URE ASSOCIA
CT
TIO
N
N
PU

ACUPUNCTURE
ASSOCIATION
of

CHARTERED
PHYSIOTHERAPISTS

S
ST

AC
U

CONFERENCE 2014

PHYSIOTH
E
ED
RA
ER
PI
RT

AACP

CH
OF
A

SGSG,@X

TOP 5 REASONS
to attend the AACP Conference 2014
KEYNOTE

SPEAKERS

1
2
3 EXPERT
4
5

HELENE
LANGEVIN
JEREMY LEWIS

NETWORKING

Surrounded by hundreds
who are passionate
about acupuncture
TOP QUALITY

LEARNING

with up to
12 hours
CPD

PRESENTERS
on key issues and clinically applicable

EXHIBITORS

plenty of
interesting
products & new
connections

7+(
+,/721,
1
&29(17
5<
&
$//7+(
$$&3)2
5
($5/<%,5
'
2))(56

The Acupuncture Association of Chartered Physiotherapists
Southgate House, Bakewell Road, Peterborough, PE2 6YS
Tel: 01733 390012 Fax: 01733 390057 Email: manager@aacp.org.uk Website: www.aacp.org.uk

Quality Means Everything But High Price
Deliver top quality products with competitive price to AACP members
Recognized by NHS as well as TCM & Acupuncture Schools

Great Selection of Altra Acupuncture Needles
Made from Japanese Surgical stainless steel
Unique cosmetic needles
Strict quality control
Comprehensive range of sizes with different handle
Packed in both 100 & 500 needles/box

Pain Management Solution
Jin Si Gao hydrogel Cooling Patch
Natural Heating Patch
Ma Pak Leung Log Oil
3NS Sports Tape

Best Selection of Moxibustion Products
Wide range of moxa products from Taiwan
Both smoke & smokeless available
Suitable for direct and indirect moxa treatment
Easy to light, no carbonised smell
Hand made smokeless moxa rolls & unique wooden holder

Altra TDP Infrared Lamp
Whole stand made with surgical stainless steel
Easy to change heating unit
Asbestos free

For more information, please visit:

www.herbprime.com
84 - 86 North Stage, Broadway, Salford M50 2UW, UK
T: 0800 310 1588 / +44 (0)161 872 1118 / 0788 771 5788
F: 0800 310 1566 / +44 (0)161 872 1288
RCHM & ATCM approved supplier

E: orders@herbprime.com, info@herbprime.com

Contents
Autumn 2013
Editorial .......................................................... 5
Chairman’s report ............................................ 7
Chief Executive Officer business report ............. 9
Education, Training and Resarch Committee
report ............................................................ 11
Regional reports ............................................. 13
Regional representatives .................................. 19

Journal of the
Acupuncture Association
of Chartered
Physiotherapists

www.aacp.org.uk
The Journal is printed for the membership twice a
year. It aims to provide information for members
that is correct at the time of going to press. Articles
for inclusion should be submitted to the Clinical
Editor at the address below or by e-mail. All articles
are reviewed by the Clinical Editor, and whilst every
effort is made to ensure validity, views given by
contributors are not necessarily those of the
Association, which thus accepts no responsibility.
Editorial address
Helen Oakes
34 Tanners Hill Gardens
Hythe
Kent CT21 5HX
UK
E-mail: helen_oakes@yahoo.co.uk
The Association
The Association (AACP Ltd) is a recognized
professional network of the Chartered Society of
Physiotherapy. It is a voluntary group of
professionals working to promote the safe practice
of acupuncture by chartered physiotherapists. The
organization facilitates and evaluates postgraduate
education. The development of professional
awareness and clinical skills in acupuncture are
founded on research-based evidence and the audit of
clinical outcomes.
AACP Ltd
Southgate House, Southgate Park, Bakewell Road,
Orton Southgate, Peterborough, Cambridgeshire
PE2 6YS, UK
Tel: 01733 390007
Printed in the UK by Henry Ling Ltd
at the Dorset Press, Dorchester DT1 1HD

 2013 Acupuncture Association of Chartered Physiotherapists

Opinion
Online learning can be more effective than
face-to-face learning by K. Berry & L. Rickards ... 21
Clinical paper
A single-blinded controlled trial comparing
corticosteroid injection, acupuncture and
home-based exercises for the treatment of primary
contracted (frozen) shoulder by G. Taş-Cebe &
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Welcome to the Autumn 2013 edition of
JAACP. All the clinical papers in this issue have
undergone our new and improved peer review
process. Many thanks are owed to our growing
peer review team for all their hard work. There is
some debate among journal editors, clinicians
and the research community as to whether this is
the best method of ensuring that the standard of
papers published in academic journals remains
high. Peer review can increase the time between
submission and publication, and it is voluntary in
order to reduce the risk of bias. Nevertheless, in
theory, the process should help to produce
higher-quality papers. In light of this debate, I
thought it would be prudent to ask our authors
what they thought of our current peer review
process via a short survey.
The first question I asked was about how they
found the feedback from their peer reviewers?
All of the respondents to the survey said that the
comments were helpful. The authors also all felt
that the final version of their paper was improved by revision following the feedback provided by the peer review team, and reassuringly,
they were all satisfied with the review process.
I also included a comment box so as to ask
how we could improve the system. Suggestions
included asking the peer reviewer to make the
changes on the actual paper or using an editing
tool to help make points clearer. One author felt
that being signposted to the Standards for Reporting Interventions in Controlled Trials of
Acupuncture (STRICTA 2010) helped to
strengthen her paper, and would help her when
writing any more papers or research proposals in
the future. Overall, the comments highlighted
that the authors found the process very supportive. This might be because, compared to journals
managed by the large publishers, the submission
process is not entirely electronic. I am always
happy to discuss via e-mail or telephone both
revisions of papers and also how to get started.
We aim to be approachable, and like to encourage AACP members to write and publish their
first paper by giving them as much support as
possible.
One issue that arose with the review process
on a number of occasions was regarding papers
that had been written from a traditional Chinese
5

Editorial
medicine (TCM) perspective. A couple of reviewers questioned whether this type of paper
should be published in the Journal. This got me
thinking about whether all our acupuncture practice as physiotherapists is based on Western
medical acupuncture (WMA) reasoning, or is it
a blend of WMA and TCM reasoning? Like
Acupuncture in Medicine, JAACP is an acupuncture
publication that is largely based on WMA, which
is defined as ‘‘a therapeutic modality involving
the insertion of fine needles; it is an adaptation
of Chinese acupuncture using current knowledge
of anatomy, physiology and pathology and is the
principle of evidence based medicine’’ (White &
EBAI 2009, p. 33). Western medical acupuncture
does not recognize concepts such as Yin, Yang
and Qi (White & EBAI 2009).
As physiotherapists, our knowledge of pain
physiology helps us to understand how acupuncture eases acute or chronic pain. We know how
acupuncture reduces stress, and improves sleep
and well-being; but we also recognize that WMA
reasoning cannot explain all the effects of needling. I am sure that a greater understanding of the
TCM use of acupuncture will continue to guide
Western-based research and comprehension. For
this reason, I would imagine that most of our
readers would be interested in not just WMA
papers, but also those written from a TCM
perspective.
One of the case reports in this edition, reviews
the use of Pericardium 7 in the treatment of heel
pad pain (pp. 101–105). Given its location, this
may not seem to be an obvious acupuncture
point to use. Can WMA explain why needling an
acupuncture point in the wrist treats a problem
in the foot? One suggestion is that it may be
because of the way in which the body grows as
an embryo, but please read Trevor Lewis’s excellent paper for further explanation.
Another case report in this issue reviews a
TCM treatment that included acupuncture for
the treatment of chronic constipation (pp. 95–
100). Elizabeth Lee and Emma Rickards-Tilley
discuss the TCM understanding of constipation
in children, explaining why certain acupuncture
points were treated. However, is there also a
WMA explanation for the effectiveness of acupuncture in this case? One research study found
that electroacupuncture to Stomach 36, a point
used in this case study, can stimulate the distal
6

colon, increasing colonic motility via the sacral
parasympathetic neural pathway (Iwa et al. 2006).
I would encourage anyone writing up a TCMreasoned case study to explore the Western
research supporting the treatment as well. It is
essential that we are able to give a scientific
explanation to both our patients and other
healthcare professionals whenever possible.
After all, our background as physiotherapists is
in Western medicine. If you have any views on
the aims and scope of the Journal with regard to
TCM versus WMA reasoning, then please contact me (e-mail: helen_oakes@yahoo.co.uk). I
would love to hear your thoughts!
We are currently looking for AACP members
with postgraduate training in research methods
and previous experience publishing papers to join
the JAACP peer review team. If you decide to
volunteer, then you would initially need to provide details about your areas of clinical practice,
speciality, postgraduate training, research experience and papers that you have published. When
you review a paper, you will be provided with a
form to follow that will ask questions about
whether the research process was followed correctly and whether you have any concerns about
the ethics of publication, and you will be asked if
you have any comments for the authors. We
expect you to provide feedback on submissions
within 3 weeks, but if you are not able to meet
this deadline, then you just have to let us know so
that we can allocate another reviewer to the task.
The Journal is published twice a year, so you
would not be expected to review more than one
paper a year. If you are interested or wish to find
out more, then please contact either the AACP
Office (e-mail: sec@aacp.uk.com) or myself.
Helen Oakes
Clinical Editor
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Chairman’s report

I would like to ask our organizers and administrative team to take a bow for delivering a truly
inspirational Annual Conference in May! This
was probably the best that I have ever attended.
It was great to see so many of you there and to
meet lots of our members.
I am very excited about Conference 2014, and
look forward to welcoming you all at our venue,
the Hilton Coventry hotel near Birmingham next
year. An extraordinary line-up of speakers is
being prepared and is close to completion. At the
moment, we have confirmed Helen Elden, Martin Heskier, Helene Langevin, Jeremy Lewis,
Carole Paley and myself. You are now able to
book your place at Conference online for the
first time (www.aacp.org.uk/conference2014),
and this is the easiest way to get access to the
AACP event of the year.
The online booking facility is one of a number
of other changes that are being made to the
website. We have added some extras to the
members-only section of the site. For example,
the Spring and Autumn editions of the Journal are
now also available to read online, and can be
accessed using your personal computer, laptop
or tablet. I would also recommend that you have
a look at our many added membership benefits
in this section. What’s more, whether you want
to buy needles, access publications to read for
your continuing professional development
(CPD), get a new sharps contract or are considering taking card payments (to name but a few!),
we have some very interesting offers that are
exclusive to AACP members.
I would also like to draw your attention to the
opportunity to ask clinical questions online in the
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Members’ Forum on the website. Any issues that
may arise in your practice or those of a clinical
nature can be raised here. We aim to respond to
your query in about 24 h or less through Board
Director George Chia. He answers questions
exclusively for the AACP, and with his 30 years
of experience, he is a real asset to you as a
member of the Association.
I mentioned above that the AACP Journal is
being made available online. This is now fully
peer reviewed, and we are very grateful to
Clinical Editor Helen Oakes for all the hard
work that she did to achieve this new level of
quality. It establishes JAACP as one of the
leading publications in the field of physiotherapy
and acupuncture research. To assist in maintaining this new high standard, Helen is actively
looking for additional members for her peer
review team to review future submissions to the
Journal
(see
p. 6). Being part of this team has several benefits:
apart from the fact that it is always very interesting to read research with a view to critically
assessment, peer reviewing is really beneficial to
your career development and work like this also
counts towards your CPD!
I would like to end by saying thank-you to all
our members and everyone involved with
AACP. Together we form the largest and
longest-established acupuncture organization in
the UK, one which will only develop even
further to offer you everything you need as a
member.
Vivienne Dascanio
Chairman
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Chief Executive Officer business report

Introduction
This brief report covers the Association’s activities for this year up to the Annual General
Meeting (AGM) and Conference on 18–19 May
2013.

night’s dinner and appreciated the entertainment.
As always, the presentations from the programme are all available in the members’ area of
our website.

Finances
Seventh Annual General Meeting
of AACP Ltd
The AGM was held on 18 May 2013 at the
Wokefield Park hotel near Reading. Some
30 members attended and nearly 300 others
made proxy votes by post. During the AGM, all
directors standing for election or re-election were
returned with substantial majorities.
The Directors’ Report and Financial Statements for the year ended 31 December 2012 (the
Annual Accounts) were presented by Mr Andy
Cox of Rawlinsons, our auditors, and he
responded to questions from members about the
accounts.
The Board presented its future plans and
detailed the specific activities that it is preparing
as part of its strategy to serve the membership in
the best and most efficient way possible. The
minutes of the AGM are available for inspection
on the AACP website (www.aacp.org.uk).

Annual Conference 2013
The Wokefield Park hotel was packed with over
200 delegates on Saturday and a similar number
attended on Sunday. The trade stands looked
excellent and all the arrangements worked very
well. Great tribute must be paid to the Conference Committee chaired by AACP Director Alex
Goude, and the tireless efforts of Elizabeth
McLean, Gill Beadle, Sarah Beresford and Jenny
Davies from the Association’s administrative
team. A full Conference report can be found in
this edition (see pp. 113–124).
The feedback about Conference from delegates, speakers and trade representatives has
been very positive. They also enjoyed Saturday
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It is pleasing to report that the Association made
a modest financial surplus of some £31 000 in
2012, and not a deficit, as was originally anticipated. This overage was achieved as a direct
result of the mid-2012 focus on reducing budgeted expenditures. Furthermore, while the number of membership subscriptions actually fell last
year, the ongoing and very substantial growth in
training income meant that total income has
continued to increase. The Association earned
£738 000 in 2012, compared to £678 000 in
2011.
The 2012 efficiency drive is still bearing fruit
during this financial year, and it is anticipated
that 2013 will again finish with a small financial
surplus.

Many more reasons to be an
AACP member
The most important objectives of the AACP
Board in 2013 are to improve our services and
increase the range of benefits we are able to offer
you.
We are looking to improve the monetary
advantages of being a member of AACP significantly by developing services and offers that will
be free or available at a reduced cost. We trust
that these will translate into an immediate positive effect on the running of your practice or
your personal financial situation. Please check
the AACP website regularly so as to make sure
that you don’t miss out on any of the benefits
your membership can offer you.
Caspar van Dongen
Chief Executive Oﬃcer
AACP Ltd
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Education, Training and Research Committee report

The Education, Training and Research Committee (ETRC) has had a busy year so far as it
has adjusted its shape and focus. We have further
developed the quality assurance of the accreditation that we offer courses in acupuncture for
physiotherapists by continuing to liaise with
universities interested in extending their portfolio of postgraduate physiotherapy courses. This
builds on the alignment made last year between
the AACP’s professional accreditation of courses
and the national qualifications framework, one
that was specifically intended to support the
capacity of AACP members to carry their training and qualifications with them as they go
between training providers and institutions offering awards.
In addition, we have responded to many
members’ calls for the Association to offer some
kind of recognition for standards in continuing
professional development (CPD). Clearly distinct from further training, CPD is the annual
tranche of updates and extensions of skills that
enable our membership to feel confident about
the ongoing standards shared by everyone in the
Association. The CPD standards mark shown
here (Fig. 1) is the badge that all qualifying CPD
courses may now use in their literature, websites
and advertisements. This demonstrates that a
course is committed to the standards of CPD
expected by AACP. These criteria are reasonable,
but assure a basic level of quality and are fulfilled
by a process of self-certification at the AACP
Office in Peterborough. This process was judged
by the ETRC to be the most effective way of
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Figure 1. Standards mark for continuing professional
development.

assuring standards while also taking care of
members’ resources by not imposing the same
levels of scrutiny required of fully accredited
training courses.
Taken together, the further exploration of
provision for postgraduate training in the university sector and the launch of a new scheme for
CPD standards reflect a commitment by the
ETRC to extend its support for standards in
acupuncture in physiotherapy.
Our usual work of accrediting new tutors and
courses continues to recommend both to the
AACP Board, and we look forward to further
expansion over the coming year. As ever, we are
open to new suggestions and ideas, and are
thankful for the previous calls to attend to CPD
standards.
Paul Hougham
Chair
Education, Training and Research Committee
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Regional reports

East Anglia
The regional representatives meet twice a year: at
the AACP Annual Conference, and approximately 6 months later at the AACP Office in
Peterborough. Most of us were present at this
year’s Conference, which took place on
18–19 May at Wokefield Park near Reading (see
pp. 113–124). We had a full meeting agenda, and
once again, the general theme was that we would
very much like to work with you on behalf of
your Association, but there has been little contact from members about what they want from
us.
Please do get in touch with me (e-mail:
anglia@aacp.uk.com) with any thoughts regarding acupuncture in your practice. This contact
address can be used just to say hello, or for
more involved matters, such as requests for
courses to be held in East Anglia, advice on
various aspects of acupuncture and networking
in the region. I would also very much like to
hear from you if you have any concerns about
the use of acupuncture in your workplaces, or
if you want to share any particularly interesting
cases that you have had. As representatives, we
have made ourselves available to assist you, the
membership, in every way possible, so please
do take us up on this.
I am pleased to inform you that, at the time of
writing, the following courses were scheduled to
run in the East Anglia region:
+ a trigger points course at Newmarket Community Hospital in Suffolk on Saturday 24
August;
+ a course on the professional standards for
teachers, tutors and trainers in the lifelong
learning sector at the AACP Office in Peterborough running over three weekends, the
first being 14–15 September; and
+ the AACP Foundation Acupuncture Course
in Norfolk running from 21 September.
I am in the final stages of organizing another
AACP Foundation Acupuncture Course, which
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likely to be held at Peterborough City Hospital
and run from 28 September.
I am also in the process of trying to organize a
few more continuing professional development
(CPD) courses in the region. The topics covered
will include auricular acupuncture, microsystems
in acupuncture, and possibly, the most useful
acupuncture points. I hope that these will be live
by the time this report gets published.
Please do visit the AACP website
(www.aacp.org.uk), where you can get further
details on all the available courses and keep in
touch with what else is going on within our
organization.
I am pleased to announce that, following my
last report in the Spring 2013 edition of JAACP,
I am also in the final stages of organizing our
regional/journal club event. We will get together
three times a year in March, July and November.
Our first meeting will take place on Saturday
2 November. The venue for this is still to be
confirmed, but will possibly be in Peterborough.
Please visit the AACP website, or e-mail me for
more information and to confirm attendance. I
would be very interested to hear about any other
events happening within the region that you may
be aware of – please let me know about these so
that we can also let others find out too. On that
note, do remember that you can attend regional
events in other areas as well, either if the topic is
of interest to you or if the venue is geographically easier to get to.
It was wonderful to meet some of you at
Conference this year. The speakers and workshops were very good, and I certainly came away
having learned so much more about the subject.
I would very much encourage you to book dates
in your diaries for the next Conference, which is
being held in Coventry on 17–18 May 2014. In
the meantime, I hope to see you at one of the
events taking place in our region later this year,
and I look forward to hearing from you soon.
Poonam Anandaraj
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Regional reports

Midlands East
The presentation
that I made with
Sophie
Tomson Salt at
the meeting of
the East Midlands
Stroke
Group on 5 June
went well. We
discussed
the
results of our
team’s research into acupuncture for dysphagia.
Our conclusion was that, acupuncture for poststroke swallowing was both effective and costeffective in comparison to other, more expensive
treatment modalities.
With regard to the acupuncture policy of the
regional National Health Service (NHS) Trust,
we are slowly moving forwards and hope to have
it changed to accommodate all our practitioners
by the time you read this.
I would like to thank you all for your
support, and remind you to visit the AACP
website for news of new and exciting courses.
Please feel free to get in touch (e-mail:
midlandswest@aacp.uk.com).

such concepts intrigue the reader, then look out
for a follow-up to the regional event presentation
I gave in July entitled ‘‘Acupuncture and the
Fractal Nature of the Neural and Connective
Tissues’’.
Within our region, we have run a couple of
courses on acupuncture for headaches and
migraine lead by George Chia, both of which
were extremely well received. We are looking to
offer a slightly amended and extended version of
the same study day in the autumn. The updated
course will also look at utilizing cupping for both
its diagnostic and therapeutic properties within a
treatment strategy for headaches with a cervicogenic component. George and myself have also
run an AACP Foundation Acupuncture Course
and will do so again this autumn.
Please contact me (e-mail: northeast@
aacp.uk.com) if you have any ideas for events
and venues, or want to make a request. I will
endeavour to do all I can to help. Finally, please
remember that e-mail is the main portal for
communication about regional events, so please
ensure that the AACP Office has your current
address; personal ones are preferable because we
often find that e-mails to NHS addresses
bounce.

Diana Lacraru

John Wood

North East England

North West England

I will begin this
report by considering something
slightly abstruse.
Would anyone
have
imagined
when John Lennon penned the
lines ‘‘I am he/as
you are he/as
you are me/and
we are all together’’ that the inane ramblings of a
stoned hippy would resonate so eloquently with
what have now become some of the latest
concepts in neuroscience and artificial intelligence? Only now, as the fractal nature of both
ourselves and our universe gradually reveals
itself, do the words of our modern Gnostics
perhaps take on new meaning and significance. If

As well as the ongoing Foundation Acupuncture
Courses running in the North West, the AACP
organized two regional courses this spring. At
the request of one of our members, George Chia
presented an interesting study day in Wrexham
on the topic of acupuncture for the treatment of
migraine and headaches. Despite it being held on
Easter Saturday and the still-evident snow, the
day was well-attended, and all of us felt that the
course was very informative and useful.
In April, Jeanne Burnett, the regional representative for the South West of England (see
p. 15–16), presented an excellent one-day course
on the use of acupuncture and acupressure in
oncology and palliative care. One theme emerging from the day was that there is a tendency to
fall back on a limited range of tried and tested
points. This occurs for a variety of reasons,
including the pressures of the clinical
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environment and dwindling confidence in needling less-familiar points. There was plenty of
practical time during the day to address some of
these issues and also to discuss specific concerns
in this important clinical area.
At the time of writing, a regional study day was
to be held in Manchester on 12 July, presenting
an excellent opportunity for members to update
their CPD requirements as well as gain useful
knowledge.
I know that many AACP members participate
in their own in-house training and satisfy their
CPD requirements in this way. However, if
either you or your department have any specific
training needs, or are looking for a course on a
particular topic to be held in your locality, then
please contact either me (e-mail: northwest@
aacp.uk.com) or the AACP Office in
Peterborough (e-mail: sec@aacp.uk.com). We
will do our best to organize this for you. May I
also recommend our Annual Conference to you
as an excellent forum for gaining knowledge in
a friendly, comfortable and well-organized
environment.
Lindsay Newmark

Scotland
It is hard to
believe that Conference has come
and gone already.
It was good to
meet the brave
few who ventured south of
the border to
attend this annual
event. I have been trying to convince the southerners that Glasgow is the perfect choice for
Conference, but I have been unsuccessful so far,
although I shall keep at it!
We have now arranged speakers for the
Scottish one-day event that will take place
towards the end of the year, and are awaiting
confirmation of the venue, which will be in the
Central Belt. Further details will be e-mailed to
you once everything is finalized.
A few local events organized by individual
departments have been held across the country,
and Gilean Docherty and I are always willing to
help with arranging these, if required.
 2013 Acupuncture Association of Chartered Physiotherapists

It would be useful if we could be given details
of any courses that are being run so that we can
help distribute this information to members.
We look forward to hearing from you (e-mail:
scotland@aacp.uk.com).
Wendy Rarity

