneous wiring; (3) open reduction and
internal fixation (ORIF) with palmar locking
plates; and (4) external fixation of the fracture.
Manipulation and cast are rarely successful if
the fracture is unstable (Graham 2011). A
10-year retrospective study in Finland (Mattila
et al. 2011) reported that the incidence of surgical
intervention had doubled, with internal locking
plates replacing external fixation as the preferred
technique. Percutaneous wiring was used in 13%
of cases. Mattila et al. (2011) stated that there was
no scientific evidence to support this shift in
clinical practice. Geller et al. (2009) reviewed
radiographic outcomes 6 weeks after surgery and
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concluded that ORIF produced better radiological outcomes for complex intra-articular fractures, whereas percutaneous wiring is adequate
for less-complex and more-stable fractures.
Handoll et al. (2007) reached the same conclusion, although these authors noted an
increased risk of infection in the wiring group.
Arora et al. (2009) found that a poor radiographic outcome does not necessarily correlate
with an inadequate functional result, particularly
in populations aged >60 years.
The Distal Radius Acute Fracture Fixation
Trial (DRAFFT) is a multicentre UK trial that is
currently collecting data regarding 12-month outcomes following percutaneous wiring and fixation with palmar locking plates. The results will
be available in December 2013 (Costa et al.
2011).
The complications that can follow a distal
radial fracture include: malunion; intrinsic contractures; complex regional pain syndrome
(CRPS), which complicates up to 25% of wrist
fractures treated in plaster; infection; nerve compression; tendon rupture; and joint damage
caused by metalwork (Graham 2011).

Case report
Background
A right-handed 49-year-old female fitness
instructor sustained a dorsal displaced, nonarticular fractured distal radius when she slipped
on ice and fell onto her outstretched right hand.
The fracture was manipulated under anaesthetic
and immobilized in a cast the next day. A
follow-up X-ray 3 days later revealed that the
fracture had re-displaced, at which time the
decision was made to internally fix the radius
with percutaneous wires. The ulnar shaft was not
fractured, although an X-ray revealed a small
loose bone fragment distal to the ulnar styloid
process.
The present subject experienced significant
constant pain, which she rated as 8–9/10 on a
visual analogue scale (VAS), and required several
reviews in the fracture clinic involving changes
of cast. Nevertheless, medical staff reassured her
that everything was fine and advised regular
analgesia. Despite this reassurance, she believed
that her wrist ‘‘wasn’t right’’.
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Table 1. Summary of the findings of the objective assessment:
(kgf) kilogram-force; and (VAS) visual analogue scale
Variable

Finding

Range of wrist movement ():
extension*
flexion
radial deviation
ulnar deviation
Power grip strength (kgf)*
Pain measured by VAS*
Amount of analgesia (mg):
co-codamol*
ibuprofen*
Skin sensation
Skin condition

10
5
5
5
5
5–8/10
830/500
3400
Hyperalgesia around the scar
and the ventral aspect of the
right wrist joint
Discoloured, blotchy skin, and
pitting oedema on the right
wrist and palm; right and left
temperatures equal

*Outcome measures used in the present study.

After 2 weeks of persistent pain, the subject
was referred to an upper limb specialist, who
identified that the fracture had once again displaced. At that point, she was taken back to the
operating theatre and the percutaneous wires
were replaced with a palmar locking plate. The
wrist joint was then immobilized for a further
8 weeks. Prior to the removal of the cast, an
X-ray assessment revealed good radiological
union and no evidence of any infection.
The present author first assessed the subject
one day after the cast was removed, which was
10 weeks post-fracture. After completing a subjective and objective assessment (see Table 1),
key problems were identified and these are summarized in Fig. 1.
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Figure 1. Summary of the key problems: (VAS) visual
analogue scale; and (CRPS) complex regional pain
syndrome.
 2013 Acupuncture Association of Chartered Physiotherapists
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Pathophysiological factors and the
potential role of acupuncture
Fracture healing. Bone healing after injury proceeds as a continuum from inflammation
through repair to remodelling (Brinker &
O’Connor 2004), with significant overlap at each
stage (Watson 2010). The rate is influenced by a
number of mechanical, biological chemical and
other factors; for example, age, co-morbid medical conditions, nutritional status, nerve function
and vascular injury. In addition, the level of
energy applied to the bone at the time of injury,
the type and location of the bone affected, the
extent of bone loss, and the stability of residual
bone fragments will all influence outcome
(Brinker & O’Connor 2004).
The posterior interosseous and deep branch of
the ulnar nerve supply the distal forearm bones
and wrist joint with spinal segmental supply from
C6 to T1 (Warwick & Williams 1973). Pain is a
constant feature in the early stages after injury,
but tends to diminish as the fracture stabilizes
and the inflammatory peak subsides.
Case studies have demonstrated that benefits
can be achieved by incorporating acupuncture
into conventional physiotherapy treatment for
both acute post-surgical ankle fracture pain
(Morrissey 2012) and more chronic rib fracture
pain (Donnellan 2006). There is little evidence to
support the use of acupuncture specifically for
fracture healing in the English language literature. Randomized controlled trials identified
were all studies performed on small animals.
Nakajima et al. (2010) found that 50-Hz electroacupuncture (EA) enhanced callus formation and
bone mineralization in rats. This required one
needle to be placed directly into the fracture site.
The above authors’ results indicated that it is the
application of the electric current rather than
needle insertion that produces the effect.
Prolonged immobilization. When a joint is immobilized, changes occur to the biochemical composition of the surrounding connective tissues: water
content is reduced; and collagen fibrils become
disordered, as well as reduced in size and density,
but with an increased number of cross-links. The
resultant effect is a weaker, less-mobile tissue
structure, which restricts joint mobility (Hammer
2007). Butler et al. (2000) found that, when
 2013 Acupuncture Association of Chartered Physiotherapists

normal joints were immobilized, features of
CRPS were evident in many of their participants
on removal of the cast, with pain sometimes
lasting for several months.
Restoring movement using accessory joint
mobilizations and range of movement exercises
should reverse these effects by normalizing sensory afferent input. Bonutti et al. (1994) demonstrated that shortened peri-articular soft tissues
respond to prolonged low-load stretch techniques that distort the collagen and increase
tissue length.
Ongoing constant pain
Nociceptive pain. Fracture pain tends to be rapid
in onset since the small-diameter, sensory afferent myelinated A)- and unmyelinated C fibres
(nociceptors) are activated. Nociceptors usually
have a high threshold of excitation, but become
much more sensitive in the presence of inflammatory chemicals and under mechanical deformation (Bogduk 2006). This effect is
compounded by neuropeptides released by C
fibre nerve endings and prostanoids released by
sympathetic efferent nerves (Clark & Treisman
2004). The net result is an area of acute local
hypersensitivity around the injury (primary
hyperalgesia). This is an adaptive response that is
protective and encourages early immobility to
promote tissue healing, and is described as
peripheral sensitization (Gifford & Butler 1997).
Nerve impulses from nociceptors enter the
dorsolateral tract of the spinal cord, where
ascending and descending collaterals are formed.
When the degree of excitation reaches a critical
level, primary afferent nociceptors synapse with
second-order neurons onto a transmission cell.
The A- fibres do this directly while the C fibres
do so via the substantia gelatinosa. The Afibres also make a collateral connection to intermediate cells that have an inhibitory effect on the
substantia gelatinosa mediated by the neuropeptide encephalin.
Segmental acupuncture analgesia is achieved
by activating this neural pathway. It blocks the
transmission of noxious input from C fibres,
producing a generalized depression of activity in
the dorsal horn (Sandkühler 2000). The effect
outlasts the treatment duration, possibly for
several days. The addition of high-frequency EA
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(80–200 Hz) that promotes the release of the
inhibitory opioid peptide dynorphin (Han 2004)
may further enhance this effect.
Central sensitization. Changes also occur in the
dorsal horn after injury that are driven by high
levels of nociceptive input leading to alterations
in the distribution and function of nerve receptors, which results in increased sensitivity to pain
(Woolf 2007). This is defined as central sensitization, and like peripheral sensitization, it should
reduce and return to normal levels as the injury
heals (Gifford 1998). Persistent pain, allodynia,
secondary hyperalgesia, and sympathetic signs
and symptoms occur when the dorsal horn
remains sensitized with electrically hyperexcitable sensory neurons (Clark & Treisman
2004).
When noxious input is sustained, secondorder neurons are activated, at which point the
message is relayed upwards to the thalamus. The
thalamus then locates the area and intensity of
the tissue damage. Simultaneously, collateral
nerves relay information to the hypothalamic
arcuate neurons and then on to the periaqueductal grey matter (PAG), which is a key
pain control centre in the brain. The PAG
releases -endorphin and activates descending
inhibitory pathways, which then release inhibitory neurotransmitters at the dorsal horn. Millan
(1999) suggested that these transient antinociceptive responses are adaptive, providing a
window of escape for an injured party from
potentially dangerous encounters/situations.
Acupuncture activates this inhibitory pain
pathway by inducing what is referred to as an
‘‘extrasegmental effect’’. This is achieved by
stimulating ‘‘big’’ traditional Chinese medicine
points that are believed to have wide-ranging
effects, such as Large Intestine (LI) 4 and
Stomach (ST) 36 (Wu et al. 1999; Bradnam 2003;
Li et al. 2006). In addition, White et al. (2008)
showed that low-frequency EA (2–5 Hz) induces
the release of the endogenous opioids
-endorphin and enkephalin. The above authors
also suggested that the stimulation of opioid
peptides by acupuncture has a cumulative effect.
This is a result of enhanced gene expression
stimulating an increase in the production and
storage of the opioids at the nerve terminal. In
order to achieve this effect, it appears that
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treatment should be reinforced after an optimal
interval of 3 days.
Beyond the thalamus. Melzack (2002) described a
widespread network of neurochemical loops
between the thalamus and the cortex, and the
cortex and the limbic system that he termed the
neuromatrix. Many parts of the brain work
simultaneously to scrutinize sensory input, evaluate it and form an appropriate response. However, once the cognitive and affective parts of the
brain become involved, previous experiences and
emotions can have an effect on this response and
influence outcome.
Limbic system. The limbic system houses the
emotional processing centres of the brain. In
particular, the amygdala is associated with fear
and anxiety. Its function is to regulate and
control emotion, and it is activated by negative
emotions, stress and pain (Hui et al. 2010). The
output from the limbic system is via the brainstem, and the autonomic, endocrine and immune
systems (Bradnam 2010). Functional magnetic
resonance imaging scans have demonstrated
reduced activity in the limbic system, especially
the amygdala, when acupuncture is applied to
LI4 and ST36 (Hui et al. 2010). This only
occurred when De Qi sensation was elicited. De
Qi is commonly described as a deep dull aching or
numb sensation that is achieved when A nerve
endings are stimulated. The reverse occurs if sharp
pain or even light touch is experienced. Reducing
activity in the limbic system is desirable when
there is a large affective component to the problem. This effect can be achieved by needling ‘‘big’’
peripheral non-specific points. Bradnam (2010)
suggested strong stimulation for 30–40 min.
The autonomic nervous system and the stress response.
The function of the autonomic nervous system
(ANS) is to work with the neuroendocrine
system to maintain homeostasis by regulating
various target organs. It produces the necessary
physiological responses for activities such as
movement, sleeping, digestion, growth and
repair. The ANS is also responsible for extreme
responses to threatening and stressful situations
including tissue injury and pain (Gifford &
Thacker 2002). Biologically, the stress response
is an acute, short-lived reaction to a perceived
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threat and should return to normal once the
danger has passed. Stress results in increased
levels of circulating adrenaline and noradrenaline. This produces the physiological conditions
for a fight-or-flight response, and with that, the
emotions of aggression and anxiety. This is an
effective emergency response, which should
revert to normal once the threat has passed.
Humans have the capacity to generate a perceived, often long-lasting emergency through
their negative thoughts and beliefs. This produces persistent stress that adversely affects both
general and mental health (Schwartz 2007).
Acupuncture influences the sympathetic nervous system (SNS) via its depressant effects in
the dorsal horn and on higher centres such as the
hypothalamus. It appears that in the short-term
sympathetic tone in the segment is increased
during treatment, but in the long term, this is
reversed with a widespread reduced effect.
(White et al. 2008).
Sleep mechanisms. Poor sleep is often a feature of
psychological conditions such as depression
and anxiety. Disturbed sleep caused by pain
results in chronic tiredness and reduced coping
mechanisms.
The neurotransmitters serotonin, noradrenaline, dopamine, melatonin, histamine and acetylcholine are all involved in the coordination of
sleeping and waking behaviours (Ross et al.
2005). Melatonin is a neurohormone that is
produced by the pineal gland in response to
diminishing light levels. It promotes sleep and
also has anxiolytic properties. Acupuncture has
been shown to influence serotonin and
noradrenaline production, and elevate levels of
melatonin (Spence et al. 2004).
Cholecystokinin. Cholecystokinin (CCK) is a naturally occurring antagonist to opioid peptides.
Levels of CCK tend to be raised in anxious
individuals, which elevates their perception of
pain (White et al. 2008). The above authors
stressed the importance of creating a relaxed,
stress-free environment during an acupuncture
treatment in order to optimize its effect.
Initial treatment plan
The initial treatment plan was as follows:
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(1) Pain control was prioritized, and further
sensitization of the nervous system was to
be minimized (Gifford 2005). Acupuncture
was prescribed (alongside prescribed analgesic medication) for pain relief, and to
reduce the stress response utilizing its segmental, extrasegmental, central inhibitory
and ANS effects.
(2) Movement and function were to be restored
while ensuring that the healing bone was
protected. This involved a course of passive
accessory and physiological movements,
including mobilizations with movement, for
the radio-ulnar and carpal joints. Low-load
prolonged connective tissue stretching was
also prescribed, as were active range of
movement and muscle strengthening
exercises.
(3) Help was to be provided in order to improve
sleep and coping mechanisms.
(4) A balance of rest and activity, relaxation, and
good nutrition was to be encouraged.
(5) Reassurance and emotional support were to
be provided. A paced return to work was
planned.