South West England
It has been a
busy time for
me
as
your
regional
representative, and I
continue to ask
for your support
in making our
network stronger
and more supportive of each
other as we struggle to balance our work, CPD
necessities and enthusiasm for practising acupuncture. I still don’t know where you all live
and work because of data protection, but you do
now know where I am, so please contact me.
It was really nice to meet up with some
South West practitioners at the recent AACP
Conference – I now know two physiotherapists
who live in Bristol! I also apologise if you have
struggled to make contact through my personal
account (e-mail: jeanne.burnett@talktalk.net).
My inbox was overloaded with 19 000 messages,
but it is now running smoothly again, so I
should be able to reply swiftly. Alternatively,
please use my work address (jeanne.burnett@
dorothyhouse-hospice.org.uk).
Please
put
‘‘AACP’’ in the subject heading so that I don’t
overlook it.
I am planning on sending out a regular e-shot
to my region with news of any upcoming events
or points of interest, so do send me anything you
want to publicise or discuss. Would you be
interested in an online journal club? I am happy
to organize and lead it if this appeals. If you live
in the general area of Wiltshire, Bath and Bristol,
you might be interested in evening workshops. I
plan to use Dorothy House Hospice Care in
Bradford on Avon, Wiltshire, as the venue, and
will run one workshop a month providing 2 h of
CPD. I thought we would start by revising the
meridians and major points, and then move on
to other topics requested by the audience (e.g.
15
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the use of antique, Mu and special points, and
extra meridians).
For those of you who are feeling a little rusty,
AACP is running bridging courses designed to
let you brush up your skills and return you to an
accredited level of competence. The Association
has also organized training programmes offering
accreditation for those advanced members with
an inclination towards teaching Foundation
Acupuncture Courses. The one in June was filled
quickly, so another has been arranged for the
Autumn. You will find details on the AACP
website.
I hope many of you managed to attend some
if not all of this year’s Conference. A full report
is included in this edition of the Journal (see
pp. 113–124). I was fortunate enough to be
asked to review Brenda Deering, a delightful
Irish speaker who presented her very interesting
research into acupuncture and pulmonary rehabilitation at a considerable rate of knots
(pp. 118–120).
Apart from some great presentations, other
treats for me were Kevin Young’s workshop on
tui na and George Chia’s workshop on acupuncture treatment for migraine. I marvel at the
diversity of acupuncture, and urge you to explore
some of the CPD opportunities to enhance your
skills that AACP has to offer. We have a wonderful variety of experienced physiotherapists
and tutors ready and waiting to teach you more!
We are aiming to rotate courses through the
regions so that travel costs and time constraints
can be reduced. Watch the website for details.
Incidentally, George Chia is also available
online act as a mentor and answer any clinical
queries.
It would appear from the most recent meeting
of AACP regional representatives that some
areas are very active in terms of running CPD
events while others are less so. My aim is to
improve what is on offer in the South West so as
to give you variety. With that in mind, I am
offering my services to attend your own CPD
events so that I can get to meet you. I have
agreed to one such opportunity with a group in
Cheltenham, and given enough notice, I am
happy to visit further afield. I will be presenting
on the use of acupuncture for respiratory conditions at the South East regional study day on
11 October, and will tutor at a CPD event on
16

acupuncture in oncology and palliative care in
Berkshire at a date that is still to be confirmed. If
you are interested, contact Sarah Beresford at the
AACP Office (sec@aacp.uk.com).
My own interest took me to the International
Breathlessness Conference held at the Cicely
Saunders Institute in London. I was surprised
and delighted to hear the eminent speakers
pronounce that there may be a place for acupuncture in the management of this condition,
and more especially, acupressure as a self-help
technique for patients with chronic obstructive
pulmonary disease. This was very interesting . . .
and my thoughts entirely!
Multi-bed acupuncture clinics are becoming
popular because these provide a way of improving patient access while maintaining costeffectiveness. Your thoughts and experiences
would be welcomed, so please drop me a line.
I hope that you are all aware of the new
European Union directives about sharps injury
prevention. The Association has issued guidance
that concludes that, as long as you are following
the regulations and using best practice, then you
are complying with the directives. Nevertheless,
AACP is also in correspondence with several of
the major suppliers to see if anything else can be
done to improve safety. Personally, I now only
choose needles with guide tubes and coloured
handles so that these are easier to see.
With regard to the commissioning of
services, if you are having difficulty with getting
acupuncture authorized by your NHS Trust, the
Association is ready and willing to help you, and
will communicate with the appropriate authority
on your behalf. Please contact the AACP Office
for support.
Last but not least, I would like to draw your
attention to next year’s Conference, which will
be held in Coventry on 17–18 May. Helene
Langevin will be the keynote speaker, and there
will be many other notable experts in attendance
who will delight you with their knowledge and
experience. I don’t know if I can promise you a
Take That tribute band, but I’m sure Casper van
Dongen will have some other treat up his sleeve
to entice you into boogying the night away on
the Saturday evening!
Jeanne Burnett
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Wales
North

We hope to run an electroacupuncture course
in the autumn. Please contact the AACP Office
(sec@aacp.uk.com) if you are interested.
Can I remind everyone to let me know what
you would like to see in your region (e-mail:
p.battersby@glyndwr.ac.uk), be it study sessions
or regional meetings? Alternatively, if you are
interested in CPD being delivered in your locality, then please get in touch with the AACP
Office.
Paul Battersby
South

Hi to all, especially the new AACP members in
the region, and thanks to all those of you who
have contacted me regarding CPD workshops. It
was very good to see some of you at Conference
this year. This was a great event and there were
some fantastic lectures.
Over the past year, we have run three AACP
Foundation Acupuncture Courses at Glyndŵr
University as well as numerous CPD workshops.
In January, we held a workshop on auricular
acupuncture and pain delivered by John Tindall,
a physiotherapist, TCM acupuncturist and herbalist who specializes in microsystems acupuncture, and runs the Yuan Clinic and Traditional
Medicine College in London. This was a well
attended and very successful event. The participants thoroughly enjoyed the 2 days of intense
training and there was some great feedback.
Kevin Young delivered a CPD event on tui na
massage in February that was well received. Both
days were fully subscribed.
In March, we held a workshop on acupuncture
for trigger points delivered by John Hobbs that
was also well attended, and we hope to run
another of these events in the near future.
George Chia also delivered a workshop March.
This fully subscribed event was on acupuncture
for headaches, and went down well with the
participants.
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Hello to all new
and
existing
AACP members.
It seems ages
ago that we were
at Conference,
and what a great
one it was too! It
was lovely to see
so many old and
new faces there,
particularly those from my area. Thanks to all
those of you who have also contacted me following Conference. It’s always nice to hear from
members.
If you do have any requests for CPD or study
days, then please do get in touch (e-mail:
jackiebrown52@hotmail.co.uk). I would also like
to hear any suggestions you may have for acupuncture meetings that you would like to see in
South Wales in 2014. I now have some ideas
about local venues, and as long as there is
enough interest, I will arrange some talks. There
will be a CPD event in Cardiff in January next
year, so please watch the website for more
information.
I am always looking for people to share
knowledge with, so do keep me up to date with
anything acupuncture-related in the region.
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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OPINION

Online learning can be more effective than
face-to-face learning
K. Berry & L. Rickards
AcupunctureProfesssional, Woollahra, New South Wales, Australia

Abstract
Continuing professional development (CPD) is the means by which professionals maintain,
improve and broaden their expertise and competence, and ensure that they have the personal
qualities that they require in order to function effectively and safely throughout their
professional lives. New technology offers practitioners an unprecedented opportunity to engage
in targeted, immediate and effective CPD without the many limitations inherent in traditional
instruction. Virtual attendance is particularly advantageous for practitioners who work parttime, live in provincial towns or isolated locations, or are experiencing other circumstances that
mean that attending face-to-face events can be challenging and costly. This article discusses the
pros and cons of online learning.
Keywords: acupuncture, continuing professional development, webinar.

Introduction
Continuing professional development (CPD) is
the means by which professionals maintain,
improve and broaden their expertise and competence, and ensure that they have the personal
qualities that they require in order to function
effectively and safely throughout their professional lives. Although professional regulation
in most countries mandates CPD, the majority of
health professionals continue to engage in learning because they are enthusiastic about their
professional growth and enjoy their working
lives.

Too much to do, not enough
time?
While engaging in professional learning is usually
a rewarding activity, we all feel that spare time is
Correspondence: Katherine Berry, AcupunctureProfesssional, 40 Grosvenor Street, Woollahra, NSW 2025,
Australia
(e-mail: katherine@acupunctureprofessional.com).
 2013 Acupuncture Association of Chartered Physiotherapists

becoming an increasingly rare commodity, and
complying with CPD regulations on top of all of
our other professional obligations can often feel
onerous. Continuing professional development
typically involves time away from family, friends
and business, especially for practitioners who live
in remote rural areas. Even if local courses are
available, these may not always meet one’s individual professional interests or development
requirements.
The rapid growth of the Internet has introduced additional responsibilities for practitioners; however, new technology also offers us
an unprecedented opportunity to engage in targeted, immediate and effective CPD without the
many limitations inherent in traditional instruction. Online learning gives busy practitioners
control over when and where they complete
their CPD. Study time can be planned to fit
around one’s work schedule and home responsibilities, and because practitioners can complete
online courses anywhere there is Internet access,
geographical limitations are not a barrier. This
also provides unique opportunities to interact
21

Online continuing professional development
with educators and other professionals all over
the world from one’s home or clinic.

objective evidence of their participation in CPD
activities.

Easy access to quality, engaging
continuing professional
development

Maximizing the bottom line

Over the past few years, there has been a rapid
advance in the development of Internet-based
applications that allow us to deliver high-quality,
interactive and entertaining professional instruction. The most popular medium for online education is called the webinar.
A webinar is very similar to a traditional
seminar or keynote address at a conference. The
only significant difference between one and a
face-to-face presentation is that webinar participants do not share the same physical location as
the presenter. This virtual attendance is particularly advantageous for practitioners who work
part-time, live in provincial towns or isolated
locations, or are experiencing other circumstances that mean that attending face-to-face
events can be challenging and costly. Webinars
also offer an exceptionally convenient and effective means of staying up-to-date with new and
emerging information, clinical upskilling, and
receiving expert advice from around the world.
Webinars can be conducted live or viewed as
pre-recorded sessions. There are pros and cons
associated with both. Live events allow interactivity with course presenters, including opportunities for students to ask them direct questions.
While webinars do solve the geographical limitations previously involved in bringing expert educators directly to practitioners all over the world,
overcoming time zone limitations can be an issue
with live online events. For this reason, prerecorded events are often favoured by practitioners since these can be accessed at any time,
and paused and replayed multiple times so that
one can learn at one’s own pace. Pre-recorded
sessions can also benefit from post-production
editing, resulting in a high-quality and timeefficient educational resource.
Organizations offering high-quality online
learning usually provide an opportunity for participants to consolidate the course material via
the completion of a summative assessment or
quiz. This also allows professionals to provide
the relevant professional regulatory bodies with
22

Hosting an online learning event involves significantly less overheads compared with traditional
courses, and these savings are usually passed on
to participants. This means that access to online
CPD is often much less expensive than registering for a face-to-face event.
Online CPD also allows practitioners to save
on travel, accommodation and other incidental
expenses. Since no time away from practice is
involved, there is no loss of income. Access to
video replays of live online CPD events are
standard, and therefore, even if sickness or some
other reason means that one is unable to attend
the live session, the cost is still well spent. This is
rarely the case when if one has paid for and then
missed a face-to-face course.

Does online learning work?
According to a meta-analysis conducted by the
US Department of Education, online learning
has definite advantages over face-to-face instruction (USDEOPEPD 2010). This large study
found that students who took all or part of their
instruction online performed better on average
than those taking the same course through faceto-face instruction.
Effective individual online learning appears to
rely significantly on learner reflection and selfmonitoring of understanding. Online education
can be a very effective option for mature learners
who are self-disciplined, motivated and organized, and have good time-management skills. It
may be an inappropriate learning environment
for more-dependent learners and those who have
difficulty assuming the responsibilities required
by the online courses.

The best of both worlds
Of course, online learning is not appropriate for
every kind of instruction. Courses involving the
teaching of clinical techniques, or psychomotor
and other manual skills, for example, will always
require traditional instruction.
In addition to the necessity of face-to-face
learning for some types of tuition, something
 2013 Acupuncture Association of Chartered Physiotherapists

K. Berry & L. Rickards
important happens when a group of people with
similar interests get together in a room, especially
when this group is made up of individuals who
mostly work in isolation. We call this ‘‘professional citizenship’’. It inspires interesting conversation, shared learning and a feeling of
belonging. For many people, the highlights of
attending a course or conference are the dynamic
conversations that take place in the breaks
between sessions, and catching up with colleagues old and new.
However, this may be an expensive and timeconsuming way of engaging in networking and
peer support. Being time-poor, we need to differentiate between what is education and what is
networking. Both are extremely valuable, but
they are often confused and muddled together.
An ideal model of continuing education would
present new advances in research or clinical
practice, as well as the broadening or consolidation of foundational professional knowledge
online – in short, easily accessed sessions over
the course of the year – and regular offline
opportunities that are more conducive to professional citizenship and networking.

Reference
US Department of Education, Office of Planning, Evaluation, and Policy Development (USDEOPEPD) (2010)
Evaluation of Evidence-Based Practices in Online Learning: A
Meta-Analysis and Review of Online Learning Studies. US
Department of Education, Washington, DC.
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Katherine Berry and Luke Rickards are passionate
about acupuncture education. In 2010, they founded
AcupunctureProfessional.com, which provides accredited
acupuncture CPD courses for acupuncturists and other
health professionals. Their online webinar programme
includes a range of courses covering pain management,
pregnancy, the use of electroacupuncture and transcutaneous electrical nerve stimulation, and clinical red flags,
and many international experts are involved.
Katherine is an Australian acupuncturist who lives
and works in London, UK. She has been involved in
acupuncture education since 2001 as a clinical supervisor
and lecturer at the University of Technology, Sydney, and
the College of Integrated Chinese Medicine, London, and
more recently, as a webinar facilitator.
Luke is an osteopath and acupuncturist based in
Sydney, Australia. He has been involved in professional
regulation at a state and national level, including the
development of acupuncture accreditation standards for
non-traditional Chinese medicine health professionals.
Luke is currently on the advisory panel for Chronic Pain
Australia and a peer-reviewer for the International
Journal of Osteopathic Medicine. He has published
several research papers, articles, and a chapter in a book
on manual and movement therapy treatments for neuromusculoskeletal pain.
AcupunctureProfessional are oﬀering JAACP subscribers special access to over 40 2-h webinars for just
US$97 (approximately £62). To find out more and
secure your place, visit: acupunctureprofessional.com/
jaacp.
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CLINICAL PAPER

A single-blinded controlled trial comparing
corticosteroid injection, acupuncture and
home-based exercises for the treatment of
primary contracted (frozen) shoulder
G. Taş-Cebe & C. Cummings
Physiotherapy Department, Warrington Hospital, Warrington, UK

Abstract
The aim of this study was to investigate the effects of acupuncture, corticosteroid injection and
a home-based exercise regime in the management of primary contracted (frozen) shoulder
(CS). Twenty patients (mean age=58.7 years) diagnosed with primary CS (mean duration of
symptoms=7.6 months) were evaluated in a single-blinded controlled trial. The participants
were consecutively allocated into three groups: (I) home-based exercise programme; (II)
corticosteroid injection with home-based exercises; and (III) acupuncture with home-based
exercises. The groups were assessed at baseline and at 6 weeks. A visual analogue scale (VAS)
was used to evaluate pain at rest and during activity. Shoulder function was assessed with the
Oxford Shoulder Score (OSS) using the original scoring system of 12–60, with 12 being the
best outcome. Range of motion (ROM) was measured with a standard goniometer. At the end
of the 6 weeks, descriptive analysis showed improvements in pain, function and ROM in all
groups. The participants who had received corticosteroid injections (group II) showed a trend
towards a greater improvement in VAS scores at rest (d=0.92, a large effect). Those who had
received acupuncture (group III) exhibited a trend towards a bigger improvement in VAS
scores on movement (d=1.18, a very large effect). Abduction was least improved in all groups
(group II: d=0.14; group III: d=0.04; negligible effects). Cohen’s d showed large to very large
effect sizes in VAS and OSS scores in both the corticosteroid injection and acupuncture groups,
as well as a medium-sized effect in flexion and external rotation in the acupuncture group. This
study suggests that both acupuncture and corticosteroid injection are more beneficial than
home-based exercises alone for short-term pain relief, movement and functional improvement.
Although the corticosteroid injection group had better results for reduction in pain at rest, the
acupuncture group demonstrated a greater reduction in pain on movement.
Keywords: acupuncture, adhesive capsulitis, corticosteroid injection, exercise, frozen shoulder.

Introduction
Frozen shoulder, which is also known as adhesive capsulitis and has most recently been termed
contracted shoulder (Bunker 2009), is one of the
most common musculoskeletal problems (Manske & Prohaska 2008). The condition poses
medical, social and economic challenges for
Correspondence: G. Taş-Cebe, Physiotherapy Department, Warrington Hospital, Lovely Lane, Warrington
WA5 1QG, UK (e-mail: gtascebe@yahoo.com).
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society (Wiffen 2002). There is only a limited
understanding of the pathology and aetiology of
this ‘‘medical colloquialism’’ (Rizk & Pinals
1982), but it is associated with severe pain and
stiffness of the shoulder (Diercks & Stevens
2004).
The condition is remarkable both because of
its elusive pathogenesis, and the lack of consensus regarding its cause, classification and optimal
treatment regimen. The most appropriate
definition of contracted (frozen) shoulder (CS)
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Acupuncture for primary contracted (frozen) shoulder
was described by the American Shoulder and
Elbow Society as a condition of uncertain aetiology characterized by significant restriction of
both active and passive glenohumeral joint
movements that occur in the absence of a known
intrinsic shoulder disorder (Harryman et al.
1998). In the absence of a known intrinsic
shoulder disorder, it is classified as primary or
idiopathic, but when there is a history of significant shoulder trauma, it is known as secondary
frozen shoulder (Lundberg 1969, cited in Harryman et al. 1998). Patients with immunological
and endocrinological diseases such as diabetes
who develop CS would be categorized in the
primary group, providing the problem was not
traumatic in origin (Düzgün et al. 2012). However, this classification is not universally recognized (Hanchard et al. 2011).
Contracted (frozen) shoulder is estimated to
affect between 2% and 5% of the general adult
population (Lubiecki & Carr 2007). Women are
more often affected than men, but there are no
racial differences. The disorder primarily affects
people over the age of 40 years (Hannafin &
Chiaia 2000; Tasto & Elias 2007). Injuries and
other diseases, such as diabetes mellitus, pulmonary disorders (e.g. tuberculosis) and thyroid
diseases, may increase the incidence of CS
(Bridgman 1972; Tasto & Elias 2007).
Neviaser & Neviaser (1987) described three
stages of CS: (1) ‘‘freezing’’, lasting 2–9 months,
which is characterized by severe pain, inflammation and hypervascularization; (2) ‘‘frozen’’, lasting 3–12 months, which is characterized by
reduced hypervascularization and synovitis, but
increased capsular thickness; and (3) ‘‘thawing’’,
lasting up to 2 years; there is no synovitis in the
third stage, and as a result, the thickness of the
capsule has been reduced (Harryman et al. 1998;
Lubiecki & Carr 2007). The natural stages of CS
should be taken into consideration in order to
diagnose and manage this pathology more
effectively.
The criteria for the diagnosis of CS include:
insidious onset of shoulder pain; night pain; and
painful restriction of both active and passive
movements at the glenohumeral joint, with
external rotation and abduction being those most
effected (Thierry 2005, cited in Tasto & Elias
2007; Tasto & Elias 2007). A normal radiographic appearance would distinguish this disor26

der from other pathologies that cause shoulder
stiffness and pain; for example, calcification of
the rotator cuff, osteoarthritis and tumours
(Lynch 2002; Brue et al. 2007).
Theoretically, magnetic resonance imaging
(MRI) or an arthrogram can provide evidence of
CS; for example, a blunted axillary fold or a
capsular volume of less than 10 mL are significant indicators of the presence of the disease.
However, the efficacy and necessity of these
diagnostic measures have been called into question, and routine use of the techniques is not
recommended in the diagnosis of CS, unless the
exclusion of other pathologies is required (Marx
et al. 2007; Tasto & Elias 2007; Manske &
Prohaska 2008).
The unclear prognosis and natural history of
this condition are reflected in the plethora of
available treatment options, which vary from
supervised neglect to surgery (Hand et al. 2008).
The benefit of non-surgical modalities in the
treatment of CS has been questioned many times
(Goldberg et al. 1999; Griggs et al. 2000; Brue
et al. 2007; Manske & Prohaska 2008). Intraarticular corticosteroid injections have often
been employed in attempts to eliminate the pain,
with success rates ranging from 44% to 80%
being recorded (Rizk et al. 1991; Ryans et al.
2005).
Manske & Prohaska (2008) reported that
intra-articular corticosteroid injections had shortterm benefits, but warned that approximately
60% of blind injections could be inaccurate.
They recommended the use of ultrasoundguided injections for shoulder joint pathologies.
The use of corticosteroid injections has been
compared with other conservative treatment
methods such as ice therapy and Maitland
manipulation, and an untreated control group
(Bulgen et al. 1984). Injections have also been
measured against passive stretches, exercise, hot
packs and electrotherapy (Van der Windt et al.
1998). Both of the above trials concluded that
corticosteroid injections may be beneficial in the
early stages of CS (4–6 weeks), but that there
was little long-term advantage in any of the
treatment choices evaluated.
Carette et al. (2003) found that the combination of a single intra-articular corticosteroid
injection with supervised physiotherapy is
superior in the short term to supervised
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physiotherapy alone or corticosteroid injection
alone in relieving pain and disability in patients
with CS. However, the difference was not significant at follow-up 12 months later.
In a similar randomized, placebo-controlled
trial, Ryans et al. (2005) recruited 57 patients
diagnosed with CS of less than 6 months duration. They compared four groups: (1) physiotherapy and corticosteroid injection combined;
(2) placebo injection and physiotherapy; (3)
placebo injection only; and (4) physiotherapy
only. In addition, the same home-based exercises
were recommended for all patients. The outcome of the treatment was assessed after 6 and
16 weeks. At 6 weeks, these authors found that
there was a significant reduction in pain in both
groups receiving corticosteroid injections
(P=0.004), and a significant improvement in
range of motion (ROM) (P=0.02) in the groups
receiving physiotherapy. However, as in the
other studies discussed above, all the groups
improved to a similar extent in the long term.
Ryans et al. (2005) reported significant results for
both the treatments, and suggested that corticosteroid injections and physiotherapy were effective in improving shoulder-related disability and
ROM, respectively.
Many studies have reported that corticosteroid
injections have a rapid, short-term effect
(6 weeks), which could justify this being the
initial treatment of choice combined with or
followed by different forms of physiotherapy
according the stage of CS (Mitchell et al. 2005;
Kelley et al. 2009).
The Supporting Knowledge in Physiotherapy
Practice (SKIPP) guidelines recommend the use
of intra-articular corticosteroid injections with
outpatient physiotherapy and home-based exercises for the management of CS (Hanchard et al.
2011). However, few high-quality trials were
included in the SKIPP systematic review and the
benefits of acupuncture were not examined at all.
There still remains considerable uncertainty over
the management of CS and there are no National
Institute for Health and Care Excellence guidelines to date.
Studies of traditional Chinese medicine treatments, especially acupuncture, have produced
contradictory results. Several reviews have
reported that most of these interventions are
ineffective alone or have unknown efficacy (Van
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der Heijden et al. 1996; Green et al. 1998; Van der
Windt et al. 1998), while some individual studies
have reported varying degrees of success (Buchbinder et al. 2007; Blanchard et al. 2010).
The positive influence of acupuncture on pain
was confirmed by Pariente et al. (2005), who
used neuro-imaging techniques such as positron
emission tomography and functional MRI to
establish correlations between specific acupuncture points and corresponding regions of the
brain (Kong et al. 2006).
There are many studies (Hansen 1997; DysonHudson et al. 2001; He et al. 2004) of varying
methodological quality that have found that acupuncture is beneficial in the treatment of either
soft-tissue disorders or general shoulder pain. A
few papers by Chinese authors have investigated
the specific influence of acupuncture on CS, and
they have reported very promising results (Lin
et al. 1994; Sun et al. 2001; Ma et al. 2006).
Despite many interventions being available
that can help patients with CS, there is no clear
consensus in the literature about the best form of
treatment because of shortfalls in the methodologies of research in this area and the nature of
the disease. All studies attempted to compare
corticosteroid injections with some sort of
physiotherapy regimen, but there were inconsistencies in the type, volume and site of the
injections. A wide variety of physiotherapy treatment methods were also used. Furthermore,
outcome assessors were not blinded in most
instances. Apart from Bulgen et al. (1984), no
study had a true control group. Small sample
sizes were also not uncommon, which reduced
the credibility of some of the research (Yang
et al. 2007; Rainbow et al. 2008).
There are very few studies in the literature that
involve randomization with control groups in
order to clarify the efficacy of acupuncture in the
management of CS. Therefore, general acceptance of the technique still depends on the
provision of a scientific explanation of the
mechanism of its action, and further research
involving well-designed trials with sound methodologies is necessary.
The question that still needs to be answered is:
Can the recovery of CS be accelerated by exercises alone, or in combination with acupuncture
or intra-articular corticosteroid injection? The
answer to this could lead to a more effective use
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Table 1. Summary of the selection and exclusion criteria for taking part in the study and undergoing acupuncture: (CS) contracted (frozen)
shoulder
Study inclusion criteria

Study exclusion criteria

Acupuncture exclusion criteria

Painful global restriction of both active and
passive glenohumeral joint movements,
especially external rotation

Severe trauma

Acute cardiac arrhythmia

Insidious onset

History of surgery on the same shoulder

Heart failure

Diagnosis of CS made by a single orthopaedic consultant in the hospital

Other shoulder conditions (e.g. rotator cuff
rupture, tendon calcification, fracture and
dislocation)

Recent stroke

Systemic conditions (e.g. rheumatoid arthritis and stroke)

Acupoints in infected areas, moles or
growths

Neurological conditions (e.g. epilepsy and
Parkinson’s disease)

Patients with demand-type pacemakers

Referred pain from an associated condition
such as cervical spine radiculopathy

Needle phobia

Mental illness

Metal allergy

Unwillingness to participate

of resources, and reduce the frustration of
patients brought about by poor treatment outcomes and ineffective pain management.
The purpose of the present study was to
compare the outcomes of commonly used interventions – i.e. acupuncture and corticosteroid
injection with home-based exercises as a comparison group – in the management of primary
CS.
Ethical approval was granted by the Cheshire
Ethics Committee, and the Research and Development Department at Warrington and Halton
Hospitals NHS Foundation Trust. The study was
conducted in the physiotherapy department and
the orthopaedic clinic at Warrington Hospital,
Warrington, UK.

Participants and methods
Participants
Twenty adults were recruited from patients who
were referred to Warrington and Halton Hospitals NHS Foundation Trust over a period of
18 months. These participants had shoulder pain
and stiffness, and had been diagnosed with
‘‘primary contracted shoulder’’ by an orthopaedic
consultant who specializes in shoulder conditions. This provided consistency in the diagnostic criteria. The history recorded and clinical
examination made by the orthopaedic consultant
were the main determinant factors in diagnosing
28

CS. The criteria for selection for the present
study are summarized in Table 1.
Following informed consent, the participants
were consecutively assigned to one of three
treatment groups:
(1) home-based shoulder exercises (comparison
group);
(2) corticosteroid injection with home-based
exercises; or
(3) acupuncture with home-based exercises.
Patients with diseases such as diabetes,
Dupuytren’s contracture, osteoporosis and thyroid disease were not excluded because these
conditions are classified as primary CS, and their
presence would not alter the management
strategy.
Design and materials
The present study was designed as a
quantitative/experimental study and the method
of choice was a single-blinded controlled trial.
Participants who had been diagnosed as having
primary CS and fulfilled the inclusion criteria
were consecutively allocated to the three treatment groups. The baseline prognostic factors
were evaluated carefully for homogeneity of
patient groups. Inclusion and exclusion criteria,
and treatment modalities were strictly defined.
Evaluations of outcome measurements at baseline and post-intervention (6 weeks) were carried
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out by a single senior physiotherapist who was
blinded to treatment allocation in order to balance confounding factors between groups. The
participants in the study could not be blinded for
the allocated interventions because of the types
of treatment involved.
The main outcome parameters were: pain at
rest and during movement; active ROM in flexion through elevation, abduction and external
rotation; and functional limitation. Previously
validated instruments were used for the clinical
evaluation: a visual analogue scale (VAS) as a
measure of pain intensity; a standard goniometer
to measure shoulder movements; and the
Oxford Shoulder Score (OSS) questionnaire to
quantify functional limitation. In the OSS, a
single score is ranged between 12 to 60, with 12
being the best outcome.
Although a goniometer is not a totally reliable
and accurate instrument with which to measure
movement, the device is commonly used in
clinical settings because it has the advantages of
low cost and convenience. There are more
sophisticated and reliable methods, such as the
polarized light goniometer and the gravitydependent goniometer (the Leighton flexometer), but these are more commonly available in
research centres (Norris 1993).
In order to provide reliability and accuracy, all
the measurements used in the present study were
obtained by the same individual, who was
blinded to treatment allocation. All the ROM
measurements, i.e. flexion through elevation,
abduction and external rotation, were conducted
with the patient lying supine unless otherwise
required since employing the same position
ensured high intra-rater reliability (Sabari et al.
1998). If a patient could not lie supine, a standing position was adopted in which the scapula
was stabilized manually from the inferior angle
(Tveitå et al. 2008).
Intervention
Following the provision of informed written
consent, the participants were consecutively
assigned to the three treatment groups in the
order that they had been referred to physiotherapy. The outcome parameters were assessed
at baseline and 6 weeks by an independent senior
physiotherapist who was blinded the treatment
allocation.
 2013 Acupuncture Association of Chartered Physiotherapists

The participants in group I, the comparison
set, were taught specific exercises by a physiotherapist, given an exercise sheet illustrated with
photographs and advised to practise these twice
a day for 6 weeks within their pain-free range
following the baseline measurements. The regimen involved a combination of classic pendulum
exercises and active stretches, which were modified from those described by Sahrmann (2002).
The rationale behind the exercises was to facilitate the posterior and inferior glide of the head
of the humerus in the shoulder joint so as to
reduce the stress on the anterior joint capsule,
thus facilitating pain relief and stretching the
capsule in the shoulder joint.
Group II received a single intra-articular glenohumeral corticosteroid injection (80 mg
Depo-Medrol and 20 mL 0.5% Marcain), which
was administered by the orthopaedic consultant
using the posterior approach. This approach was
adopted because it was easier and carried less risk
of unintended damage to neurovascular structures (Dalton et al. 1994). The intra-articular
injections were not carried out with ultrasound
guidance, as recommended by Manske & Prohaska (2008), since this is not usual practice for
glenohumeral joint injections administered in a
secondary care shoulder clinic because of the
extra expense and inconvenience. The present
authors did not regard this as a concern since the
injections were carried out by a single experienced orthopaedic shoulder consultant. These
participants were also given the same exercises
that were prescribed for the control group.
Group III received acupuncture and were
given the same exercises as the previous groups.
Acupuncture was applied once a week for
6 weeks using the traditional points described by
many sources with the aim of relieving pain and
stiffness in the shoulder (Hecker et al. 2001; Stux
et al. 2003; Deadman et al. 2007).
The local acupoints were: a combination of
Large Intestine (LI) 15 (Jianyu) and Triple
Warmer, also known as ‘‘San Jiao’’ 14 (Jianliao),
which has been reported to be beneficial for
easing shoulder pain and stiffness (Deadman
et al. 2007); LI14 (Bi Nao), which was chosen to
relieve inflammation; and Small Intestine (SI) 11
(Tian Zong), SI12 (Bing Feng) and SI14 (Jian
Wai Shu), which were chosen to reduce stiffness
(Hecker et al. 2001).
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Table 2. Demographic characteristics of the three groups: (I) exercise only; (II) exercise with corticosteroid injection; (III) exercise with
acupuncture; (SD) standard deviation; and (M:F) male–female ratio

Age (years) (meanSD)
Sex (M:F) (n)
Dominant shoulder (n)
Duration of symptoms (months) (meanSD)

Group I
(n=5)

Group II
(n=8)

Group III
(n=7)

Total
(n=20)

61.28.9
3:2
1
7.83.2

55.89.4
3:5
2
6.92.4

60.38.4
0:7
2
8.22.3

58.78.9
6:14
5
7.62.6

The distal acupoints were: LI4 (Hegu), the
most important analgesic point affecting the
entire body (Hecker et al. 2001); and Stomach 38
(Tiaokou), which has been reported to be the
‘‘classic frozen shoulder point’’ by Norris (2005,
p. 25).
All patients were treated in a long sitting
position, in which their knees and back were
supported by pillows. Sterile, single-use, copperhandled acupuncture needles with introducers
were used (0.22  25 or 0.25  40 mm; HMD
Europe Ltd, London, UK). After insertion,
manual stimulation was introduced by twisting
the needles until De Qi was achieved. The
needles were left in situ for 30 min and De Qi
was reactivated three times in total. The same
acupoints were used in all cases.
To maintain uniformity between the treatment
groups, the same exercises were taught to all
participants, and the two experimental groups (II
and III) did not receive any additional support
with regard to the home-based exercises.

OSS, VAS and ROM (flexion, abduction and
extension) scores between the groups I–III at
baseline and following treatment (6 weeks). It
was ensured that the assumptions of normal
distribution and homogeneity of variance were
satisfied (P >0.05, Shapiro–Wilk test). To identify which groups were significantly different
from one another, a Kruskal–Wallis ANOVA was
conducted (Field 2005; Coakes & Steed 2007)
with Bonferroni adjustment because multiple
tests were conducted from the same sample. The
Wilcoxon signed-rank test or multiple Mann–
Whitney U-tests were employed with the aim of
identifying the group(s) that exhibited a significant difference. Within-group analyses were
completed with paired Student’s t-tests (Field
2005). In addition to interferential analysis, it was
decided to calculate Cohen’s d in order to establish the effect size (Thalheimer & Cook 2002;
Hopkins et al. 2009).

Results
Data analysis
All data were analysed using the SPSS Statistics
17.0 for Windows computer software package
(SPSS Inc., Chicago, IL, USA), and the significance level was set at P <0.05. To test the null
hypothesis of equality of treatment at =0.05
with 80% power, it was calculated that 60
patients would be sufficient, but because of the
strict inclusion criteria within the allocated time
frame, only 20 patients completed the study. The
participants’ demographic characteristics were
illustrated by descriptive statistics [meanstandard deviation (SD)].
With the level of data being ratio and the
research design of three independent groups, a
parametric test was conducted using a simple
one-way analysis of variance ( ANOVA ) for independent samples (Field 2005; Coakes & Steed
2007) to test the significance of differences in the
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Demographic characteristics
Twenty-two patients were assigned to the present
study over a period of 18 months. Two individuals who had been assigned to the acupuncture
group failed to complete the programme: one
ceased to attend after two sessions of treatment
for unknown reasons and the other discontinued
treatment because she needed surgery. Consequently, a total of 20 subjects (14 females and six
males) between the ages of 42 and 74 years
(meanSD=58.78.9 years) completed the
trial. There were neither reported complications
nor adverse reactions in any group. The mean
duration of the current diagnoses was 7 months.
Fifteen participants had a history of CS in the
non-dominant side shoulder, while two had a
previous history of CS in the opposite shoulder.
The demographic characteristics of the participants are summarized in Table 2.
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Table 3. Baseline and post-intervention visual analogue scale (VAS) scores at rest (VAS-R) and on movement (VAS-M), Oxford Shoulder
Score results, and shoulder range of motion scores for flexion, abduction and external rotation for the three groups: (I) exercise only; (II)
exercise with corticosteroid injection; and (III) exercise with acupuncture
Variable

Group I
(n=5)

Group II
(n=8)

Baseline
VAS-R (cm)
VAS-M (cm)
Oxford Shoulder Score
Flexion ()
Abduction ()
External rotation ()

3.83.8
6.52.3
33.66.1
106.015.1
84.026.1
10.012.3

Post-treatment
VAS-R (cm)
VAS-M (cm)
Oxford Shoulder Score
Flexion ()
Abduction ()
External rotation ()

3.63.8
5.03.0
32.65.1
132.023.6
101.032.1
22.017.5

Group III
(n=7)

Total
(n=20)

P-value

3.72.7
7.91.5
38.59.1
98.827.0
72.533.3
16.325.0

3.93.8
6.92.0
37.39.3
120.016.6
89.318.6
30.011.5

3.83.2
7.21.9
36.98.3
108.022.2
81.326.8
19.519.3

0.9
0.5
0.6
0.1
0.5
0.2

1.62.2
5.02.3
28.311.1
125.033.0
95.036.6
35.026.9

1.53.3
2.91.7
24.37.4
133.621.2
105.026.0
34.011.1

2.13.0
4.32.4
28.08.9
130.026.0
100.031.0
31.420.0

0.4
0.1
0.2
0.9
0.7
0.4

Table 3 shows the baseline and postintervention VAS scores at rest (VAS-R) and on
movement (VAS-M), OSS results, and shoulder
range of motion scores for flexion, abduction
and external rotation for the three groups.
The differences between all variables within
the three groups are shown in Table 4.
The results (meanSD) indicate that group I
(exercise) showed a marked increase in flexion
(from 106.015.1 to 132.023.6), abduction
(84.026.1 to 101.032.1) and external rotation (from 10.012.3 to 22.017.5) (see
Table 3 and Figs 1 & 2). The mean reductions in
VAS-R and VAS-M were just 0.1% and 1.4%,
respectively, while a 2.1% or single-point
improvement in function was measured on the
OSS (see Table 4 and Fig. 3).
Group II (exercise and injection) exhibited
considerable improvements in flexion (26.3
27.0, P=0.02) and VAS-M (–3.02.0 cm,
P=0.01), followed by OSS results (–10.313.4)
and external rotation (18.823.4). Abduction
was also increased (22.534.1), but the

greatest improvement in abduction was in group
III (15.79.8, P=0.01) (see Table 4).
Group III (exercise and acupuncture) showed
the most substantial progress in abduction (15.7
 9.8, P=0.01) and VAS-M (–4.02.6,
P=0.01) (see Table 4 and Figs 1 & 2). The mean
score on the OSS for these participants was also
the most improved among the three groups
(–13.013.2, P=0.05) (Table 4 and Fig. 3). On
the OSS, 12 and 60 are the best and worst
possible scores (Fig. 3).
The greatest degree of variance was observed
in group II at both baseline and following the
intervention, as seen in Table 3 ( 27.0,33.3,
 25.0 for flexion, abduction and external
rotation, respectively).
Between-group measurement
The Kruskal–Wallis test, a non-parametric version of the ANOVA for intergroup data, revealed
statistically insignificant differences (P >0.008,
new P-value after Bonferroni’s correction; see
Table 3) between the groups at baseline and at

Table 4. Differences between visual analogue scale (VAS) scores at rest (VAS-R) and on movement (VAS-M), Oxford Shoulder Score
results, and shoulder range of motion scores for flexion, abduction and external rotation for the three groups: (I) exercise only; (II) exercise
with corticosteroid injection; and (III) exercise with acupuncture
Variable

Group I
(n=5)

Group II
P-value (n=8)

Group III
P-value (n=7)

Total
P-value (n=20)

P-value

VAS-R (cm)
VAS-M (cm)
Oxford Shoulder Score
Flexion ()
Abduction ()
External rotation ()

–0.20.4
–1.51.8
–1.03.5
26.024.9
17.054.3
12.012.6

1.00
0.13
0.58
0.08
0.46
0.10

0.09
0.01
0.06
0.02
0.09
0.06

0.17
0.01
0.05
0.08
0.01
0.44

0.28
0.10
0.10
0.50
0.90
0.50

–2.12.8
–3.02.0
–10.313.4
26.327.0
22.534.1
18.823.4
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–2.36.0
–4.02.6
–13.013.2
13.616.3
15.79.8
4.016.8

–1.73.9
–3.02.3
–9.012.1
21.822.7
18.833
12.019.2
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Figure 1. Changes in results for flexion, abduction and external rotation within the three groups: (I) exercise only; (II)
exercise with corticosteroid injection; (III) exercise with acupuncture; ( ) baseline; and (n) post-intervention.

the end of the 6-week trial. As shown in Table 4,
a comparison of the differences between the
three groups did not reveal a statistically
significant effect for any of the dependent variables (i.e. the VAS, the OSS and ROM) since the

observed significance value was bigger than the
criterion value of P=0.05, i.e. P=0.008 after
Bonferroni’s correction (Table 4). Therefore, it
could be concluded that there was no significant
between-group effect. However, while statistical

Figure 2. Changes in visual analogue scale (VAS) results at rest (VAS-R) and on movement (VAS-M) within the three
groups: (I) exercise only; (II) exercise with corticosteroid injection; (III) exercise with acupuncture; ( ) baseline; and (n)
post-intervention.

Figure 3. Changes in Oxford Shoulder Score (OSS) results within the three groups: (I) exercise only; (II) exercise with
corticosteroid injection; (III) exercise with acupuncture; ( ) baseline; and (n) post-intervention.
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Table 5. Cohen’s d values measuring the effect size of differences between visual analogue scale (VAS) scores at rest (VAS-R) and on
movement (VAS-M), Oxford Shoulder Score results, and shoulder range of motion scores for flexion, abduction and external rotation
between the comparison group (I) and the two treatment groups (II and III): (I) exercise only; (II) exercise with corticosteroid injection;
and (III) exercise with acupuncture
Effect size*
Variable

Groups I and II

Groups I and III

VAS-R
VAS-M
Oxford Shoulder Score
Flexion
Abduction
External rotation

0.92
0.85
0.93
0.01
0.14
0.37

0.43
1.18
1.26
0.67
0.04
0.57

(large)
(large)
(large)
(negligible)
(negligible)
(small)

(medium)
(very large)
(very large)
(medium)
(negligible)
(medium)

*Key: (negligible) –0.15 to 0.15; (small) 0.15–0.40; (medium) 0.40–0.75; (large) 0.75–1.10; and (very large) 1.10–1.45)

tests of significance demonstrate the probability
that experimental results differ from ‘‘chance
expectations’’, Thalheimer & Cook (2002) and
Hopkins et al. (2009) reported that ‘‘effect size’’
is a standardized and objective measure of the
magnitude of an observed effect. With Cohen’s
d, one of the measures of this value, the ‘‘effect
size’’ of an experiment can be compared to
standards (small=0.20, medium=0.50 and
large=0.80), as suggested by Cohen (1992, cited
in Thalheimer & Cook 2002). More detailed
classification is included in Thalheimer & Cook’s
(2002) article as follows: ‘‘negligible effect=–
0.15 to 0.15, small effect=0.15 to 0.40, medium
effect=0.40 to 0.75, large effect=0.75 to 1.10,
very large effect=1.10 to 1.45 and huge effect d
1.45’’.
Therefore, in addition to the Kruskal–Wallis
ANOVA, the values of Cohen’s d are calculated in
order to investigate the size of the observed
effect between the comparison group (I) and the
treatment groups (II and III) (Table 5).
A very large effect was demonstrated in the
OSS and VAS-R values in the group treated with
home-based exercises and acupuncture (III) in
comparison to the control group (I), who
received only home-based exercises (Cohen’s
d=1.26 and 1.18 respectively; Thalheimer &
Cook 2002) The improvements in external rotation, flexion and VAS-R were medium-sized
effects (Cohen’s d=0.57, 0.67 and 0.43, respectively) (Table 5).
A lesser but still substantial effect size was also
observed in the improved VAS-R, VAS-M and
OSS values recorded in group II, who were
treated with home-based exercises and a corticosteroid injection (Cohen’s d=0.92, 0.85 and 0.93,
respectively, representing a large effect), but
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progress in ROM, including flexion, abduction
and external rotation, was negligible in this group
(Table 5).
According to baseline and post-intervention
values for the comparison group (n=5), the
worst outcome was in pain reduction at rest
(VAS-R), in which there was an improvement of
only –0.20.4. The clinical progress was not
reflected in the values for ROM; the mean
improvement in flexion was 2624.9, followed
by 1754.3 in abduction and 1212.6 in
external rotation. The large degree of variance
observed in this group might be explained by the
methodological flaws discussed before.

Discussion
The purpose of the present study was to compare
acupuncture and corticosteroid injection combined with home-based exercises versus exercises
alone in the management of primary CS.
The results of inferential statistical analysis did
not indicate that there was a significant difference between the group that practised homebased exercises alone, and those that received
this combined with acupuncture or corticosteroid injection in the management of CS to
reduce pain and increase shoulder function following 6 weeks of treatment. However, the reliability of the findings should be interpreted with
caution because of the failure to obtain the
required sample size. It should also be taken into
consideration that, in such a small study involving three groups, the effect of the ‘‘play of
chance’’ is most evident, so the level of statistical
significance observed may not be a good guide
to the clinical significance of the findings
(Crombie 2005). Therefore, it was decided to
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calculate the values of Cohen’s d in order to
investigate the size of the observed effect
between the comparison group (I) and the
treatment groups (II and III). The results
showed that, although the Kruskal–Wallis
ANOVA did not demonstrate a statistical difference between the aforementioned groups,
Cohen’s d strongly suggested a clinical treatment
success with regard to most outcome parameters
for both acupuncture and corticosteroid injection. According to the classification of Thalheimer & Cook (2002), which was more detailed
than the earlier version suggested by Cohen
(1992, cited in Thalheimer & Cook 2002), the
substantial improvement in the OSS was classified as a large effect in both treatment groups,
but more so the group that had acupuncture
(Cohen’s d=1.26, very large effect), while progress in abduction was negligible in both groups
(d <0.20). The corticosteroid injection group
had a better result for reduction in pain at rest
(VAS-R; d=0.92, large effect), whereas the acupuncture group was superior for reduction in
pain on movement (VAS-M; d=1.18, very large
effect), with an increase in flexion (d=0.67,
medium effect) and external rotation (d=0.57,
medium effect) compared to the former group
(d=0.85, large effect; d=0.01, negligible effect;
d=0.37, small effect, respectively; Table 5).
To the present authors’ knowledge, no previous studies have directly compared acupuncture with corticosteroid injection in the
management of primary CS. While there are
some relevant papers that have analysed the
contributory factors of corticosteroid injection
(Bulgen et al. 1984; Van der Windt et al. 1998;
Arslan & Celiker 2001; Carette et al. 2003; Ryans
et al. 2005) in comparison to various forms of
physiotherapy, there are only a few studies (Sun
et al. 2001; Ma et al. 2006; Cheing et al. 2008) that
have conducted trials with of the use of acupuncture in the management of primary CS. The
absence of research evidence to justify the use of
acupuncture delayed its acceptance in the field of
physiotherapy. Acupuncture was not incorporated as an adjunctive modality for pain relief until
it was approved by the Chartered Society of
Physiotherapy in 1982. Since then, it has
increasingly been practised in UK, mainly being
used in the treatment of musculoskeletal
problems.
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In the present study, the positive outcomes of
acupuncture observed in shoulder pain, movement and function were comparable to similar
previous studies (Tukmachi 1999; Sun et al. 2001;
Ma et al. 2006). Both Sun et al. (2001) and Ma
et al. (2006) also assessed the effect of acupuncture in combination with physiotherapy. The
study by Ma et al. (2006) showed that acupuncture combined with exercise and mobilization
provided better results in the management of CS
than both interventions alone at 4-week assessment. However, these authors concluded that
acupuncture was more efficient in pain reduction, while the effect of physiotherapy was more
obvious in terms of improved ROM, which
reaffirms that acupuncture is of benefit to
patients with a painful shoulder.
Because of the difficulties in recruiting patients
for the present study, one reason being the strict
inclusion criteria, the intended sample size was
not reached. Despite the small sample size, the
results did manage to show that acupuncture was
better for pain relief on movement while corticosteroid injection had a better analgesic effect at
rest, which is a characteristic of inflammatorytype pain. The greater effect of corticosteroid
injection on pain reduction at rest might be
explained by the anti-inflammatory effect of
these drugs (Harryman et al. 1998). This confirms the widely held belief that corticosteroid
injection can be a good start for conservative
treatment. However, taking the short-term effect
of injections into consideration (Green et al.
2005; Mitchell et al. 2005), it is worth considering
the use of acupuncture not only to prolong the
analgesic effect, but also to enhance the effect of
physiotherapy in order to increase function as
early as possible.
There is strong evidence that the beneficial
effect of corticosteroid injections is limited to
4–6 weeks (Bal et al. 2008; Kelley et al. 2009).
This was confirmed by Ryans et al. (2005) in a
study comparing the effectiveness of corticosteroid injection with a combination of injections
and physiotherapy (i.e. mobilization, active exercises and interferential therapy). At 6 weeks,
corticosteroid injections proved to be better at
reducing pain and shoulder disability (as assessed
by the Shoulder Disability Questionnaire), while
physiotherapy was better at increasing shoulder
flexibility. However, at 16 weeks, there was no
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significant further improvement made by any
intervention. Even if Ryans et al.’s (2005) study
displayed the least methodological flaws in the
literature, one must interpret the results with
caution because these authors only measured
pain at rest. It is quite well known that patients
who suffer from CS not only have pain during
rest, but also during movements. In the later
stages of the disease, pain may only occur during
activities.
Physiotherapy is an essential part of the conservative approach to the management of CS.
Lynch (2002) mentioned that, among the nonoperative approaches, physical therapy has traditionally been the treatment of choice. As
opposed to some early papers (Bulgen et al. 1984;
Van der Windt et al. 1998) that suggested a
possible early benefit of injections over physiotherapy, including mobilization, exercise and
electrotherapy, the mounting evidence (Goldberg et al. 1999; Griggs et al. 2000; Pajareya et al.
2004; Ryans et al. 2005) demonstrates that the
positive effect of physiotherapy is undeniable if it
is used appropriately. However, given the low
quality of some of these trials and the variations
in the methodological assessment of scoring, it is
difficult to compare the outcomes with the other
research. Of the few studies that were included
in the literature review, Ryans et al. (2005)
reported the least favourable results for injection
therapy.
Limitations
The present authors had intended to follow up
the study participants for a longer period, but
considering the difficulties involved in including
a sufficient number of patients and the uncertainty with regard to its relevance in clinical
practice (Carette et al. 2003; Blanchard et al.
2010), one could perhaps justify the lack of
longer-term follow-up. Although Shaffer et al.
(1992) described the ongoing long-term problems of patients with CS, the systematic review
by Blanchard et al. (2010) showed that the
disease was self-limiting in the majority of cases.
Therefore, if the treatment had continued for a
longer period, those in the comparison group
would also have recovered on their own and
ultimately matched the treatment groups. This
trend accounts for the absence of long-term
differences between interventions.
 2013 Acupuncture Association of Chartered Physiotherapists

The absence of random group allocation was
another limitation. Patients were allocated to
groups consecutively according to the order in
which they were seen at the clinic. However,
non-randomization did not negate the validity of
the study since the three groups were comparable at baseline.
Other limitations included the fact that there
was no account of the participants’ use of oral
analgesics during the trial and no description of
their compliance with the exercise programme.
Exercise diaries or telephone reviews could have
been included to measure the participant compliance, but because these approaches is not
practised routinely in Warrington Hospital, it was
decided not include any. It could be argued that
the participants who were treated with acupuncture (group III) possibly had greater motivation
because of their regular contact with a physiotherapist; however, a great deal of effort was
made to avoid discussing exercises with them
unless required. All the participants in the other
groups were advised to contact the department if
they had any concerns.
The inclusion of a comparison group made it
possible to detect any potential changes that
occurred as a result of acupuncture and/or
corticosteroid injection rather than the natural
course of CS. However, the addition of a control
group undergoing no treatment at all could have
enabled the authors to see the influence of
home-based exercises, but ethical considerations
made it impossible to deprive patients of the
opportunity of receiving treatment for 6 weeks.
One strength of the study was the consistency in
the diagnosis of CS, which was made possible by
including patients referred by a single consultant,
although this also meant that the size of the
sample was smaller than optimal.
Although the ‘‘supervised neglect’’ or ‘‘no
treatment’’ approach has been reported before
(Kivimäki et al. 2007), the present study did not
involve a complete lack of treatment because the
participants in the comparison group were taught
home-based exercises and given definitive
advice. The present authors decided to utilize a
conventional/standardized form of physiotherapy, i.e. home-based exercises, that was
specifically designed for patients with CS with
the aim of providing gentle and regular stretching. Home-based stretching exercises have been
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reported to be effective in approximately 70% of
patients with CS (Goldberg et al. 1999).
The type and duration of treatment may vary
according to the stage of CS with which patients
present. In addition to pain and muscle spasm,
individuals in the later stages may exhibit the
formation of intra- and extracapsular adhesions,
and a shortening of the abductor and rotator
muscles of the shoulder joint, which may further
limit ROM (DePalma 2008). It is important that
the physiotherapeutic approach is appropriate
for the stage of the condition; however, the most
effective method of treatment remains unclear.
The present study attempted to answer the
question of whether recovery from CS could be
influenced by commonly practised aspects of
conservative management. It is extremely difficult to identify a clear management pathway in
such a mysterious disease with an unclear prognosis. Over the years, numerous low-quality
reports and the nature of CS caused controversy
about which of the many available treatments
was the best. However, in view of the mounting
evidence, it is now possible to emphasize the
importance of conservative management including physiotherapy with or without other procedures. The result of this 6-week trial suggests
that the combination of acupuncture or corticosteroid injection with home-based stretching
exercises may benefit patients with CS as they
recover from pain and improve their shoulder
function.