Discussion
Following the removal of a cast, conventional
physiotherapy treatment for a wrist fracture
includes: range of movement exercises; passive
accessory and physiological joint mobilizations,
which should be performed with care in order to
protect the healing fracture (Hertling & Kessler
1996); peri-articular soft-tissue stretches (Bonutti
et al. 1994); and a progressive muscle strengthening regime to restore normal function
(Hertling & Kessler 1996).
Acupuncture was included in the present subject’s treatment plan when subjective and objective indicators were identified that implicated
prolonged central sensitization (Gifford 1998;
Clark & Treisman 2004) and a risk of developing
type 1 CRPS (Schwarzer & Maier 2010). The
evidence for this included prolonged immobilization (Butler et al. 2000), a radial fracture,
oedema of the wrist and hand, hyperalgesia
around the surgical scar (Schwarzer & Maier
2010), and constant intense pain (Thacker 2006).
Emotional factors such as anxiety, low mood and
a lack of sleep were also compounding the
problem (Melzack 2002; Bradnam 2010).
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Co-codamol (830/500 mg) and ibuprofen
(3400 mg) daily for 10 weeks had made no
impact on the subject’s pain. Therefore, the
primary goal of the treatment was to bring this
pain under control (Gifford 2005; Schwarzer &
Maier 2010).
Acupuncture can assist pain control by blocking the transmission of noxious input in the
dorsal horn (Sandkühler 2000), activating
descending inhibitory neural pathways and
stimulating the release of endogenous opioids.
These effects are enhanced by the addition of
high-frequency EA (80–200 Hz) at the dorsal
horn (Han 2004) and low-frequency EA
(2–5 Hz) for extrasegmental effects (White et al.
2008). Excessive activity in the SNS may also be
modulated by segmental and extrasegmental acupuncture because these types of needling both
have an influence on the dorsal horn and hypothalamus (White et al. 2008; Bradnam 2010).
‘‘Big’’ peripheral points (e.g. LI4) have been
demonstrated to influence areas of the limbic
system associated with anxiety and negative
mood states. Activity levels appear to reduce
when acupuncture is applied and, more specifically, when the De Qi sensation is elicited (Hui et
al. 2010). The present subject identified the poor
quality and quantity of her sleep as a significant
problem that affected her ability to cope with
simple tasks and decisions. Spence et al. (2004)
concluded that acupuncture treatment may
improve sleep and reduce anxiety because of its
influence on melatonin levels.
The present subject had previously had a
negative experience of acupuncture treatment,
and this initially limited the choice of acupuncture points. She stated that she did not like
acupuncture, and that it did not work for her.
After a discussion and an explanation of why it
might help the multifactorial nature of her problem, the subject gave her consent with the
proviso that needles would not be inserted into
her face or feet.
The initial treatment involved few needles and
minimal stimulation (White et al. 2008). All
sessions were performed with 250.22-mm
Classic Plus sterile acupuncture needles (HMD
Europe Ltd, London, UK). Segmental points
that supply the wrist (C6–T1) were selected.
Large Intestine 4 was included for its extrasegmental effects (Wu et al. 1999; Bradnam 2003;
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Li et al. 2006), but points directly around the
wrist joint and scarring were avoided so as to
reduce the risk of exacerbating central sensitization (Longbottom 2005). When the subject’s
response to the first treatment was positive,
the treatment was then progressed over several
sessions by increasing the duration of treatment
(Bradnam 2010) and the amount of needle
stimulation. Electroacupuncture at both 2 and
80 Hz was also begun (see Table 2). The initial
treatments took place 3 and 5 days apart to
optimize the cumulative effects of the acupuncture (White et al. 2008; Bradnam 2010). Table 3
outlines the present author’s clinical reasoning
for the selection of the acupuncture points.
Based on the subject’s response, there was no
indication that a wider variety of acupuncture
points needed to be utilized. If the pain had
increased after the first treatment, then an excessive SNS response could have occurred and
treatment would have been directed away from
segmental points. The focus of the therapy
would then have shifted to stimulating the parasympathetic nervous system via cranial, sacral
or auricular points with the aim of inhibiting
excessive activity in the SNS (Longbottom 2005;
Bradnam 2010). If the subject’s symptoms had
not changed after the first treatment, then
more ‘‘big’’ points would have been considered,
such as Liver 3 and ST36 (Li et al. 2006;
Bradman 2010), and the duration of treatment
might possibly have been increased to as
much as 40 min in order to achieve enhanced
extrasegmental and central effects (Bradnam
2010).
The outcome measures used in the present
study were the range of wrist extension, power
grip strength, a visual analogue scale for pain and
the amount of analgesic medication required. This
information was recorded at the initial assessment
(Table 1) and then at the beginning of each treatment session. This was in order to take into
account the cumulative and latent effects of acupuncture and the contribution of the home exercise programme. The outcome measures were
then reassessed 14 months after the subject’s discharge from physiotherapy treatment (Table 4).
The improvements in sleep and mood documented in Table 2 were based on patient selfreports and therapist observation, and therefore,
these are not quantifiable. The results of the study
 2013 Acupuncture Association of Chartered Physiotherapists
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Table 2. Summary of the acupuncture points used and the outcomes of treatment: (kgf) kilogram-force; (VAS) visual analogue scale; (BL)
Bladder; (LI) Large Intestine; (SI) Small Intestine; (ISQ) in status quo; (EA) electroacupuncture; (NSAIDs) non-steroidal anti-inflammatory
drugs; and (PRN) pro re nata
Treatment outcomes
Acupuncture
point(s)

Duration of
treatment (min)

Wrist
extension ()

Session 1
BL11 (bilateral)
LI4, LI11 and SI3 (right)

20

10

Session 2 (+ 3 days)
BL11 (bilateral)
LI4, LI11 and SI3 (right)

30

Session 3 (+ 5 days)
BL11 (bilateral)
LI4, LI11 and SI3 (right)

Session 4 (+ 7 days)
BL11 (bilateral)
LI4, LI11 and SI3 (right)

Grip
(kgf)

VAS

Comments

5

5–8/10

Acupuncture introduced because of the subject’s
poor subjective and objective responses to
mobilizations and exercise alone
Strong sensation of De Qi at LI4; subject felt very
relaxed during treatment
Analgesia ISQ

40

5

2–5/10

All needles stimulated to achieve De Qi at 10-min
intervals
Wrist and radio-ulnar joint mobilized and stretched
before acupuncture while stabilizing fracture site
Waking less through the night
Analgesia ISQ

30

55

13

1–3/10

Progressed BL11, LI4 and SI3 to EA (2 and 80 Hz
for 15 min each)
Focused on end-range sustained stretch while
stabilizing fracture site
Noted better mood; sleep improved again
Halved dose of codeine

30

60

15

0–2/10

As above (session 3)
Optimistic, great mood
Stopped codeine and NSAIDs
Subject returned to modified duties at work

Session 5 (+ 12 days)
BL11 (bilateral)
LI4, LI11 and SI3 (right)

30

70

18

might have been strengthened if quality-of-life and
anxiety outcome measures had been used.
The limitations of the present study are that it
is a single-patient case report, and the acupuncture treatment was used in combination with
other treatment modalities, i.e. joint mobilizations and active exercises.

Conclusions
Acupuncture was selected as a treatment option
for the present subject because she was exhibit 2013 Acupuncture Association of Chartered Physiotherapists

0–2/10

Had review appointment with consultant, who stated
that the subject’s joint mobility far exceeded what he
had expected at that point in time
Elected to incorporate acupuncture into this
treatment to maximize its cumulative effect
Subject described herself as much better
Paracetamol PRN, usually after using the affected
hand for heavier duties (e.g. ironing)
Managing to work, simply avoiding heavy lifting and
loaded wrist extension exercises

ing signs and symptoms of prolonged central
sensitization with cognitive and affective components, and therefore, was at risk of developing
type 1 CRPS. Acupuncture was introduced early
in the treatment programme in order to tackle
the multifaceted nature of the problem when
mobilizations and exercises alone had made no
difference to the outcome measures. After introducing and progressing the acupuncture treatment, all outcome measures improved to the
point where the subject was able to return to her
work as a fitness instructor. Long-term follow-up
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Table 3. Clinical reasoning for the selection of the acupuncture points: (BL) Bladder; (LI) Large Intestine; (SI) Small Intestine; and (TCM)
traditional Chinese medicine
Acupuncture
point

Depth (cun) and
angle of insertion

BL11 (Da Zhu)

0.5, oblique medial

Segmental point for C5 and T1 (White et al. 2008)
May influence sympathetic nerve supply to upper limbs
In TCM, it is regarded as an influential point for bone (Hecker et al. 2008; Hopwood 2010)

LI4 (He Gu)

1.0, perpendicular

Segmental point for C6 and T1 (White et al. 2008)
Frequently used in research, it has demonstrated extrasegmental and central regulatory effects
including calming components of the limbic system and modulating the sympathetic nervous
system (Wu et al. 1999; Li et al. 2006; Bradnam 2010; Hui et al. 2010)
In TCM, it is regarded as a major analgesic point that calms the mind and balances Qi
(Hecker et al. 2008)

LI11 (Qu Chi)

1.0, perpendicular

Segmental point for C5 and C6 (White et al. 2008)
Homeostatic and immunomodulating effect (Hecker et al. 2008)
In TCM, it is regarded as benefiting the tendons, muscles and joints (Hecker et al. 2008)

SI3 (Hou Xi)

0.5, perpendicular

Segmental point for C8 and T1 (White et al. 2008)
In TCM, it is regarded as relaxing the muscles and tendons, and clears and calms the mind
(Hecker et al. 2008)

Reasons for selection

Table 4. Objective reassessment of the outcome measures
performed 14 months after the subject’s discharge from the
physiotherapy department: (kgf) kilogram-force; and (VAS)
visual analogue scale
Variable

Finding

Range of wrist extension () 75*
Power grip strength (kgf)
32†
Pain measured on VAS
0–1/10‡
Amount of analgesia (mg):
co-codamol
0
ibuprofen
0
Skin sensation
Normal sensation to a light touch
around the scar
Skin condition
Normal (identical to left wrist)
*Right=left.
†Left=28 kgf.
‡Only after sustained loaded wrist extension (e.g. full press-ups).

after 14 months demonstrated that her normal
function was fully restored.
It is impossible to determine how much of this
improvement was related to the acupuncture
treatment, but the subject and her consultant
were very satisfied with the outcome.
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CASE REPORT

Acupuncture in the treatment of multiple
sclerosis
C. McGuire
Department of Health Professions, Faculty of Health and Life Sciences, Coventry
University, Coventry, UK

Abstract
Both Eastern and Western medical approaches offer explanations of and theories about the
symptoms of multiple sclerosis (MS). The treatment effects of traditional Chinese medicine
(TCM) acupuncture can be explained using an evidence-based Western medical rationale. This
case report describes how the symptoms of an individual with MS can be considered from
differing perspectives, and reports how one patient may have found relief from her MS
symptoms after receiving acupuncture treatment based on a TCM approach. The treatment is
discussed and the subject’s recovery process is outlined.
Keywords: acupuncture, evidence, multiple sclerosis, traditional Chinese medicine.

Introduction
Multiple sclerosis (MS) is a chronic progressive
neurological condition that affects large numbers
of people in the UK. It has been estimated that
approximately 100–140 individuals per 100 000
are affected in England and Wales, but this figure
rises to possibly as many as 190 per 100 000 in
Scotland (MST 2012). There is no single identified cause of this condition, and it presents in a
number of ways and with a wide range of
symptoms. With no cure, it is at best managed
through a variety of means including drug treatment, and increasingly, with complimentary
therapies (Donnellan & Shanley 2008).
There is limited published evidence for the use
of acupuncture in people with MS, but it has
been found to be clinically valuable. Several case
reports have supported its use in the treatment
of MS (McGuire 2003; Jiang 2010; Foell 2011);
however, the acupuncture techniques employed
all differed. A single-blind randomized control
Correspondence and present address: Caroline McGuire,
Physiotherapy Department, Astley Ainslie Hospital,
133 Grange Loan, Edinburgh EH9 2HL, UK
(e-mail: caroline.mcguire@nhslothian.scot.nhs.uk).
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trial by Donnellan & Shanley (2008) demonstrated that this form of treatment for people
with MS merited further investigation, despite
showing no difference between the treatment
and control groups except in the psychological
domain of the Multiple Sclerosis Impact Scale.
The above results might have been more
informative had a wider-ranging fatigue measure
been used. For example, the Modified Fatigue
Impact Scale (MFIS) was shown to offer a
broader view of the effects of fatigue compared
to the Fatigue Severity Scale in a study involving
231 people with MS, in that the MFIS covers the
psychological and cognitive effects as well as the
physical impact of fatigue on people with MS
(Téllez et al. 2005). A narrative paper on the
treatment of MS with scalp acupuncture suggested that its symptoms may be improved by
this technique, but this publication is rather
poorly referenced (Hao & Hao 2008).

Case report
Background
A 54-year-old female presented with a 5-week
history of a sudden onset of neurological symp111
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dizziness associated with visual blurring. Her
symptoms were aggravated by heat, tiredness and
over-activity, and were generally all worse in the
afternoon.

Figure 1. Pain distribution: (arrows) a tight-feeling band
around the chest that disturbs sleep; and (lightning bolts)
pain and paresthesia (visual analogue scale score=5/10).

toms. She had experienced similar symptoms
10 years previously, and following a magnetic
resonance imaging (MRI) scan at the time, was
told she that probably had MS, but this diagnosis
was not confirmed. Her condition improved and
she remained symptom-free until this second
episode. With the onset of symptoms recently,
she was referred to a neurologist by her general
practitioner, but was offered gabapentin for pain
relief in the interim. She declined to take this and
sought treatment with acupuncture, which she
had used previously with good effect for back
pain.
Subjective presentation
The subject had bilateral upper and lower limb
paresthesia and pain, distal to her elbows and
knees, which affected her function (Fig. 1). She
scored her pain as 5/10 on a visual analogue
scale (VAS), and also complained of feeling a
‘‘tight band’’ around her chest that disturbed her
sleep. The subject normally woke up three or
four times a night as a result of her discomfort,
and also suffered from night sweats that interrupted her sleep. She reported fatigue and ‘‘brain
fog’’, which was worse in the afternoon, and
interfered with her ability to carry out normal
household activities and her ability to go to work.
The subject had some minor bladder leakage and
112

Objective presentation
The subject’s balance and coordination were
reduced, and her gait was unsteady. She had
difficulty standing on one leg (left=2 s; right=
5 s). Her muscle tone and range of movement
were normal bilaterally in both her upper and
lower limbs. It was noted that her gait presented
normally with equal stride length and heel strikes
bilaterally. Her results for the 10-m walk test
were within normal limits.
From a traditional Chinese medicine (TCM)
perspective, it was also notable that this subject
presented with a quiet voice, slow and effortful
movements, and a low mood. Her tongue was
very pale, moist and puffy with tooth marks, and
there was little coating.
Treatment
The subject was treated with a combination of
points, some of which are suggested for the
treatment of Stage 2 MS (Table 1), such as:
Spleen (SP) 6 (Sanyinjiao); Stomach (ST) 36
(Zusanli); Bladder (BL) 20 (Pishu); Large Intestine (LI) 4 (Hegu) (Blackwell & MacPherson
1993). However, other points were chosen to
supplement these. Initially, the classical combination of the ‘‘Four Gates’’, i.e. Liver (LR) 3 (Tai
Chong) and LI4 (Hegu) bilaterally, were used for
pain. The beneficial effects of these points have
been discussed by many authors, and are thought
to influence pain at a central level (Hopwood
2004). Bladder 23 (Shenshu, the Back Shu point
of the Kidney) and BL20 (Pishu, the Back Shu
point of the Spleen) were included to treat the
root of the condition, once the peripheral
(Branch) symptoms were reduced to a level that
was acceptable for the patient. In TCM terms,
the Kidney nourishes the ‘‘marrow’’, which is the
term associated with the nervous system.
The Back Shu points also lie in close proximity
to the central nervous system and may modulate
its outflow via the dorsal rami. A, 1 and C
fibres, and interconnections between these, allow
pain and the function of the visceral organs to be
modified via the autonomic nervous system
 2013 Acupuncture Association of Chartered Physiotherapists
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(Dhond et al. 2008; da Silva 2010; Barlas 2011).
In a small study of five healthy subjects, Lee et al.
(2010) demonstrated that parasympathetic and
sympathetic activity may be affected by stimulation of acupuncture points, but that point choice
may be relevant in determining whether it is
sympathetic or parasympathetic activity that is
stimulated. The Back Shu points lie at positions
that are anatomically and segmentally related to
the organs that these correspond with, and may
influence their organ via hypothalamospinal
pathways (Levy 2009).
Diseases or disorders within an organ may be
made apparent by tenderness at the corresponding Back Shu point. This can be caused by
segmental innervation, and the way in which
symptoms (including pain) are referred to the
surface of the body from deeper structures via
the interconnection of the neural pathways at
the level of the spinal cord (Cabioglu & Arslan
2008). Back Shu points are able to influence
multi-level segments because of inter-neural
connections, allowing communication both
above and below their specific segment (da Silva
2010). Hence, the Back Shu points may influence two or more visceral organs (Chien et al.
2007). Therefore, it is thought appropriate and
relevant to treat neurological disorders with
Back Shu points because of their direct communication with the central nervous system and
their ability to influence the Zangfu organs
directly.
In TCM acupuncture, Kidney (KI) 3 (Tai Xi)
is a point that is used to ‘‘source’’ energy for the
rest of the body. In other words, it can be used
to tap into the body’s energy reserves in order to
increase the overall energy in circulation. It is a
Kidney point and, as such, it strengthens this
organ, while at the same time, it relates to the
Earth elements (i.e. Spleen and Stomach) from
within the Five Elements TCM approach
(Hempen & Chow 2006).
Stomach 36 (Zusanli) lies on the Stomach
meridian and is used to strengthen the Earth
elements (i.e. Stomach and Spleen), but may be
thought of as a useful local or dermatome point
for lower leg problems.
Spleen 6 (Sanyinjiao) is the meeting point of
the three Yin channels, and is used for general
tonification and to strengthen the Spleen, as well
as for elimination of Damp and tonification of
 2013 Acupuncture Association of Chartered Physiotherapists

the Kidneys. It may also be used as a segmental
point for the lower limb.
After discussion with the present subject, it
was agreed that the pain and limb symptoms
were her most troublesome problems, and
should be dealt with first. It was explained to her
that a two-tiered approach would be used in
order to achieve a more lasting effect: first,
treatment of her symptoms, and secondly, treatment of the cause of her imbalance. It has been
argued that this ‘‘branch and root’’ approach
delivers a more prolonged treatment effect
(Abbate 2003). Therefore, the initial goals of the
treatment were to eliminate pathogens from the
channels, and to strengthen and support the
Stomach and Spleen. Subsequent treatment goals
were to continue to support the Middle Jiao in
playing its part in transformation and transportation, while nourishing other relevant organs.

Discussion
In Western medicine, MS is described as a
chronic progressive inflammatory condition of
the nervous system. There is no known cure and
its symptoms are managed mainly by pharmacological means. The present subject was reluctant
to take medication for her symptoms because of
the side effects that had been described to her.
After her first acupuncture treatment, she
noticed an immediate improvement in the symptoms of one hand, and as the treatments progressed, she noticed a pattern of continued
improvement in sensation and pain relief.
The mechanisms of the effect of acupuncture
have been studied using neuroimaging techniques such as functional MRI (fMRI) and
positron emission tomography scanning (Dhond
et al. 2007, 2008). Acupuncture has both an
anti-inflammatory effect, which is mediated by
the hypothalamic–pituitary–adrenal axis, and an
analgesic effect, which results from endogenous
opioid and non-opioid secretion, as well as the
anti-nociceptive system, which act centrally, and
at the spinal and local levels to mediate the pain
response (Dhond et al. 2007; Lin & Chen 2008).
Inflammation of neural tissue inhibits the
smooth transmission of signals, and hence, the
information processed by the cortical and subcortical structures is disturbed. The resulting
symptoms reflect the affected nerves. The anti113
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Table 1. Acupuncture treatments (the second session took place 4 days after the first, and all others occurred at one-week intervals): (ST)
Stomach; (SP) Spleen; (LI) Large Intestine; (LR) Liver; (KI) Kidney; and (BL) Bladder
Treatment
duration (min)
Session 1
10 + further 10 since
subject tolerating well

Session 2
20

Session 3
20

Session 4
20

Session 5
20

Session 6
20

Session 7
20

Acupuncture
point

Left:
ST36
SP6
Bilateral:
Bafeng
Baxie
LI4
LR3
Left:
ST36
SP6
Bilateral:
Bafeng
Baxie
LI4
LR3
Left:
ST36
SP6
Bilateral:
Bafeng
Baxie
LI4
LR3
Left:
ST36
SP6
KI3
Bilateral:
BL20
BL23
Left:
ST36
SP6
KI3
Bilateral:
BL20
BL23
Left:
ST36
SP6
KI3
Bilateral:
BL20
BL23
Left:
ST36
SP6
KI3
Bilateral:
BL20
BL23

Depth of
insertion (cun)