Conclusions
Contracted (frozen) shoulder may have serious
effects on the lives of those suffering from the
condition, leading to an inability to perform
routine activities of daily living such as eating,
dressing, combing hair and work. The results of
the present study contribute to the evidence
supporting the prompt use of corticosteroid
injection when the inflammation is at its peak in
the early stages of CS, but these also highlight the
analgesic effects of acupuncture. Both types of
intervention could enhance the outcome of
physiotherapy to reduce pain, and increase
motion and overall function in the shoulder.
There is a need to conduct further welldesigned studies in order to make the evidence
more robust, and these should involve the inclu36

sion of a comparison group and the use of
computer-based randomization. Well-controlled
multicentre studies are recommended in order to
allow the results to be generalized to a larger
population, and this will assist in the development of patient management pathways for the
best standard of management of CS.
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Audit of acupuncture for pain in spinal cord
injury
A. Gibbon
Duke of Cornwall Spinal Treatment Centre, Salisbury NHS Foundation Trust,
Salisbury, UK

Abstract
Chronic pain is a significant complication of spinal cord injury (SCI) that can disrupt quality of
life, mood and rehabilitation. Pain management is often difficult and complex; few drugs are
effective and no consensus on optimal treatment exists. Therefore, patients with SCI who are
experiencing pain may seek non-traditional methods of pain relief such as acupuncture. The
aims of this audit were to identify whether acupuncture meets the target standard for pain
reduction in patients with SCI set by the Duke of Cornwall Spinal Treatment Centre
(DoCSTC), Salisbury, UK, and to highlight whether its effectiveness in this patient population
is dependent on the type of pain involved. Between March 2011 and February 2013, 38
inpatients with pain were referred and assessed for pain intensity before and after an
acupuncture trial using the Numeric Rating Scale (NRS) for present and worst pain. The
standard was that all participants should experience a reduction in their NRS score of d 2
points, or a d 30% reduction in pain. For present pain, 62% of cases met the standard and
18% did not (21% had no pain initially). For worst pain, 79% of cases met the standard and
21% did not. For different types of pain, 67% and 88% of patients with nociceptive pain met
the standards for present and worst pain scores, respectively; 71% and 86% of those with
neuropathic pain met the standards for present and worst pain scores, respectively. The results
of this audit are encouraging because the majority of participants met the standard that had
been set.
Keywords: acupuncture, chronic pain, neuropathic pain, nociceptive pain, spinal cord injury.

Introduction
Pain secondary to spinal cord injury (SCI) is a
well-recognized clinical problem, and one of the
most debilitating factors in this patient population (Siddall et al. 2000; Murphy & Reid 2001).
There is a large variation in the prevalence of
pain in SCI (Kennedy et al. 1997; Störmer et al.
1997; Ravenscroft 2000; Siddall et al. 2000;
Dyson-Hudson et al. 2001; Nayak et al. 2001a, b;
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Turner et al. 2001; Warms et al. 2002; Norrbrink
Budh & Lundeberg 2004; Cardenas & Felix
2009), which is estimated to occur in up to 69%
of patients with this condition (Störmer et al.
1997; Demirel et al. 1998; Averill et al. 2000;
Siddall et al. 2000; Nayak et al, 2001a, b; Baastrup
& Finnerup 2012). Patients with SCI present
with different types of musculoskeletal, visceral
and neuropathic pain, which can be classified
according to the level of injury (Rapson et al.
2003). Spinal cord injury pain is extremely complex because it is common to experience more
than one type simultaneously (MASCIP 2008;
Widerström-Noga et al. 2008). Pain has a significant impact on the daily function (Turner et al.
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2001; Warms et al. 2002; Heutink et al. 2011),
health, psychological well-being and quality of
life of individuals with SCI (Kennedy et al. 1997;
Nayak et al. 2001a, b; Cardenas & Felix 2009;
Freynhagen & Bennett 2009; Heutink et al.
2011).
Despite pain being such a well-recognized
problem in SCI, great difficulties have been
associated with the classification and assessment
of the different types that occur in this patient
group (Siddall et al. 2000; Felix & Cardenas
2007; Cardenas & Felix 2009). Although the
development of the International Spinal Cord
Injury Data Sets (Siddall et al. 2000; Siddall &
Middleton 2006) have improved this situation,
the complexity of pain and the associated
psychological distress highlight the need for
greater understanding of pain mechanisms
(Widerström-Noga et al. 2008). The lack of a
complete understanding of the mechanisms of
pain (Chong & Bajwa 2003; Widerström-Noga &
Turk 2003; Cardenas & Jensen 2006) has led to
treatment modalities being ineffective, particularly in cases of neuropathic pain (Turner et al.
2001; Chong & Bajwa 2003; Rapson et al. 2003;
Cardenas & Jensen 2006; Freynhagen & Bennett
2009; Heutink et al. 2011).
Because pharmacological pain relief for complex pain has proven to be inadequate (Nayak
et al. 2001b; Felix & Cardenas 2007; Teasell et al.
2010; Baastrup & Finnerup 2012), several treatment modalities have been tested, including nonpharmacological methods such as massage and
exercise (Ravenscroft, 2000; Murphy & Reid
2001; Widerström-Noga & Turk 2003; Cardenas
& Jensen 2006; Dyson-Hudson et al. 2007;
Cardenas & Felix 2009; Teasell et al. 2010;
Heutink et al. 2011). Many patients often turn to
acupuncture for pain relief (Nayak et al. 2001b;
Warms et al. 2002; Cardenas & Jensen 2006; Felix
& Cardenas 2007; Cardenas & Felix 2009),
although little evidence exists for its efficacy for
pain management in SCI, and only three randomized controlled trials (RCTs) have been
published to date (Dyson-Hudson et al. 2001,
2007; Wong et al. 2003).
Wong et al. (2003) investigated the effects of
electroacupuncture and auricular acupuncture on
neurological deficit and functional recovery in
100 patients with acute SCI, and reported a
significant improvement in neurological deficit in
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the acupuncture group compared to the controls
who received standard therapy (Wong et al.
2003). Dyson-Hudson et al. (2001) conducted an
RCT to determine the effectiveness of acupuncture compared to Trager psychophysical integration in decreasing chronic shoulder pain in
wheelchair users with SCI. The subjects acted as
their own controls by undergoing a 5-week
baseline period in a rehabilitation setting.
Although the above authors found both interventions to be effective in this population, only
18 participants were included in this trial and
they were not blinded to the treatment. Furthermore, no placebo control group was included. In
a later study, Dyson-Hudson et al. (2007) investigated the efficacy of acupuncture in the treatment of musculoskeletal shoulder pain in
subjects with SCI compared to sham acupuncture, in which the sample was randomized,
blinded and placebo controlled. In the latter
study, shoulder pain decreased significantly in
both groups and there was no significant difference between them, although a medium treatment effect was associated with those who
received acupuncture. Once again, the recommendations from this trial were that a larger
sample size was required.
Limited studies have suggested that acupuncture may also improve neuropathic pain in this
patient group (Wong & Rapson 1999; Nayak
et al. 2001a, b; Rapson et al. 2003; Fattal et al.
2009; Norrbrink & Lundeberg 2011). Rapson
et al. (2003) reported that patients with bilateral
symmetric and constant burning pain were more
likely to improve. More recent studies have
attempted to investigate the mechanisms for
acupuncture at a cellular level using functional
magnetic resonance imaging techniques to
understand the central effects of acupuncture on
the brain (Hui et al. 2010).
While some of the available research is positive, there is a lack of consensus regarding
specific guidelines for pain management in SCI
and the use of acupuncture, and a great deal
more research is required in this area (Cardenas
& Felix 2009). The current Multidisciplinary
Association of Spinal Cord Injury Professionals
(MASCIP) guidelines for neuropathic pain in
adults following SCI state that, alongside conventional therapy, appropriately qualified members of the multidisciplinary team (MDT) may
 2013 Acupuncture Association of Chartered Physiotherapists
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provide treatments such as acupuncture for pain
relief as part of the holistic approach to this
condition (MASCIP 2008).
For several years, acupuncture has been used
as one of several treatments to manage pain in
the Duke of Cornwall Spinal Treatment Centre
(DoCSTC), Salisbury, UK, and the majority of
patients with pain problems are screened to
assess their suitability for acupuncture treatment.
If no contraindications exist, it is currently normal practice to trial six sessions of acupuncture
in a programme specific to each patient, in
accordance with White et al. (2008). However,
given the issues highlighted above, it is unclear
whether it can help pain in SCI and whether it is
more effective in specific pain types. Therefore,
in February 2013, a retrospective audit of acupuncture data collected for 2 years from March
2011 was commenced in order to evaluate its
effectiveness in the management of pain in
spinally injured patients at the DoCSTC relative
to specific standards set, and to justify its use as
a treatment modality by the therapy team.
The aim of this audit was to identify whether
acupuncture has a potential use for pain management in SCI at the DoCSTC, and to highlight
whether its effectiveness is dependent on the
type of pain being treated in this specific patient
group. The specific questions to be addressed
were:
+ Is acupuncture effective for the management
of pain in patients with SCI alongside other
treatments for pain at the DoCSTC?
+ Do spinally injured patients in this setting
respond differently to acupuncture depending
on the type of pain that they have?
+ Are there any other beneficial effects of acupuncture in this patient group?
+ Is it a cost-effective modality for the physiotherapy team at the DoCSTC to use?

Participants and methods
Between March 2011 and February 2013, 38
inpatients at the DoCSTC were identified as
having pain and referred for acupuncture,
regardless of the pain mechanism involved.
There were no specific inclusion criteria except
that the participants had been assessed by a
physiotherapist who had ascertained that they
were suffering from pain that was affecting their
 2013 Acupuncture Association of Chartered Physiotherapists

ability to function. Other pain relief modalities
being used were taken into account, but not
consistently recorded. Data collection also
included: the date of referral; the age of the
patient on referral; the level of SCI and the
American Spinal Injuries Association Impairment Scale (AIS) score on admission; the number of treatments received; and the length of
time spent with the patient.
The participants were assessed by one of the
two physiotherapists at the DoCSTC who were
qualified to practice acupuncture. The main outcome measures used for measuring pain intensity
were the Numeric Rating Scale (NRS) (Farrar
et al. 2001; Dworkin et al. 2005; Bryce & Dijkers
2006; Hanley et al. 2006; Widerström-Noga et al.
2008), and the International Spinal Cord Injury
Pain Basic Data Set questionnaire (WiderströmNoga et al. 2008). Numeric Rating Scale data
were collected for present pain at the time of
assessment and the worst pain in the past 24 h.
Other pain-related data collected included the
area of the body affected, the nature of the pain
(Siddall & Middleton 2006; Baastrup & Finnerup
2012), and whether it was above, at or below the
level of the injury. Anecdotally, other relevant
patient-specific outcomes were also used; for
example, range of motion (ROM) if a joint was
affected by stiffness, or length of time tolerated
in a wheelchair if this was the main problem.
Subjective information about other effects experienced during or after acupuncture was also
collected from the patients and their primary
physiotherapist. All outcome measures were used
at the beginning and end of each block of six
acupuncture sessions.
The participants continued to receive all other
treatments that they would normally have been
given as part of their rehabilitation, including
physiotherapy, occupational therapy and pain
medication. These treatments might have
included strengthening work, stretching, education, postural education, standing, functional
work and drug therapy. As standard practice, the
participants were also given six sessions of acupuncture using points individually prescribed
according to their pain problem in addition to
their normal rehabilitation programme. Patients
were usually treated before they got out of bed in
the mornings in the ward-based environment.
They received two or three sessions of acupunc41
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Table 1. Frequency of patients presenting from different age
groups. Data were not available for 12 patients because of
incomplete recording in the initial stages of the audit
Age band (years)

Patients (n)

c 20
21–30
31–40
41–50
51–60
61–70
71–80
81–90

1
2
1
3
8
5
6
0

Table 2. Types of spinal cord injury sustained by each of the 38
patients included in the audit. The number of patients suffering
from each different American Spinal Injuries Association Impairment Scale (AIS) score and level of injury are recorded
Level of injury (n)

ture per week. After six sessions, the participants
were reassessed. If there appeared to be a clinical
improvement in pain and the patients were
finding acupuncture beneficial, the sessions continued for another 6 weeks in accordance with
White et al. (2008), which is currently standard
practice at the DoCSTC. If there was no change
in pain and the patient did not feel that there was
any benefit from treatment, or if pain had been
completely eradicated, acupuncture was ceased in
accordance with the MASCIP (2008) guidelines.
In order to evaluate the service, the following
audit standard was used, based on a study by
Farrar et al. (2001), and supported by Salaffi et al.
(2004) and Hanley et al. (2006):
+ All patients should experience a reduction in
NRS score of two or more points, or a 30%
or more reduction in their pain.
Data were analysed to investigate whether this
standard was met in each of the patients treated
with acupuncture, how effective acupuncture is
within this service and as a data set that could
potentially be used in the future to develop a
research project.

Results
Demographics
Four of the 38 participants had two pain problems, meaning that there were 42 pain problems
in total. The average age of the patients was
56 years (Table 1). In terms of their SCI, 47%
(n=18) had cervical injuries, 42% (n=16) thoracic, 8% (n=3) lumbar and 3% (n=1) sacral.
The participants presented with AIS scores of A
(26%; n=10), B (18%; n=7), C (39%; n=15)
and D (16%; n=6) (Table 2). Three sets of data
were not included in the audit for the following
reasons: inappropriate referral for acupuncture;
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AIS score

Cervical Thoracic

Lumbar Sacral

Total

A
B
C
D

0
4
10
4

9
2
4
1

1
1
1
0

0
0
0
1

10
7
15
6

Total

18

16

3

1

38

Table 3. Frequency of pain problems from different body areas
with which patients presented. The proportions of problems that
were bilateral or unilateral are shown where relevant. Four of the
38 patients had more than one pain problem, resulting in a total
of 42 pain problems; however, in two cases, the pains were
considered to be related and, therefore, classified as a single pain,
resulting in a total of 40 pain problems, as shown below
Patients (n)
Pain type

Bilateral

Unilateral

Total

Low back pain
Leg pain
Shoulder pain
Upper limb pain
Other

–
3 (33%)
5 (29%)
0 (0%)
–

–
6 (66%)
12 (71%)
2 (100%)
–

10
9
17
2
2

the pain resolved between referral and the first
assessment; and the patient was discharged
before the final data were collected.
Location of pain
The areas of pain occurrence could broadly be
categorized into five main sites of pain: low back
pain (25%; n=10); leg pain (23%; n=9); shoulder pain (43%, n=17); upper limb pain (5%,
n=2); and other, including abdominal pain and
headaches (5%, n=2). The leg, shoulder and
upper limb pain categories could further be
broken down into bilateral and unilateral pain
(Table 3), and pain areas taken into account for
each level of injury and AIS score (Table 4).
Type of pain
Of the pain types treated, 51% were nociceptive
in origin, 23% neuropathic, 23% mixed pattern
and 3% unknown according to the classification
system defined by Siddall et al. (2000) and Siddall
& Middleton (2006). These types of pain were
taken into account according to the level of
injury and the AIS score (Table 5).
 2013 Acupuncture Association of Chartered Physiotherapists

A. Gibbon
Table 4. Breakdown of the frequency and percentage of different pain areas that patients presented with for each level of injury, and
American Spinal Injuries Association Impairment Scale (AIS) score. Four of 38 patients had more than one pain problem, resulting in 42 pain
problems in total; however, in two cases, the pains were considered to be related and therefore classified as a single pain, making 40 pain
problems, as shown in this table
Level of injury [n (%)]

AIS score [n (%)]

Pain area (total)

Cervical

Thoracic

Lumbar

Sacral

A

Low back pain (n=10)
Leg pain (n=9)
Shoulder pain (n=17)
Arm pain (n=2)
Other (n=2)

2
3
12
1
0

6
4
5
1
1

1
2
0
0
0

1
0
0
0
0

1
3
3
1
1

(20)
(33)
(71)
(50)
(0)

(60)
(44)
(29)
(50)
(100)

(10)
(22)
(0)
(0)
(0)

(10)
(0)
(0)
(0)
(0)

B
(10)
(33)
(18)
(50)
(100)

2
2
3
0
0

C
(20)
(22)
(18)
(0)
(0)

4
4
9
0
0

D
(40)
(44)
(53)
(0)
(0)

3
0
2
1
0

(30)
(12)
(50)
(0)

Table 5. Breakdown of the frequency and percentage of different pain types with which patients presented for each level of injury and
American Spinal Injuries Association Impairment Scale (AIS) score. Data were unavailable for three pain problems because of an
inappropriate referral (n=1), a patient being discharged before data collection (n=1), and a patient’s pain symptoms resolving between
referral and first appointment (n=1); therefore, the total number of pain problems reported was 39
Level of injury [n (%)]

AIS score [n (%)]

Pain type (total)

Cervical

Thoracic

Lumbar

Sacral

A

Nociceptive (n=20)
Neuropathic (n=9)
Mixed (n=9)
Unknown (n=1)

10
1
7
0

8
6
2
1

1
2
0
0

1
0
0
0

3
5
1
1

(408)
(676)
(22)
(100)

(5)
(22)
(0)
(0)

Effectiveness of acupuncture against the
standard
Of the 42 pain problems, data for the NRS were
incomplete for nine patients because of the
following: inappropriate referral (n=2); deceased
during audit (n=1); no pain on initial assessment
(n=2); patient referred too late during admission
to collect data (n=2); patient discharged prior to
data collection (n=1); and unknown (n=1).
Therefore, there were a total of 34 sets of NRS
data for present pain and 33 for worst pain.
For the present pain NRS data, 62% of cases
met the standard, 18% did not, and 21% did not
have any pain to assess (NRS=0) and, therefore,
no difference could be made to the pain. For the
worst pain NRS data, 79% of cases met the
standard and 21% did not (Figs 1–3).
Additional results
In addition to data for standards, the percentage
change in the NRS was calculated in order to
take into account when there was either no pain
initially, or pain started at 2 on the NRS and was
completely abolished. Sixty-one per cent of
patients had a reduction in present pain of more
than 30%, while 65% showed a reduction in
worst pain of more than 30%. Thirty per cent
and 12% of patients showed no pain initially in
 2013 Acupuncture Association of Chartered Physiotherapists

(5)
(0)
(0)
(0)

(15)
(56)
(11)
(100)

2
2
3
0

C
(10)
(22)
(33)
(0)

11
2
3
0

D
(55)
(22)
(33)
(0)

2
0
2
0

(20)
(0)
(22)
(0)

the present and worst pain data, respectively
(Fig. 4).
The results were also analysed in order to
establish whether the standards were met for
each type of pain (Fig. 5) and each area of pain
on the body (Fig. 6). Sixty-seven per cent and
88% of those with nociceptive pain met the
standards for present and worst pain scores,
respectively; 71% and 86% of those with neuropathic pain met the standards for present pain
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Figure 1. Percentage of results meeting the standards set
for the entire data set: ( ) present pain; and (n) worst
pain. For 21% of the present pain data, patients did not
report any pain, and therefore, no change was possible.
Because of incomplete data, there were 34 results for
present pain and 33 for worst pain.
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Figure 2. Differences in Numeric Rating Scale present pain scores before ( ) and after (n) acupuncture treatment for
each pain problem treated. Because of incomplete data, 34 of the 42 pain problems were reported.
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Figure 3. Differences in Numeric Rating Scale worst pain scores before ( ) and after (n) acupuncture treatment for each
pain problem treated. Because of incomplete data, 33 of the 42 pain problems were reported.

and worst pain scores, respectively. Participants
with mixed pain problems proved to be more
variable (Fig. 5). Patients with leg and low back
pain showed similar results in terms of the
numbers meeting the standards. Those with
shoulder pain showed a better reduction in worst
pain, but not as much success with present pain
(Fig. 6).
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Anecdotal observations by
physiotherapists and subjective patient
comments
In addition to the data collected, several useful
subjective observations were noted from both
patients and primary physiotherapists. Both
positive and negative effects were recorded
(Table 6). Subjective comments from patients
 2013 Acupuncture Association of Chartered Physiotherapists
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Therapist time
Each participant received a mean of 6.65 sessions of acupuncture and 2.93 h (2 h, 56 min) of
direct therapist time overall (including the initial
pain assessment), giving a total of approximately
105 h of clinical therapist time for the 38 patients
assessed and treated with acupuncture, and then
reviewed after treatment. Each session cost
£9.59 on average, including staff time and equipment (assuming that one-to-one contact time
lasted between 15 and 40 min plus 1 h for
assessment), making a total of £63.78 per patient
on average. These calculations are based on the
cost of the equipment (e.g. acupuncture needles)
used per session and an estimate on the staff cost
to the Salisbury NHS Trust per hour. This cost
would vary depending on the pay band of the
physiotherapist working with the patient.
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Figure 4. Percentage of patients with different
magnitudes of percentage change in Numeric Rating
Scale scores for present and worst pain. The vast
majority of pain was reduced by 30% or more, unless a
patient presented with no pain to treat initially (see the
first column). Because of incomplete data, there were 34
results for present pain and 33 for worst pain.

who found acupuncture beneficial were
recorded, for example:
+ ‘‘Improvements occurred in areas that could
not easily be measured, such as bladder and
bowel management.’’
+ ‘‘Important part of my rehab process.’’
+ ‘‘Helpful in rehab as it gave me confidence to
try new things and progress – a likely turning
point for progress in my rehab.’’
+ ‘‘I felt that someone was trying to help with
my pain.’’