Stimulation

Needle size
(mm)*

1.0
1.0

None
None

0.2540
0.2540

0.5
0.5
1.0
0.5

None
None
None
None

0.2013
0.2013
0.2540
0.2013

1.0
1.0

None
None

0.2540
0.2540

0.5
0.5
1.0
0.5

None
None
None
None

0.2013
0.2013
0.2540
0.2013

1.0
1.0

None
None

0.2540
0.2540

0.5
0.5
1.0
0.5

None
None
None
None

0.2013
0.2013
0.2540
0.2013

1.0
1.0
0.5

None
None
None

0.2540
0.2540
0.2013

0.3
1.0

None
None

0.2013
0.2540

1.0
1.0
0.5

None
None
None

0.2540
0.2540
0.2013

0.3
1.0

None
None

0.2013
0.2540

1.0
1.0
0.5

None
None
None

0.2540
0.2540
0.2013

0.3
1.0

None
None

0.2013
0.2540

1.0
1.0
0.5

None
None
None

0.2540
0.2540
0.2013

0.3
1.0

None
None

0.2013
0.2540

Immediate effects

Heavy De Qi throughout body and sense
of relaxation

Heavy De Qi throughout body, ‘‘whirly
feeling’’

Warm feeling throughout body

Very relaxed, ‘‘whirly feeling’’

Heavy body feeling

Heavy relaxation

Heavy relaxation

Continued/
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Table 1. (Continued)
Treatment
duration (min)
Session 8
20

Session 9
20

Session 10
20

Acupuncture
point

Left:
ST36
SP6
KI3
Bilateral:
BL20
BL23
Left:
ST36
SP6
KI3
Bilateral:
BL20
BL23
Left:
ST36
SP6
KI3
Bilateral:
BL20
BL23

Depth of
insertion (cun)

Stimulation

Needle size
(mm)*

1.0
1.0
0.5

None
None
None

0.2540
0.2540
0.2013

0.3
1.0

None
None

0.2013
0.2540

1.0
1.0
0.5

None
None
None

0.2540
0.2540
0.2013

0.3
1.0

None
None

0.2013
0.2540

1.0
1.0
0.5

None
None
None

0.2540
0.2540
0.2013

0.3
1.0

None
None

0.2013
0.2540

Immediate effects

Heavy relaxation

Heavy relaxation

Heavy relaxation

*Needle type: Tai-Chi (Lhasa Ohms, Inc., Weymouth, MA, USA) with guide tube.

inflammatory properties of acupuncture may
explain how some symptoms respond well to
this form of treatment. Sensory improvements
can also be explained by the modulation of
activity in the cortical and subcortical areas by
acupuncture, as has been demonstrated by fMRI
(Dhond et al. 2007). For example, it was noted
that stimulation of ‘‘visual acupuncture points’’
elicited activity specifically in the occipital cortex,
i.e. the part of the brain most concerned with
vision. If this finding is transferrable to other
points, then Baxie and Bafeng, which are collections of points specifically for local hand and
foot problems, would also activate the associated
cortical areas, and perhaps positively influence
sensations including perception of both hands
and feet, as was reported by the present subject.
The outcome may be a positive impact on
activity and function.
The patient discussed in this case report presented with MS-like symptoms after a long
period of being free of symptoms, and a diagnosis of MS was confirmed by a neurologist at a
later date. She was identified as being at Stage 2
of the system for classifying MS, which is
grounded in TCM theory (Blackwell &
MacPherson 1993):
 2013 Acupuncture Association of Chartered Physiotherapists

+ Stage 1 is remission with no active symptoms.
+ Stage 2 is where there is pathogenic invasion
of the channels by Damp Heat or Damp
Phlegm, leading to symptoms of, for example,
weakness, altered sensation or visual signs.
+ Stage 3 is defined as Middle Jiao involvement
where the pathogen becomes more
entrenched in the system and starts to involve
the organs, notably the Spleen, and its role in
‘‘transformation and transportation’’. At this
stage, production and circulation of Qi and
Blood is reduced, leading to symptoms associated with Damp and Liver Blood Deficiency.
+ Stage 4 is the most severe, and depletion of
Kidney Qi results in emaciation, severe weakness and exhaustion, i.e. Kidney Xu.
Qi is not easily explained in Western terminology; however, most authorities consider it to be
either that which all objects are comprised of or
the motive force that provides power for the
body to function (Maciocia 2005). It is derived
from different sources, such as food stuffs and
air, and is in partly inherited (Original Qi) by
children from their parents. Damp and Phlegm
are described as being similar in that these are the
result of the inability of the Spleen to properly
115
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‘‘transform and transport fluids’’. Some important differences are discussed in the literature
(Maciocia 2005), including the idea that Phlegm
tends to affect the middle and upper areas of the
body (e.g. the chest and head), whereas Damp
tends to affect the lower parts (e.g. the bowel
and bladder). Damp can also affect the head, but
its symptoms tend to be those of heaviness,
whereas Phlegm would present more as a sense
of dizziness or mental slowness (Maciocia 2005).
Symptoms such as the tightness of the present
subject’s chest and her feelings of weakness
suggest Damp, and the ‘‘brain fog’’ associated
with dizziness and visual disturbance suggests
Phlegm. In the staging system for MS outlined
above, it is suggested that ‘‘phlegm-damp
obstructs the channels so that the muscles, head
and eyes are not properly nourished by Qi and
Blood’’ (Blackwell & MacPherson 1993, p. 7).
There were also suggestions of Heat in this
subject’s presentation (e.g. ‘‘aggravated by heat’’
and ‘‘night sweats’’), and therefore, the present
author concluded that there were elements of
both pathologies, i.e. Damp Phlegm and Damp
Heat.
Another way of describing MS in TCM terms
would be as a deficiency of Wei energy. This
form of energy is thought to be supported by the
Middle Burner through its transformation of the
food sources that are transported to the Yang
orifices (Sinay 2008). It controls the movement
of the lower orifices and forms part of the body’s
defence mechanism against pathogens. This is
connected to the MS staging system and the
involvement of the Spleen. A weakness of Wei
energy would allow pathogens to enter the body
(Abbate 2003) and cause upsets within the
channels. Impairment of Stomach and Spleen
function would have a consequential effect on
Wei energy, reducing its capacity to resist invasion by pathogens. Such an invasion of the
channels would lead to the development of
associated symptoms and the perpetuation of the
deficiency cycle.
There are a number of methods of assessment
in TCM, such as the Eight Principles, the Five
Elements and tongue diagnosis. The Eight
Principles apply to the diagnostic process of
defining a condition in terms of hot/cold,
interior/exterior, full/empty or yin/yang; in
other words, the opposing sides of a descriptive
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quality (Maciocia 2005). Neutral conditions
would be those with equal proportions of these
qualities; however, in reality, there is most likely
to be an imbalance that can be used to establish
a diagnosis. For example, an excess of Cold
symptoms would result in a shift in balance, with
cold symptoms becoming predominant over hot
ones. Maciocia (2005) points out that, in reality,
there are no absolutes, but it is helpful to think in
this way when describing the process. People
with MS often develop a deficiency of yin over
time, which may lead to an apparent excess of
yang, but this will not be a true yang presentation
since the imbalance arises because of a draining
of yin energy, not an excess in that of yang. The
current subject’s presentation suggested a yin
condition because she had a quiet voice, slow
and effortful movements, and a low mood.
Therefore, the aim of the treatment was to
strengthen and tonify yin.
It has been suggested by some authorities that
MS may result from a consumption of yin in
childhood by one of several possible febrile
diseases (Abbate 2003). This is an empty (false)
heat condition in which the overriding pathology
is that of depletion of yin by illness. If this is not
addressed, long-term yin deficiency may lead to
the Wei condition described above. Childhood
disease as a causative factor in the development
of MS has long been considered a possibility by
many in the West. This has been demonstrated
to be a distinct possibility, with Epstein–Barr
virus being identified in one study as a common
factor amongst children who developed MS
(Banwell et al. 2007).
In terms of the Five Elements (i.e. Wood, Fire,
Earth, Metal and Water), the present subject’s
symptoms suggested Earth and Water involvement. It has already been pointed out that the
Spleen and Stomach (Earth elements) are
involved in the ‘‘transformation and transportation of food essences’’ (Maciocia 2005, p. 144).
Food stuffs are converted into Qi and Blood, and
the Food Qi goes on to support the Original Qi
of the Kidneys (a Water element). A deficiency
of Stomach and Spleen function will have a
knock-on effect in terms of Original Qi, and its
formation and circulation, according to FiveElement acupuncture. Original Qi is associated
with the Kidneys, which are involved with
 2013 Acupuncture Association of Chartered Physiotherapists
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nourishment of the nervous system according to
TCM.
Tongue diagnosis, which is another method of
assessment, relies on observation of the tongue
as an indicator of the state of the different organs
and general health. Colour, coating, moisture,
movement, shape and the presence of cracks are
some of the factors that are noted when examining a tongue (Hopwood 2004). The results of
the present author’s examination of this subject’s
tongue (i.e. tooth-marked, moist, flabby and with
little coating) supported the findings of the rest
of her assessment, which indicated that she had
a deficiency condition and weakness of the
Spleen.

Conclusions
There is a growing body of evidence to support
the use of acupuncture in treatment, although its
presence in the neurological field is yet to gain
ground. The findings of studies that make use of
imaging techniques are exciting and provide
evidence of what is happening at the level of the
central nervous system. This is beginning to
connect scientifically the ancient theories of
TCM with Western medical knowledge.
There are other parallels between Western and
Eastern conceptions of medicine, such as the
link between childhood illness and development
of MS. Traditional Chinese medicine acupuncture provides us with a tool for treating the
weaknesses that develop within the body as a
result of this condition, and hence, offer the
possibility of alleviating the symptoms of MS and
perhaps slowing down the rate of progression of
these problems (Blackwell & MacPherson 1993).
The present case report demonstrates how
various approaches to acupuncture can be considered, and yet the same answers or conclusions
may be drawn. The subject responded well to the
initial symptomatic treatment, reporting a significant reduction in pain, fatigue (as demonstrated
by a reduction in her MFIS score; see Table 2)
and night-time wakening after just six treatments.
She continued to see benefits when the treatment focus shifted to treating the deeper root, or
cause, of the imbalance. By the end of a course
of 10 treatments, she had been able to return to
full-time work and resume her normal exercise
habits.
 2013 Acupuncture Association of Chartered Physiotherapists

Table 2. Outcomes of treatment
Modified
Visual
Fatigue
analogue Impact
Week scale
Scale
Self-reported outcomes
1

5/10

28

4
7
10

3/10
0/10
0/10

–
7
–

Waking up three to four times per
night; unable to work
Working part-time
Waking up once per night at most
No night waking; working full time

This patient continues to attend for treatment
on a 4–6-weekly basis, which she has found to be
the optimum time between sessions to maintain
a long-term benefit from acupuncture. There
have been episodes where there has been a
longer gap between treatments, but she has
noticed an increase in her symptoms of fatigue
and a reduction in her ability to function well at
home and at work. Once she had completed an
initial course of acupuncture, she was prescribed
a programme of exercise that was intended to
improve her fitness and mobility, and given
advice regarding pacing and lifestyle management (Hogan & Coote 2009).
It could be that the present subject’s symptoms would have spontaneously resolved, and
this is one reason why acupuncture and MS is a
difficult subject to study. In future, it might be
easier to study people with MS if a similar system
for categorizing patients is used in which all the
subjects would have a similar clinical presentation. Of course, this approach would not get
around the fact that large numbers of participants would need to be studied in any randomized trial because of the variability of the
condition. Only through more investigations,
such as case studies or perhaps mixed methodological research, will we begin to see the true
value of acupuncture as a treatment for this
condition.
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Research review

The effectiveness of acupuncture
research across components of
the trauma spectrum response
(tsr): a systematic review of
reviews
Trauma spectrum response (TSR) is a term
that encompasses a collection of overlapping
conditions that may occur as a result of a
severe trauma. These can include chronic pain,
headache, sleep disturbance, anxiety, depression, fatigue, cognitive dysfunction and substance abuse. This constellation of symptoms
creates physical, psychological and emotional
distress, impacting greatly on activities of daily
living and quality of life.
The complex symptoms of TSR are currently
treated using the biomedical model, which means
that each symptom is treated individually. This
results in complex treatment plans, and the
strong likelihood of drug interactions and overlapping side effects.
Acupuncture is a holistic treatment that treats
the whole person. Studies have shown it to be
effective in treating several of the components of
TSR, and it is believed that it can enhance the
patient’s own healing capabilities. Lee et al. (2012)
were keen to examine the body of evidence for

the use of acupuncture in the treatment of TSR.
Their meta-analysis analysed 52 systematic reviews or meta-analyses. Having ascertained that
each study fulfilled their selection criteria, Lee et
al. (2012) reviewed the effectiveness and safety of
acupuncture across the spectrum of TSR components. They graded each study in their metaanalysis according to confidence in the
effectiveness of acupuncture to treat each condition and the safety of the acupuncture intervention, and then gave each condition a scored
recommendation for benefits and risks (Table 1).
The results show that acupuncture may be a
beneficial or promising treatment for some components of TSR – specifically headache, chronic
pain, sleep disturbances, anxiety and depression –
but that it is not advantageous for substance
abuse (Table 2).
These authors note that the more recent
reviews are of higher quality and, therefore,
produce more reliable results.
The quality of reporting within the acupuncture studies remains inconsistent and this has an
impact on the overall recommendation. Lee et al.
(2012) are critical of the lack of detail regarding
the context and setting of the acupuncture treatments, citing the importance of these factors
when treating people with complex illnesses that

Table 1. Gradings of confidence in the effectiveness of acupuncture, the safety of an intervention and the strength of any recommendations
(Lee et al. 2012)
Variable
Confidence:
1
2
3
4
Safety:
+2
+1
0
–1
–2
Strength of recommendation:
strongly in favour or against
weakly in favour or against
no recommendation

Results

Acupuncture effective, majority of results positive, high-quality studies
Acupuncture promising, mix of positive and inconclusive results, most studies of high quality
Unable to interpret or contradictory results, low-quality studies, or mixed/inconclusive results
Acupuncture not effective
Safe, infrequent adverse events/interactions
Relatively safe, frequent but minor adverse events/interactions
Safety not well understood or conflicting
Some safety concerns that include infrequent but serious adverse events/interactions
Serious safety concerns that include frequent and serious adverse events/interactions
Very certain that the benefits of acupuncture do or do not outweigh the risks and burdens
Benefits, risks and burdens are finely balanced, or appreciable uncertainty exists about the magnitude
of the benefits and risks
–
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Table 2. Results of the meta-analysis of the effectiveness of acupuncture across components of the trauma spectrum response (Lee et al. 2012)
Component

Confidence

Safety

Strength of recommendation

Headache
Chronic pain
Sleep disturbance
Anxiety
Depression
Fatigue
Cognitive function
Substance abuse

1
2
2
2
2
3
3
4

0
+1
+1
0
0
+1
–
+1

Weakly in favour
Weakly in favour
Weakly in favour
Weakly in favour
Weakly in favour
No recommendation
No recommendation
Weakly against

encompass both the mind and the body. Such
patients could be wounded service personnel
returning from combat or those caught up in acts
of terrorism.
Mercifully, the majority of therapists do not
have to deal with such traumatized patients, but
many see people who are depressed and anxious
as a result of chronic pain and disability. This
meta-analysis provides evidence that acupuncture is effective in treating complex and coexisting symptoms, and by virtue of its holistic effect,
clinicians can alleviate more than painful necks
and knees with their treatments. Lee et al. (2012)
suggest that the evidence provided in their paper
will help to support clinical guidelines for the
treatment of patients with complex and overlapping physical and psychological symptoms such
as those of TSR. Perhaps we should look closer
to home and use this evidence to support the use

120

of acupuncture as a safe and effective treatment
that enhances well-being on many different levels
and is more economical than treating each symptom individually.
Lee et al.’s (2012) paper was published in
Systematic Reviews, which is an open-access journal.
The full text can be accessed online (http://
www.systematicreviewsjournal.com/content/1/
1/46).
Merian Denning
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Book reviews

Acupuncture for Insomnia: Sleep and
Dreams in Chinese Medicine
By Hamid Montakab
Thieme, Stuttgart, 2012, 164 pages, hardback,
£59.99
ISBN 978-3-13-154331-8
We all know that sleep is important, but Hamid
Montakab maintains that it is as indispensable to
life as air, water and food. Since an increasing
number of patients suffer from sleep problems,
Acupuncture for Insomnia: Sleep and Dreams in Chinese
Medicine should be relevant and interesting for all
of us. However, as an outpatient physiotherapist,
I must point out that my clients are not referred
to me for insomnia as a primary complaint, and
my scope of practice is to use acupuncture for
pain relief.
The first chapter deals with the physiology of
sleep, and describes its stages and functions.
Sleep deprivation is said to delay healing and
impair immune function, but the quality of sleep
is more important than its quantity. Montakab
provides a useful classification of sleep disorders,
details of the causes insomnia and a range of
treatment options.
Chapter 2 explains the Chinese medical view
of sleep, and describes the yin and yang rhythmic balance phases. The Chinese relate the
sleeping process to the movement of Wei Qi
(defensive energy). This energy circulates on
the surface of the body during the day and
internally at night in order to allow the muscles
to relax. There are plenty of diagrams and
tables to illustrate these principles, but it would
help if you had a basic knowledge of traditional
Chinese medicine (TCM) to get you through
this section.
The third chapter focuses on insomnia itself as
a symptom rather than a disease. The author
describes the TCM way of diagnosing insomnia
and its treatments in detail, and refers to many
acupuncture points and case studies. However,
assessing such things as the tongue, ‘‘vacuity’’
and ‘‘internal wind symptoms’’ is beyond my
scope of practice.
 2013 Acupuncture Association of Chartered Physiotherapists

Chapter 4 details many other sleep pathologies
and includes auricular points for jet lag, which I
learned were the four ‘‘inner gates’’.
The fifth chapter discusses dreams and their
significance in TCM, which was interesting but
not relevant for my work. I also found myself
wondering how some of these theories could be
proved; for example, do night terrors/ghost
dreams really signify an ‘‘accumulation of
phlegm’’?
Chapter 6 is about clinical evaluation and
mainly describes a research project from 1994,
but it also summarizes other, more recent clinical
studies.
The first appendix includes a clear index of
sleep-related symptoms and acupuncture points.
Appendix 2, by Solange Montakab-Pont, is about
working with dreams.
Acupuncture for Insomnia is clearly presented, and
includes many tables and illustrations. It also
lucidly explains the physiology of sleep and the
dream theories are summarized well. I was glad
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to learn more about the Shen Men auricular
point (Heart 7), the Si Shen Cong extra point
(Extra Head/Neck 1; 1 cun from Governor
Vessel 20 at the top of the head) and the Yin
Tang extra point between the eyebrows. The
book also features some brief but interesting
dietary and lifestyle advice, as well as some
exercises for insomnia, although I have not yet
tried these myself.
On the other had, I was somewhat disturbed
to read in Jeffrey Yuen’s foreword that ‘‘[m]etaphorically, sleep is the preparation for death’’.
This idea was mentioned again in the second
chapter, ‘‘Sleep in Chinese Medicine’’, as being
part of a ‘‘Daoist’’ tradition, but Montakab did
not go on to explain what Daoism was. This
chapter was where I really got lost as I struggled
to understand Chinese principles such as Yi, Gui,
Hun, Po, Xue and Shen.
Furthermore, although the auricular and extra
acupuncture points were illustrated, and their
locations were clearly described, I would have
preferred all the relevant points to be detailed in
this way to save me from having to refer to other
texts. This information could have been included
as an appendix instead of the illustrations of the
Chinese characters for the points.
Finally, many of the case studies detailed in
Chapter 3 are not relevant to my scope of practice
since these either involved children, described
many months of treatment, or were concerned
with the assessment of pulse, ‘‘vacuity’’, complexion, tongue or the consistency of stools.
Nevertheless, if you are trained in TCM, or
have an understanding of its principles, and treat
patients for insomnia, then Acupuncture for Insomnia would be a useful addition to your library.

Dr David Twicken’s I Ching Acupuncture – The
Balance Method: Clinical Applications of the Ba Gua
and I Ching provides an excellent overview of the
foundational theories that underpin TCM. Commonly known concepts such as yin–yang, the
Five Phases, the Eight Trigrams and the Chinese
calendar are covered in depth, and additional
information on the use of proximal and distal
treatment points is included. The author also
deals with classical philosophical models that
explain the relationships between philosophy,
TCM principles, acupuncture channels and the
body, allowing for the application of Eastern
philosophies in typically Western practice.
Twicken presents six balancing methods: the
first two relate to the treatment of the hand with
the foot and vice versa; the third balances Sea and
Stream acupoints; the equilibrium of the daily
body clock is addressed with the fourth; the fifth
relates to channel names and positions; and the
sixth method balances hexagrams. The clinical
applications of the I Ching and Ba Gua, and their
theories, are also discussed, with the author
providing examples of each of the two philosophies for each of the six balance methods.
The book provides coverage of the I Ching,
allowing the reader to gain a better understand-

Suzanne Brooks BSc(Hons)
Senior Physiotherapist
Rehabilitation Department
Queen Alexandra Hospital
Portsmouth, UK
I Ching Acupuncture – The Balance
Method: Clinical Applications of the Ba
Gua and I Ching
By David Twicken
Singing Dragon, London, 2012, 320 pages,
paperback, £24.99
ISBN 978-1848190740
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ing of the theories that contribute to TCM and
the clinical application of acupuncture. Twicken
also gives an explanation of some of the supporting concepts that form the basis of TCM and
acupuncture. The text is excellently laid out and
printed in an easy-to-read typeface. The diagrams
are well placed, adding clarity to the descriptions,
and do not congest the text.
I Ching Acupuncture is a great read for acupuncture practitioners with an understanding of the
theories and philosophies that are used in the art
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of TCM, but it may be a little in-depth for
readers without prior knowledge of TCM
concepts.
Stuart Elwell
AACP West Midlands Regional Representative
Associate Physiotherapist
Dudley Physiotherapy Clinic
Dudley
West Midlands
UK

123

ĞŶĞĨŝƚƐŽĨWDĞŵďĞƌƐŚŝƉ
/Ĩ ǇŽƵ͛ƌĞ ƉƌĂĐƚŝƐŝŶŐ ĂĐƵƉƵŶĐƚƵƌĞ ĂƐ ƉĂƌƚ ŽĨ ǇŽƵƌ ƉŚǇƐŝŽƚŚĞƌĂƉǇ ƉƌĂĐƚŝĐĞ͕ ǇŽƵ ŶĞĞĚ Ă ƐƵƉƉŽƌƚ ĂƐƐŽĐŝĂƚŝŽŶ
ƚŚĂƚŽĨĨĞƌƐĂŐƌĞĂƚƌĂŶŐĞ ŽĨ ďĞŶĞĨŝƚƐĨŽƌǇŽƵƌƉƌĂĐƚŝĐĞĂŶĚǇŽƵƌƐĞůĨ͊