Discussion
The present paper describes an audit of the use
of acupuncture for patients with SCI at the
DoCSTC. Acupuncture is currently used at this
treatment centre as a standard treatment modality for patients who have pain and do not have
contraindications to such treatment. At present,
it is considered normal to trial six sessions at a
frequency of two or three per week, reassess, and
then continue treatment if positive effects are
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Figure 5. Percentage of results meeting the standards for nociceptive, neuropathic and mixed pain presentations: ( ) yes;
(n) no; and (n) no pain initially. Because of incomplete data, there were 34 results for present pain and 33 for worst pain.
 2013 Acupuncture Association of Chartered Physiotherapists

45

Acupuncture for pain in spinal cord injury


0HHWLQJVWDQGDUG 












3UHVHQW

:RUVW

/HJSDLQ

3UHVHQW

:RUVW

/RZEDFNSDLQ

3UHVHQW

:RUVW

6KRXOGHUSDLQ

3UHVHQW

:RUVW

2WKHU

$UHDRI SDLQ
Figure 6. Percentage of results meeting the standards for different locations of pain within the body with which the
patients presented: ( ) yes; (n) no; and (n) no pain initially. Because of incomplete data, there were 34 results for present
pain and 33 for worst pain.

evident (White et al. 2008). Therefore, the audit
was designed to assess whether this treatment is
effective in this population against the standard
determined by the evidence (Farrar et al. 2001;
Salaffi et al. 2004; Hanley et al. 2006). Given that
the focus of the present study is on the current
normal practice, an audit was deemed more
suitable for this service, but one disadvantage of
the method used was that it could be easily
misinterpreted as a pilot study. Similarly, the
qualitative data reported here show the effects of
the current practice of acupuncture, and
although it could be construed as intervention, it
was deemed valuable and, therefore, included in
this audit report.
The audit showed encouraging results since
the overall majority of patients met the audit
standard of a reduction in pain of more than two
points on the NRS. The demographic data were
comparable with other studies (Demirel et al.
1998), although the present audit included more
cervical injuries and fewer lumbar ones, and the
results for pain were a slight improvement on
some other research (Nayak et al. 2001b). The
results of the present audit show that pain
reductions were both good and similar in nociceptive and neuropathic pain types, and that
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neither the level of injury or the area of pain
correlated with improvement. These findings
appear to be comparable with those found by
Rapson et al. (2003). Subjective data obtained
from informal comments from the patients and
primary physiotherapists were very positive and
would be worth investigating in future studies,
including improvements in mood and function,
and motor and sensory neurological recovery.
These results correlate with studies investigating
the potential benefits of acupuncture for neurological deficit (Paola & Arnold 2002; Wong et al.
2003; Dorsher & McIntosh 2009). However,
caution is required with the interpretation of the
findings because these cannot be generalized to
the population with SCI as a whole; for this to be
achieved, a full clinical trial would be necessary.
Overall, the service is very cost-effective as
one method of pain management, particularly
since several patients can potentially be treated
simultaneously without reducing their treatment
time. However, it is important to note that pain
management is much more complicated than
merely the provision of a single service, and in
reality, a whole MDT approach is required for
effective pain management, and involves regular
team assessment, trialling more than one method
 2013 Acupuncture Association of Chartered Physiotherapists
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Table 6. Summary of the positive and negative subjective
comments made by patients regarding the effects of their
acupuncture treatment: (ROM) range of motion; (ISCIPBDS)
International Spinal Cord Injury Pain Basic Data Set; and (AIS)
American Spinal Injuries Association Impairment Scale
Subjective comments

Patients (%)

Positive eﬀects
Decreased pain frequency*
Increased ROM
Decreased night pain
Decreased ISCIPBDS score
Improved function‡
Reduction in pain killers
Improved AIS score
Improved general mood
Decreased anxiety
Increased relaxation
Found beneficial (see text)
Increase in pain management strategies
Improved respiration during chest infection
Goals achieved0
Effects lasting more than 2 h
Decreased tone/stiffness
Decreased pain behaviour

5.4
16.2
2.7
29.7†
54.1
16.2
40.5§
13.5
18.9
40.5
24.3
2.7
2.7
40.5
8.1
10.8
2.7

Negative eﬀects
No change in pain medication
Increased drowsiness
Little perceived change
Uncertainty regarding longevity of treatment
Request for acupuncture to stop#
Increased tone
Variable effects
Less useful for neuropathic leg pain

13.5
2.7
2.7
5.4
5.4
5.4
2.7
2.7

*Decrease in frequency from every day to every other day.
†The ISCIPBDS score decreased to 0/6 in 16.2% of patients.
‡Examples of improved function included: independent dressing;
increased use of upper limbs during physiotherapy and for function;
increased mobility; improved sit-to-stand performance; increased time
sitting up in chair; improved hand function; increased ability to bend
forwards in wheelchair without pain; and increased time standing without
pain.
§Motor=29.7; sensory=10.8.
0Examples of goals that were achieved included: increased sitting tolerance; increased distance pushing wheelchair; pain-free sit-to-stand movement; weaning from pain-killing medications; lifting and transferring
without pain; pain-free strengthening; increased ROM; decreased pain on
stretch; and leaning forward in wheelchair without pain.
#For example, if needling was too sensitive to tolerate.

of pain relief at different intervals and adjusting
treatments accordingly.
Initially, the measurement of pain intensity
was by visual analogue scale, with the standard
being set at a reduction of three points or more.
However, on review of the available evidence
and the MASCIP guidelines, it was recommended that the NRS should be used because it
is more reliable in this patient group (Nayak et al.
2001b; Dworkin et al. 2005; Bryce et al. 2007;
MASCIP 2008). In terms of the reduction in the
NRS score, it is generally agreed that a reduction
of approximately two points, or 30%, is clinically
 2013 Acupuncture Association of Chartered Physiotherapists

significant (Farrar et al. 2001; Salaffi et al. 2004;
Hanley et al. 2006). Therefore, the standard for
this audit was adjusted accordingly in light of the
lack of national standards for pain management
in SCI. The original standard set a target of 100%
of patients achieving this goal, but this was very
unlikely to be possible because of the complexity
and subjective nature of the pain experiences in
this population.
As the audit continued, a larger variety of
data were collected and the acupuncture techniques were developed. In accordance with the
Lyndhurst Centre Central Neuropathic Pain
Acupuncture Protocol (Rapson et al. 2003), electroacupuncture was used in appropriate participants on the spinal unit during the later stages of
the audit, enabling reduced patient contact time
and increasing the stimulation given to some of
the needles. The results for these participants
were not separated out from the standard acupuncture data. Other developments included
increased use of different outcome measures
alongside the NRS where appropriate, resulting
in inconsistent but nevertheless interesting
data.
There are several limitations to the present
audit that would need to be addressed if it was to
form the basis of a research study; however, the
process undertaken has highlighted some ways in
which the current service could be improved.
The limitations include the small sample size and
subjective outcomes that were difficult to quantify; for example, patients commenting on
improvements in areas such as bladder and
bowel function that could not easily be
measured. In addition, the lack of clear pathway
within the unit to assess and treat patients for
pain, and therefore, the absence of a system by
which to refer patients to acupuncture and
include them in the audit has led to a biased
population within the data. This has resulted in a
lack of clear knowledge of the prevalence of
different types of pain on the spinal unit within
the whole population that can be compared to
other data. The difficulty in differentiating
between different pain types also often contributes to inaccurate results. Patients were also only
referred if the primary therapist thought that
treatment would be successful, and therefore,
there is a place for further education on the role
of acupuncture within the current service.
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If this small audit were to be developed into a
larger pilot study or clinical trial, other treatments
being received would need to be controlled in
order to attribute any changes in pain intensity
directly to acupuncture alone. Acupuncture
studies are often plagued with methodological
problems, such as a lack of consensus regarding
a sound control group to use and small sample
sizes, and care would be required to prevent any
repetition of previous poor methodologies.
Because of the multifaceted nature of many
pain problems, the present audit has emphasized
the importance of a coordinated MDT approach
for pain management in patients with SCI, as
highlighted in the MASCIP (2008) guidelines.
Examples include increased shoulder pain secondary to SCI and complex posture, which
requires the holistic assessment of seating and
pacing alongside acupuncture to manage pain
effectively. The guidelines that currently exist
state that all treatments attempted should be
given an adequate trial, only be changed after a
review and one at a time, and be withdrawn if
ineffective.
In addition to providing some positive results,
this audit has highlighted some areas of improvement that could be made within the current
service. During the audit process, the provision
of acupuncture became much more efficient, and
ultimately, it was possible to treat more than one
patient simultaneously. Although patients underwent treatment sessions lasting approximately
30 min, they only required 10–15 min of direct
contact time with a physiotherapist. This has
significant implications for future use in an
acupuncture clinic in terms of improving costeffectiveness and treatment efficiency.
It is anticipated that future service developments will also involve improvement of the
standard process of patient referral to the acupuncture service in order to prevent any being
missed, and much closer communication with
the MDT in order to effectively treat the complex pain presentations in this patient group. It
will also be necessary to provide education to the
MDT regarding indications for referral to acupuncture, and use a wider range of outcome
measures to assess pain, as recommended in the
MASCIP (2008) guidelines.
The data collected as part of this audit act as
an excellent baseline from which future research
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into the use of acupuncture within the population with SCI could be developed. In particular,
it would be useful to conduct an RCT with a
larger sample size on the effects of acupuncture
on different types of pain, and neuropathic pain
in particular, since this is an area of pain management for which the evidence is lacking in SCI.
It would also be interesting to investigate motor
and sensory neurological recovery, the longevity
of acupuncture effects within the population
with SCI, and whether acupuncture can be used
to help patients wean themselves from their pain
medication.

Conclusions
The results of this initial audit of the use of
acupuncture as a cost-effective method of pain
management in SCI in a small population in the
DoCSTC were positive, although it is unlikely
that this form of treatment is more effective for
one type of pain than another. Although the data
should be interpreted with caution because of
the limitations described above, the findings
provide a good foundation on which to base
future research and show that there are potentially several benefits that may be gained from
the use of acupuncture; for example, improved
mood and neurological status. There are several
areas that require further research in the field of
acupuncture in SCI, including: its effect on
neuropathic pain and whether different pain
types respond differently to acupuncture; the
effectiveness of needling insensate points in
complete injuries; its potential for improving
neurological status and possible mechanisms for
this; and the effects on bladder and bowel
function. More data are also required on the
prevalence of pain in SCI, whether acupuncture
could be used to decrease dependence on pain
medication, and the longevity of any positive
effects of acupuncture in this patient group.
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Use of electroacupuncture for the treatment of
spinal cord injury: a single-case study
M. Benyon
Duke of Cornwall Spinal Treatment Centre, Salisbury NHS Foundation Trust,
Salisbury, UK

Abstract
This single-case study evaluates the use of electroacupuncture (EA) in an acute setting for the
treatment of a patient who had suffered a spinal cord injury that had resulted in tetraplegia. The
purpose was to understand the logistics of applying this intervention in an acute setting with
respect to human and physical resources, and to measure the physical and functional outcomes
for the patient involved. The subject progressed during the treatment period, recovering
sensory and motor function. Although it is beyond the scope of this service evaluation to
identify to what extent this recovery can be attributed to the EA intervention, considerations
for further research are discussed.
Keywords: acupuncture, electroacupuncture, service evaluation, spinal cord injury, tetraplegia.

Introduction
Spinal cord injury
It is estimated that there are between 10 and 80
cases of spinal cord injury (SCI) annually per
million of the population in developed countries
(Harvey 2008). In the South West region of the
UK, this amounts to a prevalence equivalent to
over 2000 outpatients, with an average of 95 new
admissions every year at the Duke of Cornwall
Spinal Treatment Centre (DoCSTC) in Salisbury.
Spinal cord injury is devastating for individuals
who are affected by it, since it may lead to
conditions such as paralysis, sensory loss, incontinence, altered sexual function, respiratory
compromise, cardiovascular instability, and ultimately, compromised function and ability to
participate in activities of daily living, social roles,
and vocational and leisure pursuits.
Correspondence: M. Benyon, Physiotherapy Department,
Duke of Cornwall Spinal Treatment Centre, Salisbury
District Hospital, Odstock Road, Salisbury, Wiltshire
SP2 8BJ, UK (e-mail: mimellow@btinternet.com).
 2013 Acupuncture Association of Chartered Physiotherapists

In addition, this patient group is at high risk of
developing decubiti, osteoporosis, spasticity
(which can lead to contracture with joint and
postural deformity), chronic pain, urinary tract
infection and bowel problems secondary to their
SCI.
Hospitalization is lengthy (in 2011, there was
an average of 104 bed days per patient at the
DoCSTC), and multidisciplinary treatment is
complex and expensive. Discharge invariably
requires the provision of specialist equipment,
re-housing or adaptations. Follow-up is lifelong
and essential to reduce the risk of further
morbidity.
Acupuncture
In traditional Chinese medicine (TCM), illness is
viewed as a form of imbalance and dysfunction
in the body, or between the body’s systems and
the environment. Acupuncture involves the
insertion of fine, sterile needles at specific points
on the body with the intention of restoring
balance. Energy concepts are also important. In
TCM, Qi is the ‘‘energy’’ that protects, nourishes,
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animates and stimulates functions and interactions among the internal organs; it flows around
the body along channels (meridians). In Western
medical acupuncture theory, points are selected
in relation to dermatome/segmental regions,
trigger points, or sites of pain or injury. Thus, the
choice of specific acupuncture points varies
depending on the origins of the type of acupuncture practised, and some practitioners will combine theories in order to select points.
Electroacupuncture (EA) involves the application of an electrical current across pairs of
needles inserted into acupuncture points. This
enables the points to be constantly stimulated
during treatment. From a TCM perspective, this
promotes the circulation of Qi, stimulating the
body’s own healing processes. From a Western
medical perspective, it stimulates muscles, nerves
and the circulation of substances such as endogenous opioids.
Acupuncture is increasingly recognized in the
West as being beneficial for a variety of conditions, with the National Institute for Health
and Care Excellence (NICE, formerly the
National Institute for Health and Clinical Excellence), recommending its use in treatment of low
back pain (NICE 2009). A Cochrane systematic
review found that acupoint stimulation was as
effective as anti-emetic drugs in reducing the risk
of postoperative nausea and vomiting (Lee &
Fan 2009). A patient-data meta-analysis of the
use of acupuncture for chronic pain by Vickers
et al. (2012) demonstrated a robust difference
between acupuncture and sham control.
Although acupuncture is more frequently used to
treat pain conditions in the West, the most
common reason for referral to acupuncture services in China, where acupuncture intervention
has a long history, is for neurological disorders
(Napadow & Kaptchuk 2004).
Acupuncture is a safe intervention if applied
by appropriately trained individuals. Wheway et
al. (2012) surveyed national reporting of acupuncture incidents in England and Wales across
all National Health Service (NHS) settings over a
period of 2 years. Two incidents were classified
as resulting in ‘‘moderate to severe’’ harm (these
patients were diagnosed with pneumothorax).
All other incidents were self-limiting, and most
could be managed by following best practice
guidelines. Naeser (1996) summarized the use of
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acupuncture in neurological conditions. No
adverse events were reported across 26 studies
involving 2261 patients. White et al. (2001)
performed a prospective study of adverse events
following 32 000 acupuncture consultations in
the UK. The results would classify acupuncture
as posing minimal risk according to the standards
of the British Medical Association (BMASEID
1993).
There is evidence that use of EA in SCI may
significantly improve long-term neurological
recovery from these injuries with minimal risk in
terms of both motor and sensory function, and
bowel/bladder function (Shin et al. 2009; Dorsher & McIntosh 2011; Heo et al. 2013).
Cheng et al. (1998) conducted a randomized
control trial (RCT) that demonstrated that EA
helped patients with SCI and neurogenic bladder
achieve balanced (i.e. continent and catheterfree) bladder function 33% more quickly than
control subjects.
Wong et al. (2003) conducted a prospective
RCT of 100 patients, using electrical stimulation
at acupuncture points during the initial period of
hospitalization following SCI (the first 60 days).
The results demonstrated significant improvements in motor and sensory function, and
sphincter (bladder and bowel) function according to the Functional Independence Measure and
the American Spinal Injury Association (ASIA)
Impairment Scale (AIS) (ASIA & ISCoS 2011),
and were sustained at one-year follow-up. As a
comparison, the Consortium for Spinal Cord
Medicine (CSCM) reported that 80–90% of
patients with complete spinal cord lesions (AIS
grade A) will remain absolute, with only 3%
ultimately becoming ambulant (CSCM 1999). In
the study by Wong et al. (2003), 28% of complete
lesions (AIS grade A) continued as such after
one year, with a minimum of 18% becoming
ambulant. The remaining 54% experienced
recovery as follows: (AIS grade B) 11%; (AIS
grade C) 36%; and (AIS grade D) 7%. The study
was limited in that it lacked blinding, and did not
clearly indicate which patients were lost to
follow-up or excluded from study; however, the
suggestion that significant benefits occurred
requires closer scrutiny.
Jia et al. (2012) reviewed the literature identifying specific genes associated with acupuncture
interventions. Animal and human studies using
 2013 Acupuncture Association of Chartered Physiotherapists
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gene profiling have shown potential candidate
genes, expressed following use of EA, with
implications for neuroprotection and spinal
plasticity (Wang et al. 2009; Li et al. 2010).
Li et al. (2010) demonstrated increased preservation of Clarke’s neurons (which communicate
with the spinocerebellar tract), and the presence
of specific proteins following EA after experimental SCI in rats. Two proteins detected have
neuroprotective effects. One is known to be
anti-inflammatory and the other is believed to
support axonal growth.
Zhang et al. (2006) compared the use of EA
with methylprednisolone in the first 24 h after
experimental SCI in rats, and found no significant difference in neural cell protection between
EA and methylprednisolone administration, with
both conditions performing better than in
controls.
Functional magnetic resonance imaging has
been used to demonstrate the beneficial changes
in brain activity associated with acupuncture,
including inhibition of activity in areas associated
with pain and normalization of somatosensory
mapping (Napadow et al. 2007; MacPherson et al.
2008).
Research into acupuncture and SCI has
reached a new frontier. Unfortunately, most
studies to date lack rigour, having small sample
sizes, and poor or variable methodologies, meaning that it is difficult to compare results. The
population with SCI is small, and as a result, it is
difficult to conduct robust large-scale research.
At the DoCSTC, both physiotherapists who
perform this form of therapy have noted immediate changes in motor and sensory function
following some acupuncture treatments, and
patients have also reported beneficial changes in
movement and sensation after some sessions. In
combination with this local experience, the literature presents suggestive evidence that acupuncture may have promise as an intervention in the
treatment of spinal cord damage and related
conditions.
Current service
Staﬃng. The DoCSTC employs two chartered
physiotherapists. In addition to their Band 6 and
managerial responsibilities, both have been
trained to treat patients with acupuncture.
 2013 Acupuncture Association of Chartered Physiotherapists

Patient group. Acupuncture is offered to inpatients at the DoCSTC.
Conditions treated. Acupuncture is used for a wide
range of conditions including pain, spasticity,
anxiety, relaxation, decreased joint range of
movement and nausea associated with postural
hypotension.
The primary reason for referral is for pain
management.
Referral. Patients can be referred by any member
of the multidisciplinary team. In practice, the
primary referrers are physiotherapists.
Assessment and treatment programmes. Patients are
individually assessed by the acupuncture therapist, and specific sites are located for treatment
relevant to their condition.
In addition, it is also routine to treat the spinal
cord or nervous system in most cases, since
nervous system damage as a result of the SCI will
contribute in some way to the pathology in many
conditions. This is achieved by treating the
Governor Vessel (GV), which relates to the
spine in TCM theory. The points selected are the
‘‘opening/master point’’ and the ‘‘coupled point’’
of the GV, i.e. Small Intestine (SI) 3 (Houxi) and
Bladder (BL) 62 (Shenmai), respectively (Wong
et al. 2003; Jarmey & Bouratinos 2008).
The treatment goals are specific and have
measurable outcomes.
Patients receive six treatments followed by a
review, which will establish any benefits, and
whether to continue or cease treatment.
Treatment sessions last between 30 and
45 min, although it is usually possible to carry
out two or three treatments concurrently, which
decreases the average time of the sessions.
Outcome measures. The outcome measures are
condition-specific; for example, visual analogue
scale scores and the International Spinal Cord
Injury Data Set for pain, and the Modified
Ashworth Scale scores for spasticity.
Service evaluation
Electroacupuncture was the service to be evaluated in the present study.
Purpose of treatment
The aim of EA is to promote the healing of the
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spinal cord and encourage neural plasticity, and
potential benefits include:

Table 1. Summary of key dates: (AIS) American Spinal Injuries
Association Impairment Scale; (EA) electroacupuncture; and
(DoCSTC) Duke of Cornwall Spinal Treatment Centre

(1) an improvement in patient outcomes,
including:
(a) increased functional achievement;
(b) decreased secondary complications;
and
(c) increased satisfaction;
(2) a reduction in the average length of stay in
hospital; and
(3) a reduction in the burden on community
resources and outpatient services, both
locally and at the DoCSTC.

Date

Event

25/05/12
25/05/12
01/07/12
28/07/12
01/08/12
23/08/12
13/12/12

Date of injury, classified as C4 AIS grade A
Date of spinal surgery
Commencement of private EA treatment
Final private EA treatment
Admission to DoCSTC, classified as C4 AIS grade B
EA commenced at DoCSTC
Final EA treatment at DoCSTC, classified as C4 AIS
grade D

Objectives
The objectives of the present study were:
(1) to evaluate:
(a) the viability of EA with respect to staff
costs for the assessment and treatments;
(b) the feasibility of applying this form of
therapy in an acute setting and the
implications for multidisciplinary teamwork;
(c) suitable EA equipment; and
(d) the outcome of therapy, as measured
by the AIS (see ASIA & ISCoS 2011)
and the Spinal Cord Independence
Measure (SCIM) (see Itzkovich et al.
2007); and
(2) to inform the design and costing of a subsequent service improvement project, and/or
future research into the efficacy of EA in
promoting SCI recovery.

Subject and methods
Evaluation design
The present study was a single-case analysis.
Patient recruitment: a convenience
sample
In August 2012, the present subject was admitted
to the DoCSTC for rehabilitation. He had sustained a C4–5 bilateral facet dislocation, along
with disruption of the facet joints, disc and
posterior ligament complex, resulting in a C4
incomplete tetraplegia (AIS grade B). The sub54

ject underwent surgical decompression, reduction and fixation on the same day as he had
suffered his injury, and was ventilated for
6 weeks. He had been receiving private EA
treatment in another NHS setting, and this had
been provided by a non-NHS TCM acupuncturist. The subject requested that this treatment be
continued at the DoCSTC. Table 1 gives a summary of the key dates.
Intervention
The present author was the physiotherapist who
provided the intervention. She had been trained
on an AACP-accredited 80-hour Foundation
Acupuncture Course, and had 2 years of experience of using acupuncture to treat patients with
SCI. Acupuncture was applied using TCM
theory. Treatment was applied alongside a conventional SCI multidisciplinary team rehabilitation programme.
The present subject initially received acupuncture at the DoCSTC following a referral for
treatment of right shoulder pain, which included
key points for spinal cord therapy. Electroacupuncture was introduced approximately one
month after admission with the aim of treating
the damaged spinal cord and the problems
resulting from his SCI. Initially, the EA treatment reflected that given by the subject’s previous acupuncturist, using Huatuojiaji (EX
M-BW-35) points proximal and distal to the
cervical spine injury (Wang 1992; Gao et al. 1996;
Jarmey & Bouratinos 2008). However, this was
then modified by the addition of extra EA sites,
as suggested by Wong et al. (2003), and concluded with treatment along the length of the
spinal cord using points on the Governor Vessel
(GV) (Wang 1992; Zhang et al. 2006; Li et al.
2010) (see Table 2).
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Table 2. Summary of acupuncture treatment: (EX) Huatuojiaji; (SI) Small Intestine; (BL) Bladder; and (GV) Governor Vessel

Acupuncture points

Depth of needle
insertion (cun)

Site A
EX C3 and C6 (right)

0.5–1.0

Site B
SI3 (Houxi) and BL62 0.25
(Shenmai) (bilateral)

Site C
GV18 (Qiangjiang)
paired with GV13
(Taodao), and GV14
(Dazhui) paired with
GV4 (Mingmen)

0.5 (GV18, transverse
insertion in caudal
direction)
0.5–1.0 (GV13, GV14
and GV4, oblique,
medial insertion from
right)

De Qi

Needle
retention
time (min)

Needle size
(mm)*
Stimulation

Duration of
treatment

Yes

20

25  0.25

40 Hz (constant,
ES-130)

16 sessions over
11 weeks (August–
November)

Yes

10–20

25  0.25

40 Hz (constant,
ES-130)
40–75 Hz (modulated,
AWQ-105 Pro)

12 sessions over
9 weeks (August–
November)

Yes

30

30  0.25

1–75 Hz (modulated,
AWQ-105 Pro)

7 sessions over
3 weeks (November–
December)

*Needle type: Classic Plus (HMD Europe, London, UK).

The subject was treated on the ward in the
three-quarter prone position, lying to his left.
This posture was chosen because he was unable
to tolerate lying on his right shoulder. Electroacupuncture was applied using either the ES-130
palm-sized, three-channel EA device (ITO Co.
Ltd, Tokyo, Japan) or the AWQ-105 Pro fivechannel digital acupuncture stimulator (TENS
Plus Industrial Company, Hong Kong, China) at
the three sites listed in Table 2.
At the same time as the EA was administered,
other acupuncture points were needled using
manual acupuncture on the basis of regular
assessment. Occasional treatments were given
using manual acupuncture alone, and these
included times when the subject was supine
rather than lying in the three-quarter prone
position. Although it is not the purpose of the
present paper to detail all the manual acupuncture treatment conditions, the other points
selected related to specific functions and/or
general presentations. For example, for psychological or spiritual aspects, points such as GV20
(Baihui) and Sishencong M-HN-1 were used
(Jarmey & Bouratinos 2008); for bladder and
bowel function, points such as GV4 (Mingmen),
Stomach (ST) 25 (Tianshu), Ren Mai (REN) 3
(Zhongji), REN4 (Guanyuan), REN6 (Qihai),
REN12 (Zhongwan), Bladder (BL) 22 (Sanjiaoshu), BL23 (Shenshu), BL25 (Dachangshu),
BL28 (Pangguangshu), BL40 (Weizhong) and
 2013 Acupuncture Association of Chartered Physiotherapists

BL57 (Chengshan) were used (Wang 1992; Gao
et al. 1996; Cheng et al. 1998; Jarmey & Bouratinos 2008); for pain management, points such as
Liver (LR) 3 (Taichong), Large Intestine (LI) 4,
(Hegu), Ah Shi and Yaotongdian N-UL-19 were
used (Jarmey & Bouratinos 2008; Cheng 2009);
and for sensory and motor function, points such
as Bafeng M-LE-8, Baxie M-UE-22, LI10 (Shousanli), ST36 (Zusanli) and Gall Bladder (GB) 34
(Yanglingquan) were used (Gao et al. 1996;
Jarmey & Bouratinos 2008).
On average, treatments were given twice a
week in the NHS setting. The original TCM
practitioner had recommended a minimum of
three treatments a week, but this was not achievable within the resources of the current acupuncture service.

Results
Staff resources
Two members of staff were required to position
the present subject before and after every treatment. This process took them approximately
10 min each.
The average length of the treatment sessions
was 40 min, including positioning and documentation. On most occasions, it was possible to
conduct concurrent treatments, reducing face-toface time with the patient and documentation to
25 min on average. Additional staff resource
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Table 3. Results of the American Spinal Injuries Association Impairment Scale assessment: (max) maximum possible score; and (NT) not
tested
Score
Subscale
Motor
(max=100)
Light touch
(max=112)
Pinprick
(max=112)

25/05/12

06/06/12

06/06 /12 25/06/12

09/07/12

8

3

8

7

12

NT

NT

NT

12

NT

NT

NT

0

requirements for physiotherapy are associated
with the length of a treatment episode, which
was 26 sessions in the present case. In comparison, DoCSTC audit data show that patients
demonstrating benefit from acupuncture receive
no more than 12 treatment sessions in total
(Gibbon 2013).
Feasibility of application in an acute
setting
On a weekly basis, the impact of the present
intervention on other, non-acupuncture staff was
no different than that made by a patient receiving
the standard DoCSTC acupuncture service. As
with all cases who receive supplemental acupuncture along with their other therapeutic interventions, there are logistical difficulties
associated with scheduling. Acupuncture is usually carried out before patients get up in the
morning so that they are undressed and prostrate. If they go back to bed for treatments later
in the day, this has the potential to significantly
increase the workload for staff.
Feedback from other health professionals who
were involved with the present subject revealed
that the scheduling of occupational therapy and
physiotherapy sessions was occasionally difficult
to achieve because of the limited amount of time
when he was available for rehabilitation. This
was a result of several factors, including the time
required to complete the subject’s personal care
in the morning, and the demand for morning
sessions of acupuncture, hydrotherapy and occupational therapy group attendance.
Identification of electroacupuncture
equipment
Initially, the ES-130 palm-sized, three-channel
EA device was used. The DoCSTC has now
purchased an AWQ-105 Pro five-channel digital
56

01/08/12

28/08/12

22/10/12

19/11/12

08/01/13

13

21

34

44

62

NT

74

58

61

88

90

NT

108

64

63

79

83

acupuncture stimulator, at a cost of £198. This
device was preferred because its features include
the ability to use different frequency settings
across different pairs of electrodes, and deliver
burst and modulated currents. Feedback from
the present subject indicated that he strongly
preferred the AWQ-105 Pro because of how
comfortable the modulated setting sensation was
and the fact that the intensity of the sensation
did not reduce over time.
Outcome of the conventional rehabilitation
programme and electroacupuncture
The present subject’s data from prior to his
admission to the DoCSTC were found by hand
searching through the notes made by the private
TCM acupuncturist and his healthcare records
from the referring hospital. Once he was admitted to the DoCSTC, AIS assessments were
completed at approximately 1-month intervals.
The results are displayed in Table 3, and in Figs
1 and 2, which show the post-injury changes in
AIS motor and sensory scores. The SCIM was
completed twice and the results are shown in
Table 4.