&ƌĞĞ WĞƌƐŽŶĂů>ŝĂďŝůŝƚǇŽǀĞƌĂƚĞŶŚĂŶĐĞĚůĞǀĞů ŽĨάϭϬŵŝůůŝŽŶ
YƵĂůŝĨŝĞƐƚŽƉƌĂĐƚŝĐĞĂĐƵƉƵŶĐƚƵƌĞŝŶŵĂŶǇE,^dƌƵƐƚƐĂŶĚWƌŝǀĂƚĞ,ĞĂůƚŚĐĂƌĞ
WƌŽǀŝĚĞƌƐ͕ ƐƵĐŚĂƐhWĂŶĚ WƌƵĚĞŶƚŝĂů
ZĞĚƵĐĞĚĨĞĞƐ ƚŽWŽŶĨĞƌĞŶĐĞ͕ƚƌĂŝŶŝŶŐĂŶĚ WĞǀĞŶƚƐ
ϯϱйĚŝƐĐŽƵŶƚ ŽŶ ŶĞĞĚůĞƉƵƌĐŚĂƐĞƐ ĨƌŽŵWŚŽĞŶŝǆDĞĚŝĐĂů
ŽŶĨŝƌŵĂƚŝŽŶ ŽĨWƌŽĨĞƐƐŝŽŶĂů ƐƚĂŶĚŝŶŐĂŶĚĐŽŵƉĞƚĞŶĐĞ
hƐĞŽĨ ƚŚĞůĞƚƚĞƌƐDWĂĨƚĞƌ ǇŽƵƌ ŶĂŵĞ ĂŶĚ ƵƐĞŽĨ WůŽŐŽ
ŽŵƉůŝŵĞŶƚĂƌǇ ĐŽƉǇŽĨ ŽƵƌW:ŽƵƌŶĂů͕ƚǁŝĐĞĂǇĞĂƌ͕ǁŝƚŚ ƚŚĞ ůĂƚĞƐƚ
ƌĞƐĞĂƌĐŚĂƌƚŝĐůĞƐ
ŽƐƚĨƌĞĞ ůŝĐĞŶƐŝŶŐ ŝŶ>ŽŶĚŽŶŽƌŽƵŐŚƐ
ϮϱйŽĨĨ ĂĐƵƉƵŶĐƚƵƌĞĂŶĚ ƉŚǇƐŝŽƚŚĞƌĂƉǇƚŝƚůĞƐĨƌŽŵůƐĞǀŝĞƌ,ĞĂůƚŚ
&ƵŶĚŝŶŐ ĂǀĂŝůĂďůĞĨŽƌƌĞƐĞĂƌĐŚŽƌƚƌĂǀĞůͬĞŶƚƌǇĐŽƐƚƐƚŽĂĐƵƉƵŶĐƚƵƌĞĞǀĞŶƚƐ
ĚǀŝĐĞ ĂŶĚƐƵƉƉŽƌƚŽŶƌĞŐƵůĂƚŽƌǇĂŶĚůŝĐĞŶƐŝŶŐŝƐƐƵĞƐ

&ŽƌŵŽƌĞĚĞƚĂŝůƐ ĂďŽƵƚŵĞŵďĞƌƐŚŝƉ
ĐĂůůϬϭϳϯϯ ϯϵϬϬϭϮŽƌ
ĞŵĂŝů ŵĂŶĂŐĞƌΛĂĂĐƉ͘ƵŬ͘ĐŽŵ
hWhEdhZ^^K/d/KE
K&
,ZdZW,z^/Kd,ZW/^d^
ǁǁǁ͘ĂĂĐƉ͘ŽƌŐ͘ƵŬ

Journal of the Acupuncture Association of Chartered Physiotherapists, Spring 2013, 125–126

Product review

Heskiers OneTool
Heskiers, Copenhagen, US$85.00
http://heskiers.com/
The Heskiers OneTool is a novel manual
therapy treatment device created by Martin
Heskier, an inventor and acupuncturist from
Denmark. Our first impressions of the tool were
that it is well designed, and ergonomically suited
to fit both the practitioner’s hand and the
patient’s body. The more you experiment with
this gadget, the more uses you find since all
sides and prominences can be used for
treatment.
The adjacent photograph shows its three
curves, which can fit around different parts of
the body. For example, the smaller arc can be
used on the neck or arms, and the larger one on
the buttocks and back. Remarkably, these curves
are three-dimensional, allowing for further subtle
adjustments of the tool to suit the size of the
patient. The prominences resemble different
parts of the therapist’s hands: the longer projection is equivalent to the index finger, and the
smaller, thicker one corresponds to the thumb
pad on one side and the palm on the other.
There is also a hook-shaped prominence for
treating trigger points. The OneTool is suitable
for either left- or right-handed therapists.
A group of physiotherapists at the William
Harvey Hospital, Ashford, Kent, UK, trialled the
device for a month in order to see whether it was
worth purchasing for the department and/or
recommending to patients. Our initial thoughts
were that the OneTool easily moulds into your
hand, is comfortable to use and protects the
therapist’s joints. It is much more versatile than
other manual therapy tools on the market, and
would be useful for deep-tissue massage, as well
as treating trigger or acupressure points. Patients
with problems relating to sport and exercise
would find the tool helpful for the selfmanagement of conditions such as a recurrent
tight iliotibial band and trigger points in the
piriformis muscle since it makes it possible for
them to target these difficult-to-reach areas.
 2013 Acupuncture Association of Chartered Physiotherapists

The main problem we had, which would apply
to any manual therapy device, is the reduction in
the amount of feedback that you get as a
therapist when initially using the tool. We would
anticipate that practice would allow you to judge
the amount of pressure that you need to use, as
you do with your hands. Anyone purchasing the
OneTool is advised to follow the instructional
videos on the manufacturer’s website (http://
heskiers.com/pages/testimonials) because you
are unlikely to understand its full potential and
range of uses otherwise. If you are looking for a
manual therapy device to protect your joints or
to recommend to patients for self-treatment, we
would recommend considering this product.
The OneTool has several points in its favour:
+ it moulds into the hand well, is easy to hold
and is comfortable to use;
+ it has multiple uses;
+ patients can use it for self-treatment and
self-management;
+ it makes it easier to treat certain areas;
+ it protects the therapist’s hands, although it
may increase general exertion;
+ it is more specific and more versatile than
previous types of manual therapy tool;
+ it is good for deep-tissue massage, and targeting trigger and acupressure points; and
+ it is made of smooth plastic.
On the other hand, we had a few issues with this
device:
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+ the price may be too high for most patients;
+ it is difficult to gauge feedback and assess the
amount of pressure applied by the therapist;
+ it takes time to get used to the tool because
the feedback that it produces is different to
that generated by thumbs and hands; and
+ all videos on website need translation in order
to get more information about the product.*

The Physiotherapy Team
Physiotherapy Department
William Harvey Hospital
Ashford
Kent
UK

We concluded that we would buy the OneTool if
the price was right, and because of the problems
with feedback, it may be better for patients to
purchase it for self-treatment.

*Martin Heskier has informed the editors that all videos
on his website are now in English, and that the Heskiers
Method is thoroughly described too, including how much
pressure to apply.
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Acupuncture training: light at the end of the tunnel

A year after I intended to become a trained
acupuncturist, I finally did! So what was stopping
me? Quite frankly, it boiled down to a lack of
support from the acupuncture organization to
which I initially applied. This body refused to
provide a lip-speaker to support me in my
studies.
‘‘A lip-speaker?’’ you may well ask. ‘‘What’s
that?’’
Born profoundly deaf, I rely on lip-reading
and speech rather than British Sign Language
(BSL), although I also use this sometimes. When
attending courses to further my skills in physiotherapy – I specialize in musculoskeletal outpatients at a private practice in Guernsey – I
require the support of a lip-speaker to participate
in the teaching and group discussion in real-time.
Without this assistance, I would fall behind
and feel that I hadn’t got as much out of the
course as I would have done with the relevant
support.
Lip-speakers are highly trained in relaying,
almost verbatim, and only three or four words
behind the original speaker, what it is that he or
she is saying. I focus my attention on lipspeakers and lip-read what it is that they are
saying. This means that I do not miss any of the
content when the tutor or lecturer is talking,
walking around the room or conducting a practical session, which is often the case on physiotherapy courses. There isn’t much point in
learning acupuncture without getting to grips
with the needles and sticking them into acupuncture points on real people! This invariably means
that the tutor and the students on the course are
all in various positions around the classroom,
and therefore, not always in the best position for
me to lip-read them. By lip-reading the lipspeaker, I rarely miss the questions asked by
other students and the tutor’s corresponding
answer. In turn, I am able to join in and feel like
one of the group.
‘‘Why not a sign language interpreter?’’ you
might wonder.
First, English is my native language. Secondly,
physiotherapy and acupuncture use a lot of
 2013 Acupuncture Association of Chartered Physiotherapists

terminology that I would struggle to interpret
from sign language (whereas a deaf person fluent
in BSL might not have trouble with the interpretation), and I am much more comfortable
lip-reading it. Other people with deafness or
hearing loss sometimes prefer a sign language
interpreter, or a manual or electronic note-taker
(who are similar to the court reporters that you
see or hear about), but I have found from
experience and exposure to the available forms
of support for deaf students throughout my two
degrees at university that I have learned the most
by having a lip-speaker.
Communication support is not cheap. If I was
employed in the UK, I would have Access to
Work to provide the financial support I need, as
long as the course was essential to my job
description. However, I work in Guernsey,
which is a Channel Island Bailiwick and not part
of the UK, being a British Crown Dependency.
This means that I am not entitled to Access to
Work, and instead, rely on the current UK
legislation, the Disability Discrimination Act
1995, now referred to as the Equality Act 2010,
which requires that service providers provide
‘‘reasonable adjustment’’ to enable people with
disabilities to have equal access to the service
being provided.
In the case of my initial application to the
unsupportive acupuncture organization, I was
informed that the cost of providing a lip-speaker
outweighed the cost of my place on the course. I
took my query to AACP, who offered me a place
on their course at Glyndŵr University in
Wrexham, North East Wales. This was run by
Paul Battersby, who has an encyclopaedic knowledge of traditional Chinese medicine (TCM) and
Western acupuncture. I really enjoyed acquiring
my new acupuncture skills from this fantastic
man. My lip-speaking services were provided by
Sue Bethel, a locally placed and highly qualified
lip-speaker who is also sign language interpreter.
Both Paul and Sue had previously worked
together in supporting deaf students on
complementary therapy courses at Glyndŵr
University, and this made my experience an
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unforgettable one. Not only that, but Paul had
procured the expert input of Derry Jones, a TCM
acupuncturist, to support me during the practical
sessions. Derry gave me feedback about my
needling technique, the locations of acupuncture
points and the attainment of De Qi.
Having completed the required 80 h of a
Foundation Course in Acupuncture, I am confidently using this technique on a daily basis in my
clinic.
Was this a bad experience? A year ago,
it certainly was. Was I a victim of disability
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discrimination? Definitely. Was there a failure
to
provide
‘‘reasonable
adjustments’’?
Absolutely!
Today, I believe that fate led me to AACP,
Paul, Sue and Derry. Did I encounter any more
discrimination? No, none at all.
Sadly, Derry Jones recently passed away (born:
sunrise 1 July 1966; died: sunset 6 October
2012). R.I.P.
Elizabeth McDermott
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News from the front

Interview with Mrs Nicola Lewith
Acupuncture is now such a well-established part
of physiotherapy that it is hard to believe that
chartered physiotherapists were not always
allowed to practice this technique. Pioneering
practitioner Nicola Lewith (Fig. 1) was one of
the first physiotherapists – if not the very first –
to train in acupuncture.
In 1978, she was a senior physiotherapist at
Great Ormond Street Hospital, London. A visiting Chinese doctor demonstrated the use of
acupuncture to treat spasticity and Nicola was
very impressed with the results. She was scheduled to travel to Australia with her husband, Dr
George Lewith, to work for a year, and they
wrote to a hospital in Beijing to see if they could
stop off there in order to see some acupuncture.
They heard nothing for a while, and then were
contacted out of the blue: the hospital was
running a course in acupuncture that was being
sponsored by the World Health Organization
(WHO) and would they like to take it? After a
thorough vetting by the Chinese Embassy,
Nicola and George were given visas to allow
them to study both acupuncture and traditional
Chinese medicine (TCM) in Nanjing for
6 months.
Sixteen overseas visitors were on the course,
and although they were taught in English, the
students had interpreters for the hospital visits.

Figure 1. (Left and right) Nicola and George Lewith
today, 35 years after their time in China.
 2013 Acupuncture Association of Chartered Physiotherapists

At the end of 6 months and following examinations, Nicola and George were awarded their
diplomas, and they travelled on to Australia,
where they were able to use acupuncture as part
of their normal practice.
After about 10 months in Australia, they
returned to the UK, and Nicola contacted the
Chartered Society of Physiotherapy (CSP) to
make sure that she was permitted to practice
acupuncture, but was disabused of this idea in no
uncertain terms. Nicola was told that she was not
insured to do acupuncture, and that, if she did
so, this would be illegal and she would probably
be struck off. However, along with other doctors, her husband set up an acupuncture clinic
and also ran training courses in acupuncture.
Initially, these classes were exclusively for doctors, but physiotherapists were eventually
allowed to attend the sessions in the mid-1980s.
A few years later, acupuncture was finally
approved by the CSP, but Nicola had retired
by then and so she never had the chance to use
her acupuncture skills within her physiotherapy
practice.
Nicola graciously agreed to be interviewed
about her experiences by JAACP News Editor
Rosemary Lillie.
Rosemary Lillie: Could you tell me about your
physiotherapy background?
Nicola Lewith: I was a senior physiotherapist at
Great Ormond Street Hospital, and my caseload
included children with cerebral palsy and spina
bifida. A visiting doctor from China came to the
unit, and he did some acupuncture on one or
two of the children, which relaxed their muscles
so much that they could almost walk. Previously,
physiotherapists had spent hours loosening them
up and trying to get them to be able to stand. I
was very impressed because he just stuck these
needles in, and it seemed that these kids could
almost do anything. I went home that night to
my husband, who’s a doctor, and told him about
it. At the time, we were arranging to do an
exchange visit to Australia for a year. I was really
quite interested in this acupuncture, so we
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thought, maybe, on the way to Australia we
could stop off in Beijing to see some acupuncture there. So we contacted the Traditional
Chinese Hospital in Beijing and asked if we
could come, but we had no response. About
6 weeks before we were due to go to Australia,
we got a telegram from the hospital saying they
were running a course, which was being sponsored by WHO, and would we both like to come
on the course? We both said, ‘‘Yes,’’ and postponed the jobs in Australia for 6 months. We
didn’t know much about China, and we had to
go to the embassy in London for a visa. At the
time, it was just after the Gang of Four, and
visitors weren’t allowed in. You could only get
into China on some special visa, so we were
vetted. We ended up in Nanjing on a 6-month
course learning acupuncture and TCM. There
were 16 of us altogether, two each from Australia, New Zealand, Germany, Spain, Italy,
Greece and Finland. The course was taught in
English and it was the first one they’d run. It was
paid for by WHO and they gave us an allowance
as well. We had the most fantastic time. We
spent the mornings in six or seven different
hospitals around Nanjing. We each had an interpreter, and we worked and were taught in the
clinic. In the afternoon, we had lectures, learned
all the acupuncture points in Chinese and did lots
of tests. After 6 months, we qualified and got our
diplomas. Then we went on to Australia to do
our jobs there and I did a lot of acupuncture. It
was rather new there, but they had quite a few
people doing acupuncture, so it wasn’t anything
unusual.
R.L.: So the Australians were happy with physiotherapists doing acupuncture?
N.L.: Yes, and I used acupuncture a great deal
whilst I was there. After 9 or 10 months, we
came back to England, and I contacted the CSP
to make sure I was covered by their insurance.
They said, ‘‘Absolutely not.’’ I was not insured to
do acupuncture, and if I did, it would be illegal
and I’d probably be struck off. So that was a
great shock. At that time, there were very few
people using acupuncture here. There were one
or two doctors, but certainly no physiotherapists.
I did use acupuncture privately, but very little.
My husband and I set up a clinic, he used
acupuncture and I just helped out. George set up
courses teaching acupuncture and that is how it
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Figure 2. Nicola Lewith (second from the left) needling
a patient’s (centre, only feet visible) Kidney 3
acupuncture point (Tai Xi) in Nanjing Drum Tower
Hospital, Nanjing, China, in 1978. Her husband George
and their teacher Dr Yang (second and first from the
right, respectively), and an interpreter (left) are
observing.

all started.
R.L.: Did you challenge the CSP when they said that
you were not covered by their insurance?
N.L.: Well, I did try. This was in 1979, and I hit
a brick wall. It’s a very different organization
now, and once courses started running for doctors in 1985 and 1986, physiotherapists were
enquiring whether they could come on the
courses as well. Once physiotherapists trained in
acupuncture in this country, the CSP then started
to insure them to practice acupuncture. That was
5 or 6 years later, I think, and by that stage, I’d
given up work. We had three young children and
I was not working at that point. Anyway, then it
took off and it was fine, and lots of physiotherapists use acupuncture now.
R.L.: What did you particularly enjoy about the course?
N.L.: What was good about it was that we
worked in the hospitals there (Fig. 2). There
were three girls, out of the 16, and I was quite
often put into the women’s clinics because they
were quite fussy about being treated by men. We
did a lot of gynaecological treatments, including
turning breech babies. We just put the needles in
their little toes at the Bladder 67 (Zhi Yin)
acupuncture point and then they turned round...
We did it all through an interpreter, and I must
say we learned a huge amount and quite a bit of
TCM as well. They taught us extremely well.
Every Sunday, we had the day off and they took
us on trips, and then at the end, we had 2 weeks’
holiday all round China. It was very political
 2013 Acupuncture Association of Chartered Physiotherapists
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Figure 3. Another photograph from 1978 that shows
George Lewith (second from the left) taking a patient’s
(left) pulse and Nicola (front right) looking at his
tongue so that they can make a diagnosis. Once again,
their teacher Dr Yang and the interpreter (second and
first from the back right, respectively) are observing.

because it was just after the Gang of Four and at
the end of the Cultural Revolution.
R.L.: It’s amazing to think that they were happy to let
you in at that time.
N.L.: Well, we had to have an interview at the
Chinese Embassy in London and take tea with
the Ambassador. We were thoroughly checked
to make sure we did not have any physical
problems. When we got there, we had to go
straight to the place we were staying and be
checked in. In Nanjing, we weren’t allowed to
move outside of the 20-mile radius of the town.
We were the only foreigners in Nanjing, so
everybody knew who we were and why we were
there.
R.L.: How did the patients respond to you?
N.L.: They were very curious – quite a lot of
people hadn’t seen foreigners before – they
couldn’t really place you at all (Fig. 3). Our
interpreters were lovely people, but you weren’t
allowed to talk to them about anything personal
– where they lived, how they lived or whatever.
Everything was very formal because they would
get in trouble if they did [discuss these things], so
we accepted that.
R.L.: How did you dress when you were there?
N.L.: When we arrived, it was winter – and then
it went straight to summer. It was very cold
when we arrived and there was snow. We wore
jeans, actually, and they were the best thing to
wear there. We [also] wore sweaters and jumpers.
The people all wore Mao suits in those days.
They didn’t have fashionable clothes at all. Sud 2013 Acupuncture Association of Chartered Physiotherapists

denly, it was summer! I had a denim skirt, quite
a modest one, very safe, below the knee. I used
to wear that, but that used to cause a bit of a stir.
If people saw me in the streets, they would stop
and stare, and fall off their bikes! I had quite
blonde hair in those days. Blonde hair and a skirt!
We saw one or two accidents on bikes when they
were staring – you know, not looking where they
were going. However, we were treated absolutely
brilliantly, and they were all so nice.
R.L.: How did you cope with the diﬀerent types of food?
N.L.: The food was fine, but was very different
from what you get nowadays in China. It was
very basic, a lot of rice, chicken, bones, the lot –
they would cut the chicken up with bones and all
– stews and soup with eggs. Every now and then,
we had banquets where the food was absolutely
brilliant. We had to make toasts and speeches.
Because it was a course in English and we were
the only two from England, George was the
group leader and he had to make the speeches at
every factory or school he went to, and I was the
English representative. It was very formal. They
translated our speeches, and if what was said was
not politically correct, the interpreters did not
translate exactly what you said, but made it right.
There was Greek girl on the course who had
actually been brought up in China, and she knew
Mandarin very well. The Chinese did not realize
this at the start. She told us afterwards, ‘‘They
don’t translate what you say. No matter what you
say, they’ll just say what they want to hear.’’ I can
understand that. They were frightened in case we
did something wrong.
R.L.: Where did you live?
N.L.: We lived in what used to be the British
Embassy in Nanjing. It had very basic rooms and
a classroom. The beds were a sort of woven
mattress, very hard. However, you get used to it
in 6 months. In fact, the beds were so hard that,
after we left and went to Hong Kong for a
couple of nights before going to Australia, we
stayed in a hotel and the bed was so soft we
couldn’t sleep on it, so we slept on the floor.
R.L.: It’s interesting that TCM and acupuncture were
practised alongside Western medicine.
N.L.: Well, they had two hospitals. They did not
mix TCM hospitals and Western ones. As a
patient, you’d choose which you went to. And
then, of course, there were the barefoot doctors
in the rural communities and they could do
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acupuncture. They’ve got medicine for virtually
everybody. It was impressive. We went miles out
into the country on these trips and there were
these barefoot doctors doing acupuncture. It was
very interesting.
R.L.: Considering the size of the country and the
population, it’s amazing that these barefoot doctors
managed get everywhere?
N.L.: They were very good. They were taught
basic medicine and acupuncture, and everybody
in the country would have had access to a
barefoot doctor. They all had electricity in their
houses, and some form of schooling, which
probably doesn’t happen now.
R.L.: Did they have the one-child policy then?
N.L.: No, they didn’t, that was later. This was
1978. It was just after the Gang of Four had
gone, but people were still very nervous about
what was going happen when Mao died. Things
were beginning to change, but they didn’t have
any access to anything outside the country – no
newspapers or books. They were lovely people
and they just couldn’t understand how we could
live somewhere where you didn’t automatically
get given a job. Of course, they had no choice of
jobs. They were just told what they had to do
and lots of times they weren’t given a house to
live in, but that is why they didn’t want us to talk
to the people at all, because they didn’t want us
to influence them.
R.L.: That still happens now, doesn’t it? They are very
anxious about the Web.
N.L.: We were in China in 2011, actually, and
some e-mails never get there. You can’t say
anything in an e-mail.
R.L.: Did you find it very diﬀerent when you went back?
N.L.: Completely different. We were in Nanjing
and Beijing for a bit. There were very few cars
when we were there before. We moved around a
bit in minibuses, but that was the only form of
transport apart from lorries. Everyone was on
bicycles. People had rickshaw bicycles. They just
didn’t own cars, and there were maybe six or
seven people abreast down the road with bicycles. Now, especially in Beijing, on the big road
in Tiananmen Square, we would have seen about
20 bicycles across just going up and down. Now
it’s about 20 cars across. I think there are seven
ring roads round Beijing now.
R.L.: Did you notice the level of pollution?
N.L.: Yes, [there’s] a huge pollution level, but
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not from big expensive cars. There was only one
hotel in Beijing when we were there before,
would you believe? Now it’s a totally different
place.
R.L.: Timewise, it’s not that long, but there have been
huge changes, haven’t there?
N.L.: I think it’s sad in a way. They’ve got into
money, money, money now. There are still a lot
of very poor people. They’re hugely overcrowded. The population’s probably trebled
since we were there.
R.L.: And it’s very imbalanced, as well – there are a lot
of young men. If you’re going to choose to have one child,
then you have a boy.
N.L.: Of course, when we were there, they all
wanted to have a son because, when they got
married, they stayed within the family home and
then looked after the grandparents. Because they
had more than one child, they usually had sons as
well as daughters. Now, if they have a daughter,
of course, they don’t have anyone to look after
them, and they are having to build nursing
homes and things like that.
R.L.: They’re learning our bad habits, aren’t they?
N.L.: Yes. Well, I must say it was an interesting
time. We were lucky to get it. Of course, it was
long before mobile phones and e-mails. They
gave us money each week to buy stamps for a
letter, and to buy chocolate. It was rather nasty
chocolate. Food, in that way, was very basic. The
highlight of Sundays was to go to the park and
buy an ice cream. The hospitals were very
interesting – the families lived in the hospital
with the patient. They brought them food and
did all the nursing care, everything like that,
which was good. The Chinese don’t really have
physiotherapists. They call people who do
physiotherapy ‘‘doctors’’, so they didn’t quite
understand that I wasn’t a doctor, but it didn’t
matter at all. In fact, I think physiotherapists
make much better acupuncture people than doctors. They’re much more hands on, aren’t they?
It was noticeable, actually. Everybody else on the
course was a doctor – I was the only physiotherapist. Some were a bit sniffy because I wasn’t
a doctor, but they soon realized I probably
picked it up better than they did.
R.L.: It’s a lovely way of learning, isn’t it?
N.L.: We learned so much so quickly. The
doctors were just wonderful. They were all quite
old. In fact, George met one of them recently,
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and he remembered us because it was their first
course. I think they quite enjoyed it because their
lives were a bit dull. They weren’t allowed to
travel in those days, and they didn’t see any of
the outside world at all, so to have 16 foreigners
in town was quite exciting for them. We were
very lucky to be there at that time, and I’m glad
we saw China then compared to how it is now.
There are so many people. They’re pulling down
all these lovely old buildings and erecting horrible new high-rises. I didn’t recognize Beijing
at all, apart from the main tourist sites, like the
Forbidden City and the Summer Palace in
Tiananmen Square.
R.L.: What sort of patients did you treat?
N.L.: We saw a lot of children in China, actually,
and lots of people [who had suffered] strokes.
When we went to Australia, I worked on neurology wards, which were mostly [treating] people
with head injuries – a lot from motorbike accidents – and I used to do acupuncture. One man
had been in a hospital ward for 2 or 3 years,
unconscious from a head injury, and I said, ‘‘I’ll
try some acupuncture.’’ They were quite keen, so
we did some acupuncture for a couple of weeks
and he just woke up. He wasn’t totally back to
normal because there were personality changes.
His wife had long since divorced him and got
remarried because it was quite a long time. They
thought there was no hope for him, but he woke
up and wanted to go back home. We all felt
rather guilty about that, but that’s how it works,
isn’t it?
R.L.: What about surgical cases?
N.L.: We went to lots of operations where they
used acupuncture instead of an anaesthetic – we
saw Caesarean sections and we even saw a brain
tumour being removed. People would say, ‘‘They
must have given them some anaesthetic or something. . .’’
R.L.: And they didn’t?
N.L.: No, because it’s just accepted there.
Patients don’t get upset, they totally believe it’s
going to work. [There was] terrible hygiene, mind
you. They didn’t have much in the way of sterile
equipment.
R.L.: Did they have much infection there?
N.L.: Funnily enough, I don’t know. They
probably wouldn’t have showed us if they had.
Of course, they don’t like to lose face. That is a
big thing in China. The living conditions are
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pretty basic, so maybe they are very resistant to
infections. I think they swabbed things down
with iodine and antiseptics. Because it was so hot
and [there was] no air conditioning in those days,
the windows were wide open and flies would
come in.
R.L.: What do you think the future holds?
N.L.: I think physiotherapists will be the ones
doing acupuncture in the future, not doctors
because they don’t have time to learn.
R.L.: What are you doing now?
N.L.: I’ve moved on. I went back to university,
actually, and did a degree in Fine Art. I run a
print-making studio for artists. It was actually
quite difficult. I had such a nice job in London,
several jobs in London, really, but when you
move away from London, it’s not so easy to find
good jobs because working for the National
Health Service is hard. I did do a bit with
paediatric work when I was younger, but it’s not
quite the same. So there we are, that’s the story.
R.L.: Thank you very much for your time.
Rosemary Lillie
News Editor