Limitations
Because this was a case study, the results, while
being of immediate clinical interest, cannot be
generalized across the population with SCI. Furthermore, the present subject started treatment
in a different clinical setting, which led to difficulty in accessing and fully comparing his previous medical and acupuncture records, and
obtaining suitable outcome measures for
scrutiny.
The acupuncture treatment started 7 weeks
after the subject’s injury, and there was a hiatus
between weeks 9 and 12 when no treatment was
 2013 Acupuncture Association of Chartered Physiotherapists

M. Benyon

Figure 1. American Spinal Injuries Association Impairment Scale motor and sensory scores, including initial sensory
scoring on arrival at the Duke of Cornwall Spinal Treatment Centre (DoCSTC): (EA) electroacupuncture; (apps)
appointments; and (Wk) week.

given. Most of the literature cited either demonstrates or suggests that EA is beneficial in the
acute stages of SCI, i.e. 0–2 months (Cheng et al.
1998; Wong et al. 2003; Zhang et al. 2006; Li et al.
2010). There is likely to be a practical element
involved in initiating treatment that is associated
with the positioning an acutely injured patient for
therapy while managing issues of spinal alignment, and this would need to be addressed in
further investigations.

There was potential for bias on the part of the
present author, who was also treating the subject,
but a comparison with motor assessments performed by other therapy staff demonstrated
consistency between the evaluations.

Discussion
Understanding the present intervention through
its application in this setting has been invaluable.

Figure 2. American Spinal Injuries Association Impairment Scale motor and sensory scores, not including initial sensory
scoring on arrival at the Duke of Cornwall Spinal Treatment Centre (DoCSTC) (see ‘‘Discussion’’): (EA)
electroacupuncture; (apps) appointments; and (Wk) week.
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Table 4. Results of the Spinal Cord Independence Measure
assessment: (max) maximum possible score
Score
Subscale

13/09/12

14/12/12

Self-care (max=20)
0
Respiration and sphincter manage- 15
ment (max=40)
Mobility:
room and toilet (max=10)
0
indoors and outdoors (max=30)
3

10
15

Total (max=100)

34

18

3
6

The subject’s personal care meant that it was
sometimes difficult to predict when treatment
could start, and a great deal of flexibility was
needed to avoid making an impact on other areas
of service. This was mainly achieved because
groups of acupuncture patients are seen at similar times and scheduling can be reorganized to
accommodate those who have been delayed.
There were occasions when the present subject tolerated treatments less well, resulting in
shorter EA sessions involving acupoint SI3. It is
unclear why exactly this was a problem, but it
may partly be related to his psychological state,
since he reported having a low mood at the times
when he tolerated treatment less well. Small
Intestine 3 can be a sensitive point to needle and
may prove challenging when used as a regular
site for EA. Wong et al. (2003) used electrical
stimulation with surface electrodes at SI3 rather
than needle EA.
One of the most remarkable aspects of these
results is the change in the AIS sensory scoring.
This was nearly normal on the present subject’s
admission to the DoCSTC, and then there was a
marked reduction in the score at the assessment
prior to the introduction of EA 4 weeks later.
Following discussions about this anomaly with
the patient and medical staff, it appeared most
likely that it was associated with assessor error,
i.e. incorrect scoring on admission (for AIS
sensory scores to be marked as normal, the
patient must both be able to discriminate
between sharp and blunt sensations, and describe
these as ‘‘normal’’). This underlines both the
importance of formal training for all staff
responsible for recording AIS assessments, and
the benefits of using a single assessor to collect
data for the purposes of research. The subject
reported considerably different experiences when
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sensory AIS assessment was completed in different settings and with different staff, such that it is
almost impossible to compare these with the AIS
sensory results from 1 August 2012 with any
confidence. Therefore, Fig. 2 has been included,
which excludes these results. All subsequent
sensory assessments were conducted by the same
staff member.
The present subject’s motor and sensory
scores steadily improved over time, which was
not unexpected for this type of spinal cord
lesion, although feedback from the staff involved
with the patient included comments on how the
extent of the improvement was remarkable. One
of the most notable areas of change was seen in
the trunk musculature, which is not detailed in
the AIS motor assessment, with the subject
demonstrating dynamic sitting balance without
upper limb support at the end of the evaluation
period. Measurement of forced vital capacity and
forced expiratory volume in 1 s would give some
indication of the changes in trunk muscle function, since many of the muscles involved in
respiration and posture share the same segmental
innervation. Further studies of patients who have
trunk musculature and respiratory deficits secondary to neurological damage would benefit
from these additional data, which can serve as
measures of core muscle strength changes and
respiratory function.
The SCIM score data were collected at the
subject’s first and last goal-planning meetings
(see Table 4). These show improvement in all
subsections except respiration and sphincter
management. Scores for respiration were at their
maximum on admission and discharge.
The subject’s satisfaction with receiving ongoing EA was high. He reported with certainty that
he only started to notice neurological improvements following the commencement of EA in
the previous healthcare setting (this is reflected
in the changes noted in AIS motor scores following the commencement of EA; see Figs 1 &
2). The subject also reported that he did not
notice improvements at the same rate during the
period of 3–4 weeks after his transfer when he
did not receive treatment (this is not reflected in
Figs 1 and 2, where further improvements can be
seen).
The subject had his discharge date delayed by
1 month in order to work on specific goals for
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this event. At the time when the initial discharge
date was set, the prognosis was that he would be
dependent on carers for all his transfers. However, because he demonstrated significant motor
recovery, it became apparent that his functional
outcome could be improved with a small amount
of additional physiotherapy input. It could be
argued in this case that, if the improvements are
attributable to acupuncture, this intervention
caused an initial increase in cost because of the
extended length of stay. However, the financial
benefits of discharging a patient into the community who is more independent include a
reduction in the burden on community services,
local hospitals and outpatient services at the
DoCSTC, and should not be overlooked. Financial savings following acupuncture in patients
with neurological deficit have been reported by
Johansson et al. (1993), who conducted an RCT
of EA for stroke patients. These authors demonstrated an average saving of $26 000 related to
50% reductions in the length of stay in residential and rehabilitation settings. Treatments were
started an average 6 days after stroke and continued for 10 weeks.
There were no adverse effects in relation to
the present intervention other than those that are
self-limiting, such as pain at needle sites, which
occasionally resulted in needles needing to be
repositioned. On one occasion, the subject experienced an upper limb spasm that resulted in a
needle being dislodged. The latter experience
reinforces the need to perform an individual risk
assessment as part of the initial assessment of
acupuncture precautions and contraindications in
all patient groups. Furthermore, when patients
are unable to independently maintain a treatment
position, they should be well supported, and
needle position and angle of insertion should be
considered (e.g. if a patient were to roll onto his
or her back during treatment, this should not
result in needles being pushed deeper into
tissues). In some cases, this may require the
patient to be supervised for the duration of the
intervention.
Other parameters that are not included in the
outcomes discussed in the present paper may be
sensitive to the intervention of EA, including
pain and spasticity, which can both develop in
patients with SCI over time. It would be helpful
to have secondary outcome measures of the
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prevalence and severity of presentation of these
and other pathologies secondary to SCI so as to
identify either positive or negative outcomes in
future studies.
This evaluation was an excellent opportunity
to study EA and how it might fit alongside
current multidisciplinary team services in an
acute and rehabilitation setting managing
patients with SCI. It has highlighted potential
weaknesses in the process of data collection and
areas in which the richness of data collection can
be improved in order to clinically record physical
changes over time. It has also provided data
regarding staff resource and scheduling challenges, which is relevant if interventions are to be
scaled in future studies or service evaluations.
This has given an insight into how it would be
necessary to target EA treatment times when
patients are not actively involved in rehabilitation
(e.g. in the evenings), but this would be less of
an issue for patients in the acute phase, who are
on bed rest 24 h per day.
It is impossible to differentiate in a single-case
study between (1) natural recovery plus recovery
attributable to conventional rehabilitation, and
(2) recovery that may be additional and attributed to a novel intervention in this setting.
What is now needed are further studies with
robust research methods to investigate the actual
benefits, if any, of EA in SCI recovery, including
the possibility of establishing the repeatability of
the studies conducted to date.

Acknowledgements
Thanks go to Paul Strike for his statistical and
information technology support, and also for his
encouragement throughout this project.

References
American Spinal Injury Association & International Spinal
Cord Society (ASIA & ISCoS) (2011) International Standards for Neurological Classification of Spinal Cord Injury.
[WWW document.] URL http://www.asia-spinalinjury
.org/elearning/ISNCSCI_Exam_Sheet_r4.pdf
BMA’s Science, Ethics and Information Division (BMASEID) (1993) Medical Ethics Today: Its Practice and Philosophy. BMJ Publishing Group, London.
Cheng P.-T., Wong M.-K. & Chang P.-L. (1998) A
therapeutic trial of acupuncture in neurogenic bladder of
spinal cord injured patients – a preliminary report. Spinal
Cord 36 (7), 476–480.

59

Electroacupuncture and spinal cord injury
Cheng K. J. (2009) Neuroanatomical basis of acupuncture
treatments for some common illnesses. Acupuncture in
Medicine 27 (2), 61–64.
Consortium for Spinal Cord Medicine (CSCM) (1999)
Outcomes following traumatic spinal cord injury: clinical
practice guidelines for health-care professionals. The
Journal of Spinal Cord Medicine 23 (4), 289–316.
Dorsher P. T. & McIntosh P. M. (2011) Acupuncture’s
effects in treating the sequelae of acute and chronic
spinal cord injuries: a review of allopathic and traditional
Chinese medicine literature. Evidence-Based Complementary
and Alternative Medicine 2011. Art. No: 428108. DOI:
10.1093/ecam/nep010.
Gao X., Gao C., Gao J., et al. (1996) Acupuncture
treatment of complete traumatic paraplegia. The Journal of
Chinese Medicine 52 (September), 14–16.
Gibbon A. (2013) Audit of acupuncture for pain in spinal
cord injury. Journal of the Acupuncture Association of Chartered Physiotherapists Autumn, 39–50.
Harvey L. (2008) Management of Spinal Cord Injuries: A Guide
for Physiotherapists. Churchill Livingstone, Edinburgh.
Heo I., Shin B.-C., Kim Y.-D., et al. (2013) Acupuncture
for spinal cord injury and its complications: a systematic
review and meta-analysis of randomized controlled
trials. Evidence-Based Complementary and Alternative Medicine
2013. Art. No: 364216. DOI: 10.1155/2013/364216.
Itzkovich M., Gelernter I., Biering-Sorensen F., et al.
(2007) The Spinal Cord Independence Measure (SCIM)
version III: reliability and validity in a multi-center
international study. Disability and Rehabilitation 29 (24),
1926–1933.
Jarmey C. & Bouratinos I. (2008) A Practical Guide to
Acu-points. Lotus Publishing, Chichester.
Jia J., Yu Y., Deng J.-H., et al. (2012) A review of Omics
research in acupuncture: the relevance and future prospects for understanding the nature of meridians and
acupoints. Journal of Ethnopharmacology 140 (3), 594–603.
Johansson K., Lindgren I., Widner H., Wikund I. &
Johansson B. B. (1993) Can sensory stimulation
improve the functional outcome in stroke patients?
Neurology 43 (11), 2189–2192.
Lee A. & Fan L. T. Y. (2009) Stimulation of the wrist
acupuncture point P6 for preventing postoperative nausea and vomiting. Cochrane Database of Systematic Reviews,
Issue 2. Art. No.: CD003281. DOI: 10.1002/
14651858.CD003281.pub3.
Li W.-J., Pan S.-Q., Zeng Y.-S., et al. (2010) Identification
of acupuncture-specific proteins in the process of
electro-acupuncture after spinal cord injury. Neuroscience
Research 67 (4), 307–316.
MacPherson H., Green G., Nevado A., et al. (2008) Brain
imaging of acupuncture: comparing superficial with deep
needling. Neuroscience Letters 434 (1), 144–149.
Naeser M. A. (1996) Acupuncture in the treatment of
paralysis due to central nervous system damage. The
Journal of Alternative and Complementary Medicine 2 (1),
211–248.

60

Napadow V., Liu J., Li M., et al. (2007) Somatosensory
cortical plasticity in carpal tunnel syndrome treated by
acupuncture. Human Brain Mapping 28 (3), 159–171.
Napadow V. & Kaptchuk T. J. (2004) Patient characteristics for outpatient acupuncture in Beijing, China. The
Journal of Alternative and Complementary Medicine 10 (3),
565–572.
National Institute for Health and Clinical Excellence
(NICE) (2009) Low Back Pain: Early Management of
Persistent Non-specific Low Back Pain. NICE Clinical
Guideline 88. National Institute for Health and Clinical
Excellence, London.
Shin B.-C., Lee M. S., Kong J. C., Jang I. & Park J. J.
(2009) Acupuncture for spinal cord injury survivors in
Chinese literature: a systematic review. Complementary
Therapies in Medicine 17 (5–6), 316–327.
Vickers A. J., Cronin A. M., Mashino A. C., et al. (2012)
Acupuncture for chronic pain: an individual patient data
meta-analysis. Archives of International Medicine 172 (19),
1444–1453.
Wang H. (1992) A survey of the treatment of traumatic
paraplegia by traditional Chinese medicine. Journal of
Traditional Chinese Medicine 12 (4), 296–303.
Wang X.-Y., Li X.-L., Hong S.-Q., Xi-Yang Y.-B. & Wang
T.-H. (2009) Electroacupuncture induced spinal plasticity is linked to multiple gene expression in dorsal root
deafferented rats. Journal of Molecular Neuroscience 37 (2),
97–110.
Wheway J., Agbabiaka T. B. & Ernst E. (2012) Patient
safety incidents from acupuncture treatments: a review
of reports to the National Patient Safety Agency. The
International Journal of Risk and Safety in Medicine 24 (3),
163–169.
White A., Hayhoe S., Hart A. & Ernst E. (2001) Survey of
adverse events following acupuncture (SAFA): A prospective study of 32,000 consultations. Acupuncture in
Medicine 19 (2), 84–92.
Wong A. M., Leong C.-P., Su T.-Y., et al. (2003) Clinical
trial of acupuncture for patients with spinal cord injuries.
American Journal of Physical Medicine and Rehabilitation 82
(1), 21–27.
Zhang Z., Dang R., Zhang C., et al. (2006) Inhibitory effect
of electro-acupuncture on apoptosis after spinal cord
injury. Neural Regeneration Research 1 (3), 239–243.

Melissa Benyon qualified as a physiotherapist in 1994.
As a student, she was given the opportunity to work at
the DoCSTC, and this inspired her to pursue a career in
SCI. She began working there as a physiotherapist in
1996. Melissa currently shares the post of superintendent
physiotherapist at the DoCSTC, where she promotes the
use of acupuncture with this patient group. She first
trained in acupuncture in 2010, and now uses both
needling and EA to treat patients with a SCI, primarily
for problems related to pain, and altered motor and
sensory function.

 2013 Acupuncture Association of Chartered Physiotherapists

Journal of the Acupuncture Association of Chartered Physiotherapists, Autumn 2013, 61–69
CHINESE MEDICINE

Tui na Chinese massage: a practitioner’s
perspective
R. Grandage
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Abstract
Although tui na has been practised since ancient times in China, and is used to treat both
internal and musculoskeletal conditions, it is the least well known modality of Chinese medicine
in the West. This paper presents an overview of the styles of tui na, how it is practised, its
history and current research, and concludes with two musculoskeletal case histories. The
hands-on nature of the technique means that it lends itself well to physiotherapy treatment,
providing an excellent alternative for working with physical structure, and allowing a deeper
understanding of and connection with Qi.
Keywords: acupuncture, Chinese massage, hamstring injury, low back pain, tui na.

Introduction
Tui na (pronounced ‘‘tway nah’’), also known as
an mo and Chinese massage, is one of the three
main branches of Chinese medicine, but it is not
nearly as well known in the West as either
acupuncture or herbal medicine. In my experience, this is partly because of the Western
practice of teaching acupuncture in isolation, and
partly a result of the commonly held belief that a
hands-on technique is somehow less valuable
than seemingly more complex skills that involve
equipment. In China, by contrast, tui na is usually
studied alongside acupuncture, and in terms of
treatment, it is considered to be an important
element of a practitioner’s repertoire. Having
done all my Chinese medicine studies in China, I
find it hard to treat a patient without using tui na,
and I think it is a huge loss to practitioners here
in the West that they are missing out on these
very valuable skills. Tui na is especially useful in
physiotherapy practice, complementing our
Correspondence: R. Grandage, School of Life Sciences,
University of Westminster, 115 New Cavendish
Street, London W1W 6UW, UK (e-mail:
R.Grandage@westminster.ac.uk).
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understanding of the physical body, movement
and existing treatment techniques. For all those
using traditional acupuncture and working with
their hands, it is without doubt the best way to
really understand the Chinese concepts of Qi,
Yin-Yang and the Wu Xing (i.e. the Five Elements), as well as the patterns and movements of
the latter.

Practice
Tui na is a versatile form of therapy that includes
a wide range of massage techniques, which can
be used to treat both musculoskeletal and internal conditions in patients of all ages. The terms
tui na and an mo are derived from the names of
the techniques, and many of these are similar to
other styles of massage; for example: circular
kneading (rou fa), rubbing (mo fa), downwardstroking (tui fa), percussion (pai fa, kou fa and ji
fa) and traction (qian yin) modes; and also more
unusual pressing (an fa), rotating and pulling (ban
fa), grasping and lifting (na fa), and rolling (gong
fa) ones.
While tui na practitioners will focus on the
affected area, what makes their approach different and complementary to physiotherapy is the
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way in which they also see the patient’s body as
a distinctive whole, in the context of that individual’s world. In contrast to the physiotherapist,
who may concentrate on one aspect of the body
or one feature of a patient’s life, the techniques
of tui na allow the practitioner to assess, realign
and rebalance the whole, relating the physical
structure to the dynamic interior consisting of
channels (jing luo), organs (zang fu) and jiao. Of
course, this is also the aim of acupuncture and
herbal medicine, which both use the same theoretical approach, but working directly with one’s
hands creates a deeper understanding and connection that enhances both diagnosis and treatment. As with acupuncture, the tui na
practitioner often addresses a combination of
internal and external conditions. For example,
migraines are treated by moving Liver Qi stagnation and tonifying Spleen Qi internally while
releasing neck, shoulder and upper back tension
on the exterior; and asthma is treated by
descending Lung Qi, and tonifying Lung and
Kidney Qi internally, and working on the neck,
upper back and shoulders to release tension and
descend Lung Qi externally.
There are styles of practice to suit both practical needs and personal preferences. While the
gentle classical style is deeply rooted in an
understanding of Qi, and its movement and
balance within the different aspects of the body
and the surrounding world, the more modern
style is forceful and physical, effecting fast and
dramatic change. In both styles, techniques can
be used to: move areas of Qi or physical stagnation; open a channel (jing luo); realign a joint,
bone or muscle; nourish Qi; warm an area or
organ system (zang fu); or work on an individual
acupuncture point. The two styles also allow the
option of using a full Chinese diagnosis (si zhen,
i.e. questioning, smelling, observation of colour,
posture and tongue, and palpating the pulse and
affected area), or using a Western physical diagnostic approach, which does not involve an
understanding of Qi. Treatment may be administered with the patient sitting, prone, supine or
side-lying, depending on their condition and the
areas being worked on in the session.
In practice, a treatment often includes a combination of tui na and acupuncture, and sometimes cupping and/or moxa, the balance of
which depends on the individual patient. The
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hands-on treatment is always complemented
with lifestyle advice, which may include dietary
recommendations, exercises, meditation or
relaxation techniques. In my experience, acute
muscle and ligament injuries respond very well to
a combination of tui na and acupuncture, supported by standard physiotherapy exercises.
Neck and back conditions respond to the same
combination of hands-on work, supported by a
combination of physiotherapy advice on posture,
exercises, back care, footwear suggestions, and
Chinese medicine advice on diet, work and
protecting the area from cold.
The one thing I never recommend is using ice
as a treatment; Chinese medicine discourages the
use of extreme cold because it stagnates the Qi.
Although the initial cooling and numbing may
bring short-term relief, in the long term, the
healing process will be protracted. The Chinese
do employ cooling compresses containing herbal
combinations like gypsum, salt, tofu and milk.
These are used for excess internal heat or
extreme inflammation, and cool the affected area
with herbs that disperse and descend Qi.
There are a couple of major differences in the
application of tui na and most other styles of
massage. Tui na is usually done through thin
clothes or with the area covered with a fine cloth.
This is because oils and powders are not always
used, and thin clothing allows the therapist’s
hands to move easily, without sticking to the
skin. This is also useful for patients who feel
uncomfortable about getting undressed for treatments, and it tends to result in them staying
warm and being more relaxed. The other difference is the direction in which the techniques are
applied. In general, many Western styles of
massage work towards the centre of the body
and activate the lymphatic system; by contrast,
the Chinese aim is to move out from the centre
towards the peripheries.
Traditionally, the Chinese saw the individual as
a microcosm of nature. The muscles were the
landscapes, and analogous to hills, valleys and
fields; the internal organs were the centres of
business and storage; and the blood vessels,
nerves and channels of Qi were the equivalents
of springs, streams and rivers. In nature, things
flourish when they can move, flow and change,
but if a river becomes blocked, there will be
floods in one area and drought in another. This
 2013 Acupuncture Association of Chartered Physiotherapists
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flow tends to be away from the centre since
springs rise from the earth and flow out to the
sea. Therefore, in the body, movement should be
encouraged to be in the direction of the exterior,
especially when there is a blockage or stagnation.
Dynamic moving techniques like na fa, tui fa, ji fa,
gong fa, yao fa, ban fa and rou fa (i.e. grasping and
lifting, downward stroking, squeezing, rolling,
twisting, rotating and pulling, and kneading) are
used, with the therapist moving out from the
patient’s trunk and down the limbs. The aim is to
release and align muscles and joints, and stimulate the flow of Qi in the channels. If the
individual is very weak, then the tui na techniques focus on nourishing, protecting and supporting the area of weakness, and there is no
movement in any direction. The hands become
gentle, and the focus is on organs and points;
techniques like rou fa, an fa and mo fa (i.e.
kneading, pressing and rubbing) are used to
encourage the production and retention of Qi.
There are times when tui na practitioners use
oils, generally on a specific area or series of
points. The Chinese manufacture a wide range of
oils (e.g. Red Flower Oil, Tiger Balm, Woodlock
Oil and Huo Luo Yao), which may be warming,
cooling or moving, depending on the patient’s
condition. These are usually simple herbal preparations containing things like cinnamon, menthol, wintergreen and cloves. Patients are often
advised to continue using the oils between
treatments, and are taught simple self-treatment
techniques.

History
There are two things that can be said with some
certainty about the history of tui na. The first is
that no one knows precisely when and how the
techniques developed. Unlike acupuncture and
herbal medicine, tui na either does not have the
same written chronicle, or not as much time has
been spent discovering and deciphering it. The
second is that most academics agree that
massage-based therapies developed before other
techniques, and indeed, that, in the case of
Chinese medicine, these contributed to the origin
of acupuncture. In their pamphlet, 2,000 Years of
Chinese Acupuncture, Lo & Scheid (2005) suggested that, ‘‘Acupuncture and moxibustion arise
from a synthesis of older medical practices such
 2013 Acupuncture Association of Chartered Physiotherapists

as petty surgery, massage, bloodletting, hot stone
treatment, and exorcistic archery [. . .]’’ (p. 7).
The earliest written records for acupuncture date
from the second century BCE, so it can be
assumed that massage as a coherent form of
therapy predates this by some time. How much
these early forms of massage resemble what is
currently practiced is another question entirely.
There are records of a lost text, apparently
dating from the Han Dynasty (206 BCE–220
CE), known as the Huang Di Qi Bo An Mo Jing
(The Yellow Emperor’s Classic of Massage) (Zheng
2011), and there is documentation of the term
‘‘tui na’’ first being used in the Ming Dynasty
(1368–1644) (Xu 2002, p. 4). Some medical texts
dating from second century BCE refer to massage techniques as an aspect of dao yin. Dao yin,
guiding and stretching, are exercises and meditation techniques used to promote and improve
health that are still practiced today. Modern tui
na practice uses a range of approaches similar to
those seen in dao yin, including percussion (pai fa,
kou fa and ji fa) and stroking (tui fa) along the
channels, and pressing (an fa) on acupuncture
points. Dating from the same period, the most
famous of all Chinese medicine texts, the Huang
Di Nei Jing (The Yellow Emperor’s Classic of Internal
Medicine), refers to nine types of needle, of which
the second (yuan chen, round-headed probe) was
used for massage (Lu & Needham 2002, p. 105).
In another early text, ‘‘gymnastics, remedial exercises and massage’’ are said to have developed in
central China.
The ancient Chinese divided their country into
five areas, the north, south, east, west and
centre, with the different environments ‘‘giving
rise to different incidence of endemic disease’’
and, therefore, different therapeutic approaches
(Lu & Needham 2002, p. 2). This division
continues today: when I studied in China in the
1990s, tui na was the term used for massage
practised in the south of the country, while an mo
was practised in the north. The link with local
diseases also continues. The south suffers more
from febrile diseases and the main techniques
used for clearing heat are tui (downward stroking) and na (lifting and grasping), both of which
move stagnation and draw heat away from the
centre. By contrast, in the north, the climate is
much colder, and the techniques of an (pressing)
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and mo fa (rubbing) are used to support Qi,
disperse cold and warm the body.
It is also known that an mo techniques were
taught at the State College of the Imperial
Physician in Xian during the Tang Dynasty
(618–907 CE), and were used to enhance palpation and diagnostic skills (Xu 2002, p. 3). Interestingly, the idea of using traditional massage
skills to develop palpation and pulse-taking skills
is being revived in many acupuncture colleges in
the UK today.
China has undergone huge changes in modern
times. From the middle of the twentieth century,
when the Maoist government took power, there
was a concerted effort to modernize the country,
which involved considerable restructuring of
every aspect of life. This has seen: the development of healthcare, education and infrastructure;
the simplification of the ancient characters to
make reading more accessible; the creation of the
barefoot doctors to bring healthcare to remote
areas; and the building of transport and communication networks, factories, and technology
institutes. The changes have brought both great
benefits and terrible destruction. Recent Chinese
history has been tumultuous, and Chinese medicine has, of course, been caught up in this.
The Maoist aim was to modernize and to
standardize. During the Cultural Revolution
from 1966 to 1976, every aspect of ancient
Chinese culture, tradition and philosophy was
denigrated and destroyed. Such influences were
declared to be superstitious and reactionary, an
impediment to modernization. In medicine, the
traditional theories were denounced, and both
teaching and practice became highly structured
and more concerned with the physical body. The
concepts of Qi, Yin-Yang and the Wu Xing (the
Five Elements) remained, but only as theories.
What could be taught was standardized, and
much subtlety, depth and intuitive practice was
lost. However, the people of China are very
proud of everything Chinese, and therefore, this
new style of medicine was renamed Chinese
medicine. It is the loss of the deep of understanding of Qi that has resulted in tui na techniques becoming stronger and more concerned
with musculoskeletal structures. Even when I
was in Beijing throughout the 1990s, many
doctors were either sceptical about Qi or cautious about discussing it. If you wanted to learn
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about classical concepts and practice, you had to
find someone outside the government institutes
and hospitals who was courageous and dedicated
enough to teach you.

Training
In addition to a good knowledge of anatomy, the
study of tui na requires an understanding of
Chinese medicine theory, and the associated
channels and points. There are some courses that
teach the modern style of practice, which works
on the musculoskeletal system using the abovementioned channels and points, and there are
others that promote the deeper classical understanding of Qi and teach skills that work on the
whole body at different levels. The main ones are
run alongside the established acupuncture
courses, although, as I mentioned earlier, the
teaching of tui na with acupuncture is something
that is only just developing in the UK. Formal tui
na courses first appeared in the UK in the
mid-to-late 1990s. Two early ones were established at the London School of Acupuncture and
Traditional Chinese Medicine, where tui na
became integrated fully into the acupuncture
course when it became part of the University of
Westminster in 2000, and the London College of
Traditional Acupuncture and Oriental Medicine,
which ran courses until it closed 2 years ago. In
most cases in which tui na is taught as part of
acupuncture training, it forms just a small component of the course, supporting the students’
palpation and patient-handling skills. For those
who want to develop their tui na skills and
become fully qualified, there are a range of short
courses based at acupuncture colleges.
It is also possible to study tui na in China,
where short courses are run at the main Chinese
medicine universities. The style taught is usually
the modern musculoskeletal practice, and
courses include instruction in the techniques and
observation in clinic.
Both here and in China, many courses include
the practice of qigong (exercises to understand
and enhance Qi). Qigong is an umbrella term for
a huge range of exercises including tai ji (tai chi),
ba gua zhang (the Eight Trigrams), ba duan jin (the
Eight Brocades), wu qin xi (the Five Animals),
and dao yin and nei gong (meditation). For practitioners, the practice of qigong has two main
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aims: to enrich and balance their own Qi so that
they remain healthy while treating others; and to
enhance their understanding of Qi, and its development, storage and movement so that they can
improve their diagnostic and treatment skills.
Rather like yoga, qigong exercises can also be
taught to patients in order to improve posture,
pain control, breathing, digestion and relaxation.

Research
In keeping with the fact that tui na is less well
known in the West and generally used as an
adjunct to acupuncture, it is not surprising that
there is very little solid research relating to its
practice and effectiveness. Although there are a
large number of Chinese studies, the vast
majority are in Chinese, and in general, these
tend to be small and of mixed quality.
Trials have been done using acupressure for
pain relief in labour, which showed some effectiveness compared with a placebo control (Smith
et al. 2011), and low back pain (LBP), where
acupressure was found to be more effective than
physical therapy (Hsieh et al. 2006). A systematic
review and meta-analysis of existing trials also
found that tui na may be effective for inpatients
with LBP, especially when it is used in conjunction with acupuncture or herbal medicine, but
that more research with better-quality methodologies is needed (Kong et al. 2012).
A review of studies of acupuncture moxibustion and tui na for sub-health (i.e. quality of life,
pain, lassitude and sleep), again showed some
effectiveness, but concluded that ‘‘more high
quality randomized controlled trials with strict
and scientific designation are necessary for
obtaining more and better evidences’’ (Tang et al.
2010, p. 699). A trial comparing tui na with
fluoxetine in the treatment of patients with
chronic fatigue syndrome reported that the
group receiving tui na showed a greater reduction in symptoms (Alraek et al. 2011).
It would be interesting to investigate the
effects of tui na on many conditions in order to
increase the evidence base for this form of
therapy. For example, it would be useful to gauge
its effectiveness in the treatment of migraine or
asthma, so as to assess its efficacy in lessening
the severity and/or frequency of episodes, and
enabling a reduction in medication. It would also
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be productive to study its impact on progressive
conditions, such as ankylosing spondylitis and
multiple sclerosis, by measuring how much it
improves function and slows the progress of
such diseases. There is a lot of anecdotal evidence relating to these conditions, but no solid
research has been published. Since tui na is
frequently used in combination with acupuncture, studies that compare its use alone, or in
combination with acupuncture or physiotherapy
would be useful. As with other complementary
therapies, methodologies need to be pragmatic,
taking into account not just the hands-on treatment, but the whole package of support and
lifestyle advice (MacPherson 2004).

Case study 1
A 42-year-old man presented with acute back
pain. This had begun suddenly 5 days earlier,
when he felt a sharp twinge in his lower back on
standing up after sitting at his desk. The level of
pain had increased over time. The subject could
no longer sit for more than a few minutes before
the ache became too strong for him to bear. He
also got sharp pains when he stood up or
changed position. He felt better when he walked
or lay flat on his back. His sleep was disturbed
because of the sharp twinges he experienced
whenever he tried to move or turn. The pain was
worse in the mornings and improved a little
during the day. The subject had visited an
accident and emergency department 2 days
before his presentation because of the considerable pain he was experiencing. He was advised to
take painkillers, but no further investigations
were conducted.
The pain was centred on the subject’s lower
back, but movement made it worse on his right
side. He had had some back ache in the past,
usually when he sat for long periods or travelled.
His lower back had gone into spasm a couple of
times in the past year; this had lasted for a few
hours and then cleared with walking.
In general, the subject’s health was good, and
he had suffered no major accidents or injuries.
Although he usually did not use any medication,
he was taking up to eight Nurofen tablets a day
for this episode of LBP, but these were having
little effect. He was not aware of any family
history of back pain.
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The subject ran his own business, and spent
his day either sitting in his office or walking to
meetings. He did not drive. Although he had
done some heavy lifting in the past, he had not
done any recently. He had moved to London
from Iraq 7 years previously, and had had to start
again from nothing.
His energy levels were low, especially because
he was not sleeping well. Apart from the pain, he
felt well. The subject worked hard, but enjoyed
both his job and living in London. Things had
been much harder when he had first moved to
the UK, but he was unwilling to discuss this in
detail and wanted to focus on correcting his back
problem. His appetite has decreased as a result of
the pain, and he now tended to snack on soup,
sandwiches and chocolate, rather than cook or
eat a proper meal.
On observation, the subject stood in a slightly
flexed position with his hips shifted to the left.
He avoided sitting and moved around restlessly
during the consultation. His upper back was well
developed and tight, with a flat thoracic spine
and poking chin. All his lumbar spine movements were limited, especially flexion and left
side flexion. The subject’s whole spine seemed
rigid and he was slightly overweight. To avoid
increasing his pain levels, palpation was done
with him sitting on the edge of a couch. The
muscles of the lumbar spine were in spasm, and
very tender and tense on the right side from the
L4–5 level to the right posterior superior iliac
spine and gluteal muscles. His upper back and
shoulders were tight and his thoracic spine was
fixed.
The subject’s tongue had a slightly red body
with some white coating in the centre. His pulse
was tight, full in the Upper Jiao, weak in the
Lower Jiao and was slightly slippery on his right
side.
A diagnosis of acute tension and spasm in the
paravertebral muscles of the lumbar spine was
made. This was worse on the subject’s right side,
and was causing local inflammation and compression of nerves. Stagnation of Qi and Blood
was noted in the Bladder channel of the lumbar
spine and gluteal muscles, and again, this was
worse on the subject’s right side. There was
underlying Kidney Qi deficiency, and some,
possibly more recent, Spleen and Stomach Qi
deficiency with damp.
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With regard to the aetiology of the subject’s
condition, poor posture, being overweight, sitting at work, previous stresses and lifting had
resulted in a muscle imbalance throughout his
back, a combination of weakness and tension in
his lumbar spine, and Qi and Blood stagnation in
the BL channel of his lumbar spine. Overwork,
lifting, uncertainty and possibly fear, given where
he had moved from, had resulted in Kidney Qi
deficiency, and this had been exacerbated by the
subject’s recent lack of sleep. His current poor
diet and worry had depleted his Spleen and
Stomach Qi, creating some damp (this may be a
longer-term issue connected to his weight, but it
was not addressed because of his level of pain),
which was being exacerbated by the Nurofen he
was taking.
The following treatment plan was devised:
+ Release and rebalance muscles, move Qi and
Blood in the Bladder channel, and tonify
Kidney and Spleen Qi.
+ Improve posture and increase flexibility.
+ Teach the subject exercises for back care, and
give advice on sitting and lifting.
Once the initial acute pain had started to
decrease:
+ Tonify Kidney and Spleen Qi, and drain
damp.
+ Give advice on diet and exercise, and support
the ongoing recovery.
The back will not fully relax unless the underlying Kidney Qi is strong enough to support it. It
is very common for patients with deficient Kidney and Spleen Qi to present with very tight
muscles superficially, and if too much clearing is
done, the problem will not resolve.
The present subject received six treatments.
He had a fear of needles, so the sessions
involved a combination of tui na and stretches,
with just one needle being used at Bladder (BL)
63 (the xi cleft of the Bladder channel) on his
right side. The first part of the tui na treatment
was administered with the subject sitting on the
edge of the bed. This may seem strange since
sitting was not a comfortable position for him,
but he found it more painful to lie down. Sitting
allowed the treatment to include movements like
pelvic tilting, and frequent walking around and
stretching. Qi and Blood stagnation clear more
easily when patients move the affected area, so it
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is preferable for treatment to be given in a
position in which they can be moved by the
practitioner and also move themselves.
Working downward on the subject’s paravertebral muscles, and inner and outer Bladder
channel, tui na using an fa (pressing) and rou fa
(kneading) was employed to release muscle tension and move stagnation. The techniques
became deeper as the area started to release and
his pain decreased. Every 5–10 min, he was
asked to stand up and move around the room, or
to pelvic tilt in sitting. An fa with the thumbs can
be used very effectively if the patient is encouraged to pelvic tilt while pressure is applied to the
tight muscles. The aim was to work strongly to
release the muscles and encourage the patient to
move normally, without fear and tension.
As his pain started to decrease, the subject was
able to stand up more easily, and after about
20 min of treatment, he was moved into left
side-lying. This allowed for his whole leg to be
opened with na fa (lifting and grasping), rou fa
and tui fa, and for a needle to be inserted into
BL63 for 10 min (0.25 cun insertion with strong
dispersing technique to move Qi in the channel).
It also meant that he was taught how to get in
and out of bed in the easiest way. At the end of
the treatment, he was asked to roll onto his back
and shown gentle stretches taking his bent knees
from side to side.
By the end of this initial session, although his
hips were still shifted to the left, the subject had
more flexibility in his lumbar spine, could move
from sitting to standing without pain and felt
generally more relaxed. Before he left, he was
advised not to sit for more than 10 min, to stand
up really straight when getting up, to do the
stretches in lying three times a day and to do
pelvic tilting every hour. The exercises have the
dual purpose of relaxing and rebalancing the
muscles, and stretching and stimulating the jing
luo (channels and collaterals), thus enhancing the
flow of Qi and Blood. He was also told that he
must eat something warm when taking Nurofen,
to support his Stomach and Spleen Qi.
At the next treatment session, 2 days later, the
subject had maintained his increased flexibility
and had been doing his stretches diligently. He
had been able to cut down his intake of Nurofen
to two at night and two in the morning. During
the day, he was in less pain, but the nights and
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getting up were still difficult. He was worried that
his hips were still out alignment.
The treatment followed the same course as
before, but this time, work was also done to
open the subject’s thoracic spine. With tui na, it
is important to rebalance the whole back in order
to ensure that there is good movement and flow
in both the muscles and the channels. The focus
of the treatment was strongly on L4–5 and the
posterior superior iliac spine, with an fa being
administered while twisting and pulling the upper
body backwards (yao fa) to extend the lumbar
spine. If pain allows, this is an effective technique to break up tension. As before, frequent
movement and pelvic tilting were used to support the manual techniques, and for the second
half of the session, the subject was in side-lying
and BL63 was again used. By the end of the
treatment, he was considerably more mobile in
all lumbar movements and the hip shift was
slightly less. He was taught to stretch his lumbar
spine in supine by rolling his knees gently to his
chest, and in prone by pushing up slowly on to
his elbows (the McKenzie extension stretch).
These were added to the previous stretches.
The subject returned for two more treatments
the next week, and was more flexible and in less
pain each time. As the lumbar pain decreased,
the focus of treatment moved to rebalance the
whole back, and release the tension in his thoracic spine and shoulders. Techniques such as yao
fa and ban fa were used. The back shu points were
employed to tonify Kidney and Spleen Qi, and ca
fa and mo fa were also utilized for this purpose.
A week later, the subject came to the clinic for
a fifth treatment. On this occasion, he reported
that he was now able to sleep through the night,
but woke with some pain and had to stretch
before getting out of bed. He was still avoiding
sitting for more than 20 min at a time. The
subject was standing straight with a slight hip
shift and could reach to his ankles with lumbar
flexion. It was clear that he had tight hamstrings,
so he was shown how to stretch these in supine.
His pulses were less tight and the Upper Jiao less
full. During this session, he was treated first in
sitting, and then in prone to open both his
gluteal muscles and legs (i.e. the hamstrings,
gastrocnemius muscle, and the BL and Gall
Bladder channels). The treatment session ended
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with techniques to tonify Kidney and Spleen Qi
(i.e. rou fa kneading, an fa pressing and ca fa fast
rubbing).
The subject’s final treatment followed one
week later, when he was pain-free, apart from
some stiffness when he woke up. The treatment
was as in the previous session, and he was
discharged with stretches for his back, neck,
shoulders and hamstrings, and advice on back
care (e.g. on lifting, sitting at work and posture)
and diet (i.e. to support the Spleen and Kidney
Qi: eating warm cooked food, avoiding too
much sweet food and refined sugars, and avoiding too many dairy products).

Case study 2
A 30-year-old man presented with a torn right
hamstring. The injury had occurred 3 days previously, when he had tackled another player
during a football match. The subject had immediately felt a strong cramp-like pain, and had had
to stop and leave the pitch. Walking was very
painful the next day, and he had used ice and a
tubigrip. The pain was now slightly reduced, but
he still felt it at the top of the muscle when he
walked and he could not run. The subject had
not injured his hamstrings previously, but he was
aware that these were tight. He played a lot of
sport, including football twice a week, cricket
twice a week (depending on the season), swimming three times a week and cycling to work. He
was very keen to get back to playing as soon as
possible.
The subject’s general health was good and he
was not taking any medication. He had had
previous sports injuries to his shoulders and
groin, all of which had healed well. His work
involved a lot of sitting at a computer, so he felt
that he had some underlying muscle tension in
his legs and shoulders.
Observation of the subject’s posture revealed
that his left shoulder was slightly raised and
rotated forward, with the right pelvis rotated
back slightly. There was a bruise centrally around
the lower third of the right hamstring. He had
full knee extension, but felt it pulling and sore in
the hamstring muscles, and he had lost the last
quarter of his range of motion (ROM) in knee
flexion. On palpation, his right hamstring was
most tender in its upper third. Both hamstrings
were tight and short.
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The subject was diagnosed as having local
tearing of his hamstring muscle fibres (grade II),
and Qi and Blood stagnation in the right BL
channel and the surrounding muscles of his
posterior thigh.
The aetiology involved existing muscle tightness, and Qi and blood stagnation combined
with trauma.
The treatment plan was as follows:
+ Rebalance and support repair of the hamstring, and move local Qi and Blood stagnation in the Bladder channel.
+ Teach the patient hamstring stretches and
stretches for work.
The subject received four treatments with a
combination of tui na and acupuncture. He was
treated in prone each time, and on the final
occasion, in sitting as well. Because of the
bruising, the first session consisted of tui na (rou
fa, an fa, na fa and tui fa) to open the muscles of
the lower leg strongly, and then more gently clear
the Bladder channel around the injury. The left
leg was also treated to maintain a balance, and to
encourage the movement of Qi and Blood bilaterally. Tui na is an excellent technique for clearing and repairing damaged muscle tissue since it
can be done very gently with a lot of intention
over bruised and swollen areas. If a lot of ice has
been used, holding techniques with intention
may be employed to clear cold from the channel
and gently warm the area. Warming oils like Red
Flower Oil or Tiger Balm Red can also be used.
With acute injuries in which there is considerable stagnation of Qi and Blood in the channel
and local area, it is important to open the
channel and area below the injury first, so as to
allow Qi and Blood to move and disperse. If the
injury is very severe and painful to touch (e.g. a
haematoma, severe bruising or fracture), it is
possible to treat it effectively just by working on
the areas distal to it. Once the pain and damage
reduce, techniques can be applied to the affected
area. In China, it is common for fractures to be
splinted rather than plastered, so that tui na and
acupuncture can be applied.
Towards the end of the first session, treatment
was extended to the present subject’s lower back,
gluteal muscles and both legs to ensure the free
flow of Qi and Blood, and relaxation of the
muscles. He was encouraged to flex and extend
 2013 Acupuncture Association of Chartered Physiotherapists

R. Grandage
his knee at intervals to encourage movement and
repair. By the end of the session, both knee
extension and flexion were much easier, and he
had full ROM. The subject was advised not to
play football or run, but to try gentle cycling and
swimming.
The second session took place 3 days later.
Walking was pain-free, and although the subject
was stiff after swimming, this cleared quickly. On
observation, the bruising had come out more on
the lower hamstring, he had full ROM, but the
upper third of the muscle still felt tight and
tender. This time, treatment involved a combination of tui na and acupuncture. Tui na techniques were used first to open the lower leg and
hamstring insertions, and gently open the hamstring itself. Then needles were inserted in BL60
bilaterally (0.25 cun with opening and dispersing
technique), BL40 (0.25 cun with dispersing technique), BL57 and BL36 (both 0.5 cun with
strong dispersing technique) on the right leg for
15 min. Following this, more tui na was used, as
in the first treatment. At the end of the session,
the subject was asked to gently stretch his
hamstrings in supine and then to try running
slowly on the spot; both felt stiff, but not painful.
He was advised to continue with the hamstring
stretches at least once a day and to start some
gentle cycling.
The third session was one week later. Walking,
swimming and cycling were all fine, and the
subject had run for a short distance and felt sore
in the upper hamstring for the next couple of
days. The bruising had reduced considerably and
the upper hamstring was less tense. Treatment
was as in the last session, with the addition of
BL37 to the acupuncture point prescription. The
subject was keen to try playing football at the
weekend, and so he was advised to play only the
first half, stretch well before and after, and keep
his leg warm.
The final treatment session took place a week
later. He had played football and had been a little
stiff the next day. The bruising had gone and he
had full knee ROM. He had been doing his
hamstring stretches and was starting to feel more
flexible. Treatment was as in the previous session, but this time, some work was done in
sitting to relax and rebalance his neck, shoulders
and upper back, working down into his lower
back and gluteal muscles.
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The subject returned 4 weeks later with his
hamstring in perfect condition, but having
acquired a painful swollen elbow as a result of
falling and hyper-extending it during a football
match. And they say sport is good for your
health!
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CASE REPORT

Acupuncture in combination with conventional
physiotherapy following cervical facet joint
injections in a patient with ankylosing
spondylitis and chronic neck pain
H. Chambers
Physiotherapy Outpatients, Kent and Canterbury Hospital, Canterbury, UK

Abstract
A 38-year-old male patient with ankylosing spondylitis and chronic neck pain was referred to a
physiotherapy outpatient department for review after receiving left C5–6 and C6–7 cervical
facet joint injections. This form of treatment has been shown to have limited long-term benefits
with regard to pain reduction. These improvements may be prolonged if it is combined with
physiotherapy. In this case, acupuncture was used as an adjunct to conventional physiotherapy
because of its analgesic effects. The aim was to reduce the subject’s pain in order to allow
cervical mobility exercises and manual therapy techniques to be performed so as to maximize
cervical range of motion (ROM). This approach was believed to give the greatest chance of
maintaining the improvements gained following the cervical facet joint injections. After three
sessions of acupuncture, trigger point acupuncture, neck mobility exercises and manual therapy
consisting of spinal mobilizations over a 3-week period, the subject reported a 100%
improvement in his pain based on a visual analogue scale score and the significant improvement
in the ROM of his cervical spine. Possible mechanisms for the outcome are discussed.
Keywords: acupuncture, ankylosing spondylitis, chronic neck pain, facet joint injection, manual
therapy.

Introduction
Chronic mechanical neck pain is a complaint that
frequently affects patients who attend the ankylosing spondylitis (AS) clinic within the Rheumatology Department at the East Kent Hospitals
University National Health Service (NHS) Foundation Trust. This is a secondary care trust with
five hospitals and satellite clinics at other sites in
the East Kent area of the UK. Patients with AS
who present with mechanical neck pain arising
from the facet joints and have failed conservative
treatment are offered cervical facet joint injections in combination with follow-up physiotherapy after the procedure. Patients are only
Correspondence: Hannah Chambers, Physiotherapy Outpatients, Kent and Canterbury Hospital, Ethelbert
Road, Canterbury, Kent CT1 3 NG, UK (e-mail:
hannahchambers1@nhs.net).
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listed for the procedure if they have positive
subjective and objective clinical signs indicating
that the facet joints are the source of their
symptoms. These are predominantly identified
through subjective and objective clinical examinations, which exclude differential diagnoses.
The present case report describes the management of a patient with AS and chronic neck pain
following repeated cervical facet joint injections.
Ankylosing spondylitis
Treatment of facet joint dysfunction in AS is
complex. It is a chronic, progressive inflammatory disease that predominantly affects the spine.
Ankylosing spondylitis is characterized by stiffness and loss of spinal mobility, primarily in the
lower back, but also in all of the axial skeleton
(Braun & Sieper 2007). As the inflammation
settles, there is residual stiffness of the spine, and
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in some cases, remodelling of the bone occurs
along with the formation of syndesmophytes,
leading to ankylosis or fusing of the vertebrae
(Zochling et al. 2006; Braun & Sieper 2007;
Arthritis Research UK 2011). The tendency
towards stiffness caused by the activity of this
disease may also contribute to the facet joint
dysfunction.
Facet joint pathophysiology
Zygapophyseal joints, which are more commonly
known facet joints, are paired synovial joints that
articulate between vertebral levels (Dreyer &
Dreyfuss 1996). Research in this area has predominantly been conducted in the lumbar spine,
but more recent investigations have studied the
cervical spine.
Controversy exists in the literature about
whether facet joints are a common source of
spinal pain (Barnsley et al. 1994; Manchikanti et
al. 2000; Sehgal & Valentine 2007; Wilde et al.
2007). Mooney & Robertson (1976) and Bogduk
& Marsland (1988) found that pain can be
induced by injecting facet joints with saline and
then resolved by injecting a local anaesthetic.
Pain radiates in a particular distribution, indicating the segmental level (Dwyer et al. 1990).
However, Manchikanti et al. (2004) and Yin &
Bogduk (2008) reported that referred pain from
the intervertebral discs, muscles, fascia and ligaments produces neck pain that is indistinguishable from facet joint pain. The mechanism of
pain arising from facet joints is not completely
understood. Nociceptive pain is thought to arise
from facet joints and the surrounding structures.
The facet joint is innervated from the medial
branch of the ramus dorsalis of the segmental
nerve at its own level and the one above (Groen
et al. 1990). This overlap of innervation may
explain why the pattern of referred pain is not
specific to one level (Carerra 1980), or it may be
partly caused by multiple pain generators.
Weinstein (1991) and Procacci et al. (1999)
proposed the involvement of inflammatory neurotransmitters as a cause of pain. Substance P,
calcitonin gene-related peptide (CGRP), and
neurokinin A and B have been produced following stimulation of axon and spinal reflexes.
Further research is required because the studies
that have investigated the role of these substances have predominantly been conducted on
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animals, including rats, rabbits and guinea-pigs.
These data are not directly applicable to human
beings since the quality and quantity of inflammatory substances are known to differ (Procacci
et al. 1999).
It has also been theorized that there is a
conscious element to perceiving pain and that
nerve receptors can signal without cause.
Allodynia is a common feature in spinal pain
(Bowsher 1991; Merskey & Bogduk 1994).
Abnormal pain perception may result from a
problem with transmission somewhere along its
course or pain transmission in the spinal cord
either from its source, the convergence of
peripheral afferent information, or at the conscious interpretation of the message in the brain
(Weinstein 1991). This may be attributed to the
hypersensitivity of sensitized nociceptors leading
to an exaggerated pain response (Asbury &
Fields 1984). These factors may all have an effect
on symptoms, and therefore, should be taken
into consideration when assessing and managing
persistent pain.