Review of the NICE low back pain
guideline
All National Institute for Health and Care Excellence (NICE) clinical guidelines require regular
reviews and updates. A recent report (NICE
2012) outlines the process of reviewing the
NICE low back pain guideline (CG88; NICE
2009) 3 years after its first publication.
This document concludes that a number of
issues relating to the implementation of CG88
have been identified as a result of the review.
Therefore, since these would indicate a significant change in clinical practice, it recommends
that Low Back Pain: Early Management of Persistent
Non-specific Low Back Pain should now be considered for an update, although no time frame is
given for this process.
Furthermore, the review process identified no
new evidence that contradicts the current CG88
recommendations, but it did pinpoint relevant
new and ongoing acupuncture trials.
After the original publication of the low back
pain guideline in 2009, NICE received 267 queries about it. These included questions about
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whether the adoption of acupuncture would
entail a significant cost to the National Health
Service and whether acupressure could be considered as a treatment option.
Feedback on CG88 revealed that at least one
primary care trust had put a blanket ban on
acupuncture regardless of the NICE recommendations, while another reported that it was not
willing to provide acupuncture and felt that the
wording in the guideline document ‘‘could
almost demand acupuncture’’.
A summary of the review can be found online
(NICE 2012).
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Guidelines for authors

Introduction
Always refer to a recent edition of the Journal of the
Acupuncture Association of Chartered Physiotherapists.
Please follow the style and layout of an article or
item that is similar to your own contribution. If
something is submitted for publication, then it is
implied that it has not been simultaneously submitted to another journal or any other type of
publication. Reprints may be considered, but these
must be clearly identified as such and permission
must be obtained from the original publisher.
Templates for clinical papers and case reports
are available on the AACP website (www.aacp.
org.uk) or by e-mail on request. These templates
should not be deviated from if used. Manuscripts
may be returned to authors if they have not
adhered to the guidelines. If necessary, the Clinical Editor should be consulted in the initial
stages for clarification.
Authors may submit clinical papers, literature
reviews, clinical commentaries, case reports,
book reviews, course reports, news items, letters
or photographs for consideration for inclusion in
the Journal. Academic and clinical papers are
subject to review by the Editorial Committee and
may require revision before being accepted.
A Portable Document Format (PDF) file of
the final version of any academic article is
available free of charge if notice is given to the
Clinical Editor when the article is submitted.
All published material becomes the copyright
of Association.
All submissions should be sent directly to the
Clinical Editor:
Mrs Helen Oakes
34 Tanners Hill Gardens
Hythe
Kent CT21 5HX
UK
E-mail: helen_oakes@yahoo.co.uk

Preparation of manuscripts
Authors should submit material by e-mail or on
CD-ROM. All articles must be typed with wide
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(3-cm) margins and the pages should be numbered consecutively. Articles should be a maximum of 7500 words (excluding the abstract,
references and tables).
Papers should be arranged as follows:
Title
The title of the article should be in sentence case,
bold and ranged left, as in the main title above:
note that there is no full stop and no underlining.
The author’s name(s) and institutional affiliation(s) should run consecutively below the title.
Again, there are no full stops.
Abstract
A summary of not more than 250 words outlining the purpose, scope and conclusions of the
paper should be submitted. This should be
followed by a minimum of three and a maximum
of five keywords that best represent the contents.
Text
The layout of the Journal is that the main heading
of each section is in sentence case and bold.
Notice that, again, there are no full stops and no
underlining.
The first paragraph is left-justified; subsequent
paragraphs in the same section are indented, as is
this part of the guidelines. When including diagrams and photographs, these should be numbered in the order in which they appear in the
text, and should be submitted in separate files
(do not embed images in the text). Any figure
captions should be left-justified and run after the
author’s biography at the end of the text. Any
tables should come after the figure legends, if
there are any. Please indicate placement in the
text (e.g. ‘‘Fig. 1’’ and ‘‘Table 1’’). All figures and
tables must be referred to in the text.
When using numbers in the text, these should
be written out in words up to and including nine
unless these are measurements, numbers in
tables or units of time. Always use the International System of Units (SI).
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Clinical papers: referencing
All clinical papers must be fully referenced and
the citations verified by the author. No exceptions will be made. The reference list must be
arranged alphabetically by the name of the first
author or editor, following the Harvard style. In
the text, give the author(s) and date of publication in brackets (e.g. ‘‘Smith 1998’’), or if the
main author’s name is part of a sentence, then
only the year is in brackets [e.g. ‘‘as described by
Smith (1998)’’]. For more than one author,
reference can be made in the text to ‘‘Smith et al.
(1998)’’ (note the italics). However, when writing the reference list, the convention is as follows: for up to five authors, write all the authors’
names; for six or more authors, write the first
three author’s names, followed by ‘‘et al.’’
For journals, give the author’s surname and
initials, the year of publication, the title of the
paper, the full name of the journal, the volume
number, the issue number in brackets, and the
first and last page numbers of the article (note
the correct use of italic, bold, commas and full
stops):
Ceccherelli F., Rigoni M. T., Gagliardi G. & Ruzzante L.
(2002) Comparison of superficial and deep acupuncture
in the treatment of lumbar myofascial pain: a doubleblind randomized controlled study. Clinical Journal of Pain
18 (3), 149–153.

For books, give the author’s/editor’s surname
and initials, the year of publication, the book title
in italics, and the publisher and city of publication:
Williams P. L. & Warwick R. (eds) (1986) Gray’s Anatomy,
36th edn. Churchill Livingstone, Edinburgh.

For a chapter or section in a book by a named
author (who may be one of several contributors),
both chapter and book title should be given,
along with the editor’s name(s), and the first and
last page numbers of the chapter:
Bekkering R. & van Bussel R. (1998) Segmental acupuncture. In: Medical Acupuncture: A Western Scientific Approach
(eds J. Filshie & A. White), pp. 105–135. Churchill
Livingstone, Edinburgh.

For references to documents on the World
Wide Web (WWW), give the author’s surname
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followed by all initials, the year of publication in
brackets, the document title in italics, an indication that it is a WWW document in square
brackets and the complete Uniform Resource
Locator (URL):
List D. (2004) Maximum Variation Sampling for Surveys and
Consensus Groups. [WWW document.] URL http://
www.audiencedialogue.net/maxvar.html

Please adhere strictly to this style of referencing
in any contribution to the Journal.
Acknowledgements
Please state any funding sources, or companies
providing technical or equipment support.
Photographs
Photographs may be submitted in colour or
black-and-white, but will be printed in monochrome. Images must be in sharp focus. Photographs should be numbered and their placing
indicated in the text. Digital photographs should
be of high resolution (i.e. a minimum of 300 dots
per inch).
Line illustrations
These should follow the style used in the Journal,
i.e. any labelling text should be in sentence case
(10-point, Arial font), graphs should be twodimensional and all images must be monochrome. As with photographs, line illustrations
should be numbered and their placement indicated in the text. All images should be of high
resolution (i.e. a minimum of 1200 dots per
inch).

Case reports
The Journal welcomes case reports of up to
3000 words. These should be structured as
follows: title, abstract and keywords, a brief
introduction, a concise description of the patient
and condition, and an explanation of the assessment, treatment and progress, followed finally by
a discussion and evaluation of the implications
for practice. The study must be referenced
throughout. Further guidance is available upon
request.
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Book reviews

General points to note

At the beginning of the review, give all details of
the book including the title in bold, the author/
editor’s full name(s), publisher, city and year of
publication, price, whether hardback or paperback, number of pages, and ISBN number. The
reviewer’s name should appear at the end of the
review in bold, right-justified, followed by their
title and place of work in italics. Reviews of
DVDs and DVD-ROMs should follow the same
format. Book reviews and reports are normally
no more than 500 words in length; query for
longer.
Please contact the Clinical Editor before
writing a review.

Please enclose your home, work and e-mail
addresses, and telephone number.
It is the author’s responsibility to obtain and
acknowledge permission to reproduce any
material that has appeared in another journal or
textbook.
A brief biographical note about the author(s)
should be included at the end of a clinical paper
in italics.
All notes and news should have clinical relevance to AACP. Please refer at all times to the
style and layout of previous issues of the Journal
for whatever you are writing. Using these guidelines will save time for the editorial team.
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and see Chinese medicine in action through
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with current patients at the AcuMedic Clinic.
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Course department for more information.
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