Case report
Background, and subjective and objective
history
A 38-year-old male patient attended the AS clinic
with a recurrence of neck pain. He had been
diagnosed with AS 4 years ago. The subject had
previously received cervical facet joint injections
in the past that had had a positive effect, but his
symptoms had returned within 4 weeks. This is
consistent with the literature on facet joint injections, which reports that these have a positive
effect on pain, but the benefits may decline as
early as 2 weeks after treatment (Barnsley et al.
1994; Boswell et al. 2007). It is unknown if the
effects of facet joint injections differ with regard
to AS or other inflammatory diseases since
research has only been conducted on mechanical
neck pain to date.
On examination in the clinic, a reduction in
the range of motion (ROM) of the cervical spine
was noted. The subject’s pain limited this to half
of the normal rotation range bilaterally and half
the normal extension range. There was minimal
range of lateral flexion. Myofascial trigger points
(MTPs) were found bilaterally in the upper
 2013 Acupuncture Association of Chartered Physiotherapists

H. Chambers
trapezius and levator scapulae muscles. Tenderness was felt on palpation over C5–T1 of left
facet joints, which is consistent with facet joint
pain (Manchikantiet al. 2000; Laslett et al. 2004).
Following discussion with the consultant rheumatologist, the subject was listed for repeat left
C5–6 and C6–7 facet joint injections, which the
former administered. Two levels are injected in
this form of treatment. This ensures that any
improvement is not only therapeutic but also
diagnostic with regard to those levels that are a
source of symptoms. The injections are not
guided by imaging. Inconsistencies exist in the
literature with respect to the best technique to
use when administering facet joint injections:
unguided approaches, as well as ones guided by
X-ray, computed tomography or ultrasound have
all been employed (Sehgal & Valentine 2007;
Smith et al. 2009). A local anaesthetic (5 mL
lignocaine) is injected first, followed by a second
injection of 1 mL 40 mg1 Kenalog with 2 mL
0.25% bupivacaine. Patients receive a facet joint
injection advice booklet prior to the injections.
After the procedure, advice, details of activity
progression and the importance of continuing
the home exercise programme are reiterated and
explained by a physiotherapist. Patients are
encouraged to attend a physiotherapy assessment
within 10 days of the facet joint injections, and
treatment is continued if deemed appropriate.
The present subject was reviewed in the
physiotherapy outpatients department 3 days
after the procedure. He continued to describe
left-sided neck pain at C5–T1 (Fig. 1), and said
that his pain was worse at rest and during
driving. His neck mobility exercises and the use
of a heat pack helped relieve the symptoms. The
subject was sleeping well and had minimal early
morning stiffness. He continued to take naproxen, tramadol and co-codamol for his AS, and
venlafaxine for depression, as prescribed. He had
returned to his job at a pet crematorium 2 days
after the procedure and had not experienced any
difficulties. On examination, his cervical ROM
had improved to three-quarters of the normal
rotation range bilaterally and half the normal
extension range. No MTPs were found, although
his upper trapezius and levator scapulae muscles
were tight bilaterally. A restriction at the left
C5–6 facet joint was found and palpation reproduced his neck symptoms.
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Figure 1. Body chart showing the findings of the
assessment made after the subject received cervical facet
joint injections: (PA ) area of chronic neck pain
symptoms. The pain was intermittent and scored as
2/10 on a visual analogue scale.

The subject presented with continuing
C5–6 left facet joint dysfunction. The aims of the
physiotherapy treatment were to maintain the
improvements gained following the facet joint
injections, re-establish mobility at the C5–6 facet
joint, and restore the muscle length of upper
trapezius and levator scapulae. Spinal mobilizations in conjunction with a continuation of neck
mobility exercises were used. Because of the
subject’s pain being long-standing and the high
level of pain provoked on spinal mobilizations,
acupuncture was used for its analgesic effects in
order to aid treatment.
Treatment and clinical reasoning
The present subject attended three, 30-min
physiotherapy sessions over the course of
2 weeks. He was scheduled to attend four sessions, but was unable to attend on one occasion.
The first session took place 3 days after the facet
joint injections. All three treatments consisted of
left unilateral Grade III+ spinal mobilizations at
C5 for 3  3 min followed by acupuncture.
Numerous authors including Gross et al.
(2007), Häkkinen (2007) and Vernon et al.
(2007) have reported clinical improvements in
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Table 1. Acupuncture point rationale and physiology: (GV) Governor Vessel; (BL) Bladder; (HJJ) Huatuojiaji; (LI) Large Intestine; and
(MTP) myofascial trigger point
Acupuncture point

Needle size
(mm)

Depth of needle insertion
(cun)

GV14

25  0.25

0.5

Close to the area of dysfunction
Local and segmental effects
Crossing point of six yang meridians on the GV meridian
Indicated for chronic diseases of the cervical vertebrae,
pain and stiffness (Lundeberg et al. 1988b; Chen 1991;
Carlsson 2002)

BL11 (bilateral)

25  0.25

0.5

Close to the area of dysfunction
Local and segmental effects
Indicated for neck pain and osteoarthritis (Laitinen 1975;
Lundeberg et al. 1988b; Chen 1991; Carlsson 2002)

HJJ (bilateral)

25  0.25

0.5

Close to the area of dysfunction
Local and segmental effects
To reinforce BL points
Indicated for spondylosis (Lundeberg et al. 1988b; Chen
1991; Carlsson 2002)

LI4

13  0.22

0.5

Influence higher centres
Indicated for neck pain
Analgesic point (Lundeberg et al. 1988a; Yang et al. 1995;
Carlsson 2002; Yan et al. 2005; Bradnam 2007)

MTP in the upper
trapezius (bilateral)

40  0.25

Mid-trapezius to depth of
stimulation of muscle flicker
using an up-and-down motion

MTP release (Simons et al. 1999)

chronic neck pain following spinal mobilizations.
Mechanoreceptors located in the joint capsule
are sensitive to mechanical stress and are stimulated during mobilizations (Petty 2004). Because
of the chronic nature of the present subject’s
condition, it was deemed likely that there might
be an element of hypersensitivity, whereby a
normally non-aggravating spinal mobilization
technique could provoke an abnormal pain perception or allodynia (Wiesenfeld-Hallin & Zu
1996; Raja et al. 1999). Depending on the grade
of mobilization employed, a local inflammatory
response causing nociceptive pain may be produced. In such instances, opioids, the body’s
natural form of analgesia, are released from the
inflammatory cells, activating opioid receptors at
the afferent nerve endings that produce an analgesic effect in the tissues (Stein et al. 1990).
However, if allodynia is present, the effect of the
opioid system has been found to be less effective
(Wiesenfeld-Hallin & Zu 1996).
Following manual therapy, acupuncture with
seven needles was performed for 20 min. Standard Classic Plus sterile acupuncture needles
(HMD Europe Ltd, London, UK) were used.
Table 1 describes the acupuncture points that
were chosen, the sizes of the needles and the
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Rationale (Western/traditional Chinese medicine)

depth of insertion. Governor Vessel (GV) 14,
Huatuojiaji (HJJ) bilaterally, Bladder (BL) 11
bilaterally and Large Intestine (LI) 4 bilaterally
were used during each treatment session. De Qi
was achieved at all points in all sessions, although
variations in the strength of the sensation were
experienced by the subject. No adverse effects
were noted. In the second and third treatments,
all acupuncture points were stimulated after
10 min by manual rotation of the needles.
Acupuncture has been shown to have a positive effect on neck pain (Lundeberg et al. 1988a).
Although the subject of continuing debate, acupuncture has been demonstrated to provide
short- and longer-term pain relief by acting on a
combination of pain mechanisms. It has been
shown to provide analgesia via local, segmental
and supraspinal mechanisms (Carlsson 2002),
although the evidence for specific acupuncture
point selection remains controversial. In the
present case, the aim of the acupuncture treatment was to adopt a local segmental approach to
the area of dysfunction in the neck so as to
stimulate local pain gate inhibitory mechanisms,
and distally, at the hand, to induce descending
inhibition and thus longer-lasting pain relief
(Lundeberg et al. 1988a).
 2013 Acupuncture Association of Chartered Physiotherapists
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Governor Vessel 14, HJJ bilaterally and BL11
bilaterally were chosen in order to surround the
area of dysfunction. In traditional Chinese medicine, the GV is thought to have a close affinity
with the spine and connect strongly to the BL
meridian. Studies by Laitinen (1975) and Zhuo et
al. (1988), which were cited in a review by Chen
(1991), support the use of GV14 and HJJ points
for neck pain.
In the present case, the combination of points
may have had effects both locally and at the
spinal cord level. Local needling at the area of
dysfunction influences the peripheral nervous
system. The desired healing effect is promoted
through the release of neuropeptides including
substance P and CGRP, which induce vasodilation (Lundeberg et al. 1988b; Carlsson 2002).
The use of the HJJ and BL points may also
produce segmental effects. The dorsal rami at the
dysfunctional segment can be influenced, providing segmental inhibition (Lundeberg et al.
1988b). Nociceptive input in the dorsal horn is
thought to be accentuated, leading to an alteration in sympathetic outflow to the area and
influencing motor output (Carlsson 2002). The
release of Leu-enkephalins and -endorphins
produces an inhibitory effect on the nociceptive
reflexes (Han & Terenius 1982). Bilateral needling of LI4 was used to influence the higher
centres through supraspinal effects, as recommended in the literature (Bradnam 2007). Large
Intestine 4 has been shown to be a useful
analgesic point by authors such as Yang et al.
(1995). Needling the hands or feet is more likely
to produce a stronger and longer-lasting analgesic effect because it is thought that the
descending inhibitory systems from the brain are
activated (Lundeberg et al. 1988a; Carlsson
2002). Yan et al. (2005) reported that magnetic
resonance imaging showed that manual acupuncture at LI4 and Liver 3 deactivated the prefrontal
cortex. Therefore, in the present case, the combination of points chosen may have had an
impact on this patient’s neck pain via local, spinal
and segmental pain mechanisms, as described
above.
At the third treatment session, the subject
described a headache that travelled from the back
of his head to the front. On palpation, MTPs
were found bilaterally in his upper trapezius
muscle and these referred pain in a recognizable
 2013 Acupuncture Association of Chartered Physiotherapists

headache distribution. An active MTP is an area
in a muscle that ‘‘is always tender, prevents full
lengthening of the muscle, weakens the muscle,
refers a patient-recognized pain on direct compression, mediates a local twitch response of
muscle fibers when adequately stimulated, and,
when compressed within the patient’s pain tolerance, produces referred motor phenomena and
often autonomic phenomena, generally in its pain
reference zone’’ (Simons et al. 1999, p. 1). A
number of hypotheses for the cause of MTPs
have been proposed; however, electrophysiological and histopathological evidence shows that
dysfunctional motor end-plates of muscle fibres
are linked (Simons et al. 1999). Further research
is required to identify the exact pathophysiology.
The use of MTP acupuncture is supported by
a study by Itoh et al. (2007), who found that this
form of needling is effective in the treatment of
chronic myofascial neck pain when compared to
other acupuncture interventions. The aim of
MTP acupuncture is to disrupt the dysfunctional
motor end-plate. It is thought that the needle
provides a localized stretch and can illicit a local
twitch response, which is a quick contraction of
the taut band of muscle following stimulation of
the MTP. A twitch response in the upper trapezius was felt bilaterally during the MTP acupuncture treatment of the present subject. The pain
experienced during this twitch response is
thought to occur as a result of stimulation of
sensitized nociceptive fibres and is believed to be
required in order for treatment to be successful
(Hong 1994; Simons et al. 1999). The pain gate
system is activated by blocking nociceptive input
from the MTPs (Baldry 2002). In the present
case, the subject reported no further pain at rest
or when his upper trapezius was put on a stretch
following MTP acupuncture. To help prevent a
reoccurrence of the MTPs, he was advised to
perform stretches for his upper trapezius as a
home exercise so as to restore any reduction in
muscle fibre length.
As outlined in Table 2, the subject regained
full pain-free neck ROM on completion of the
third treatment session with the exception of a
limitation to three-quarters of normal lateral
flexion range. Because of the formation of syndesmophytes, such a reduction in lateral flexion
is common in AS, and it is possible that he does
have some ankylosis limiting his ROM. No
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Table 2. Outcome measurements and results following the third
treatment session: (ROM) range of movement
Outcome
measurement

Results

Active cervical spine Full range of flexion, rotation and
ROM
extension
Three-quarters range of lateral flexion
without pain
Visual analogue
0/10 at rest
scale
Subjective
‘‘Better than it has been in years’’
assessment
Objective
No further restriction at the C5–6 facet
assessment
joint

further mechanical dysfunction was apparent,
and subjectively, the subject was extremely satisfied with the outcome.
On reviewing this patient’s relevant clinical
notes 18 months after his discharge, there is no
indication that his neck pain has returned. He
has not had any further physiotherapy treatment
or facet joint injections.

Discussion
The present case study presents and evaluates one
method of managing a patient with AS following
cervical facet joint injections. Physiotherapy management and treatment options were chosen on
the basis of the author’s clinical experience within
this field in conjunction with physiotherapy, facet
joint injection and pain research.
There are a number of limitations to this
study. Very little research exists on aftercare
following facet joint injections, and there are no
studies that are specific to physiotherapy or AS.
In this case, the treatment appears to have been
successful in reducing the subject’s pain and
restoring his cervical ROM. However, it is not
possible for generalizations or firm conclusions
to be made because a number of factors may
have also have played a part. It may be possible
to partly attribute the use of acupuncture to the
results, especially as this subject had a better
outcome in comparison to previous cervical facet
joint injections. Within this short time frame, the
facet joint injection alone may have led to the
improvements gained. It cannot be concluded
that the results would not have been achieved
without acupuncture.
The previous failure of facet joint injections
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may have enhanced the subject’s compliance with
home exercises to complement the ‘‘hands on’’
physiotherapy treatment. Spinal mobilizations
were used since these have been shown to be
effective in treating neck pain (Gross et al. 2007;
Häkkinen et al. 2007; Vernon et al. 2007). There is
no currently available research to support the use
of acupuncture following facet joint injections or
for AS. However, acupuncture points were chosen through the application of pain mechanism
research. The small number of sessions and the
short length of treatment time could be argued to
have had a limited effect on pain mechanisms.
Research by Ezzo et al. (2000) indicates that six
sessions of acupuncture are optimal in order to
achieve full therapeutic effects.
Possible hypotheses have been discussed that
may explain the potential positive effects of
acupuncture. There may have been an element of
pain relief as a result of the present subject’s
expectations of acupuncture. Studies have shown
that real acupuncture and placebo acupuncture
can produce brain activation in the same regions.
Areas including the prefrontal cortex and
anterior cingulate cortex are activated, and it is
known that these parts of the brain are involved
in pain modulation (Pariente et al. 2005). Small
studies by Emery & Lythgoe (1986) and Zhuo et
al. (2006) have reported an improvement in
spinal stiffness in AS after acupuncture, although
no direct improvement in pain was recorded.
The present subject showed a continuous
improvement both subjectively and objectively
over the course of the 2 weeks of treatment. A
visual analogue scale to measure pain was chosen
as an outcome measure because this has been
shown to be a more sensitive gauge of responsiveness to an intervention than other physical
evaluations (Pengel et al. 2004). It is reasonable
to attempt to formally assess pain using quantitative methods despite its subjective and individual nature (McCaffery 1968; Mannion et al.
2007). The objective measure of cervical ROM
also provided a changeable marker that is quantifiable. The use of a functional measure or
quality of life assessment tool might have been of
benefit so as to gain a greater insight into the
impact of the treatment.
It is likely that a combination of the cervical
facet joint injections, neck mobility exercises and
spinal mobilizations to restore the facet joint
 2013 Acupuncture Association of Chartered Physiotherapists

H. Chambers
dysfunction, MTP release, and acupuncture all
contributed to the present subject’s improvements in pain and neck mobility.

Conclusions
The integration of acupuncture in combination
with active exercises and manual therapy resulted
in a positive impact on the present subject’s pain
and cervical ROM. A pragmatic approach to
restoring the facet joint dysfunction was of
benefit in this case. The aim of facet joint
injections is to provide pain relief, and the
package of care described above has been effective in providing this, at least in the short term.
Further research is required to assess the potential longer-term benefits of a combined treatment approach following facet joint injections.
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CASE REPORT

Acupuncture for chronic patellar tendinopathy
P. Jeffs
School of Health Professions, University of Brighton, Eastbourne, UK

Abstract
This case report describes the use of acupuncture as part of the management of a subject with
chronic patellar tendinopathy. The current literature is discussed with regard to the clinical
reasoning for acupuncture, its proposed physiological effects and the possible rationale for the
predicted outcomes. A 32-year-old male football player with a one-year history of patellar
tendon pain was treated with acupuncture, eccentric loading exercises and manual therapy.
After 2 months, there were clinically significant improvements on visual analogue scales for
squatting, climbing stairs and jumping, and a 46-point increase on the Victorian Institute of
Sport Assessment scale. Colour Doppler ultrasound scanning was used to assess blood flow
before and after the acupuncture treatment; unexpectedly, it was found that the subject’s
hyperaemia was reduced following treatment. In this case, acupuncture was used as an adjunct
to conventional treatment, and it contributed to the improvement in the subject’s function and
the reduction in his pain scores.
Keywords: acupuncture, colour Doppler ultrasonography, eccentric loading, knee pain, patellar
tendinopathy.

Introduction
Tendinopathies account for a substantial proportion of sports-related overuse injuries
(Maffulli & Longo 2008). Patellar tendinopathy
gives rise to considerable functional deficit and
disability in recreational as well as professional
athletes, and is generally considered to be a
difficult condition to treat (Öhberg et al. 2004).
Chronic tendinopathy is associated with a
repetitive and/or sudden increase in load
through the tendon. Cook & Purdam (2009)
described a continuum of load-induced tendon
pathology that begins with reactive changes
within the tendon that then lead to disrepair
and, finally, degenerative tendinopathy. These
Correspondence: Mr Philip Jeﬀs, Clinical Specialist
Physiotherapist, Physiotherapy Department, Maidstone
Hospital, Hermitage Lane, Maidstone, Kent ME16
9QQ, UK (e-mail: pjeﬀs@nhs.net).
 2013 Acupuncture Association of Chartered Physiotherapists

findings are in keeping with histopathological
research describing tissue samples that exhibited a total absence of inflammatory cells
(Khan et al. 1999a). The degenerative process
has been found to involve the proliferation of
tenocytes and an increase in ground substance,
which shows up as an increase in hypoechoic
areas on ultrasound scanning. It has also been
found that fat deposits in the tendon harden,
resulting in calcification. Finally, there is an
increase in neovascularization and neural
ingrowths (Alfredson et al. 2003), which appear
on colour Doppler ultrasound scans as hyperaemia (Dong & Fessell 2009). The evidence
demonstrates a relationship between local vasculoneural ingrowths and chronic tendon pain
(Alfredson & Öhberg 2005).
Many treatment modalities have been proposed in the literature, including eccentric loading of the tendon. Alfredson et al. (1998)
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reported successful results in a Scandinavian
sporting population with Achilles tendinopathy
after using this form of rehabilitation. Furthermore, Young et al. (2005) found a 20-point
improvement in the Victorian Institute of Sport
Assessment (VISA) score of volleyball players
with patellar tendinopathy following treatment
involving eccentric decline squat loading. However, despite these positive results, Alfredson
(2011) reported that, in reality, treatment is less
successful for high-level athletes than his findings would suggest. The limitations of eccentric
exercises include pain preventing progressive
loading, with some studies reporting that participants are unable to complete rehabilitation as a
result of persistent pain (Rompe et al. 2009).
Acupuncture is widely used for the treatment
of musculoskeletal pain (Kleinhenz et al. 1999)
because of its neurophysiological effects. The
recognition of the plasticity of the nervous system has revolutionized the understanding of
pain, especially with regard to chronic pain
(Audette & Ryan 2004). As in the present case
study, local stimulation of a painful area can
result in local, segmental and higher neurophysiological responses. Peripheral nociception
through A and C-afferent fibre stimulation have
been found to result in the release of endogenous opioids (Pomeranz & Chiu 1976, cited by
Han 2004). Furthermore, Goldman et al. (2010)
reported local analgesic effects following the
release of adenosine, which interacts with the A1
receptor, thus interfering with the transmission
of nociceptive signals. At the spinal level, A
afferent stimulation through the dorsal root
causes enkephalin release, which reduces input
from nociceptive C fibres (Green et al. 2002).
Acupuncture has also been shown to influence
pain perception by modulating the activity of
subcortical and brainstem sites along the
descending pain pathway (Mayer 1999, cited by
Audette & Ryan 2004).
Various studies have used our understanding
of pain physiology as the basis for the clinical
reasoning supporting the treatment of rotator
cuff tendinopathy (Kleinhenz et al. 1999) and
tennis elbow (Molsberger & Hille 1994) with
acupuncture. In Kleinhenz et al.’s (1999) study,
52 athletes were treated twice weekly with
acupuncture for 4 weeks. There were significant
improvements in comparison to the placebo
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acupuncture group in terms of the subjective
outcomes (P=0.014). Despite individual studies
showing benefits, a Cochrane review into the
effects of acupuncture on tennis elbow by Green
et al. (2002) reported conflicting results. The
main conclusion of this review was that there
was a lack of appropriate research; only four
articles were available for review, and because of
methodological weaknesses, these could not be
compared by meta-analysis. Two of the four
studies reported that acupuncture had beneficial
effects. In future, issues such as sample size and
the difficulty in controlling studies will need to
be overcome in order to produce robust randomized controlled trials.
The papers discussed above (Molsberger &
Hille 1994; Kleinhenz et al. 1999; Green et al.
2002) explored treatment using traditional
acupuncture points and trigger points, and were
not concerned with the pathology or local
physiological responses within the tendon when
the needle was inserted. Those that do address
these matters include Kubo et al. (2010), who
treated nine healthy subjects with separate
acupuncture and heat to the Achilles tendon.
The technique involved the insertion of needles
into the tendon, which were left for 3 min and
then moved in and out for a further 3 min. The
authors reported improved oxygen saturation
and blood volume in the tendon after 10 min of
acupuncture, and these effects lasted for 30 min.
Despite the fact that infrared spectrometry has
been found to be reliable method of measuring
oxygenation (Celie et al. 2012), Kubo et al.’s
(2010) study has low external validity as a result
of their use of healthy subjects. One should be
cautious when applying their results to a population with tendinopathy because of the physiological differences between a pathological tendon
and a healthy one.
James et al. (2007) investigated the effect of
1 min of autologous blood injections and an
acupuncture needle inserted repeatedly into the
proximal patellar tendon in patients with patellar
tendinopathy. The average duration of the condition was over 1 year. The VISA score and
colour Doppler ultrasound scanning were used to
assess any changes. The results showed significant subjective improvements, and also a reduction in tendon thickness and hypoechoic areas.
Because of the fact that dual modalities were
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Figure 1. Magnetic resonance imaging scan showing thickening of the patellar tendon and proximal tendon calcification.

used by these authors, no firm conclusions can
be made about the effectiveness of acupuncture
alone, but this is often a sacrifice that has to be
made in order to improve the clinical applicability
of a study.

Case report
Background
The present subject was a 34-year-old
ex-professional football player who continued to
play semi-professionally. He reported a 1-year
history of patellar tendon pain and that he had
been unable to play football for 6 months
because of the pain. Patellar tendinopathy had
been diagnosed by a specialist orthopaedic knee
consultant on the basis of the findings of a
physical examination and a magnetic resonance
imaging scan (see Fig. 1). The subject reported
no significant past medical or drug history. He
was currently training to be a football coach.
Subjective examination
The subject reported a 1-year history of patellar
tendon pain. His symptoms had begun when
he had returned to playing football after a break
 2013 Acupuncture Association of Chartered Physiotherapists

of 4 weeks following his retirement from professional football. No trauma or mechanism of
injury were identified. The symptoms were
aggravated by running, jumping, landing, climbing stairs and squatting, and eased by rest. No
other pain locations, neurological signs or red
flags were ascertained.
Objective examination
Thickening of the patellar tendon was observed
in the subject’s right knee, but there was no
swelling and his gait was normal. Poor quadriceps eccentric loading was evident on squatting,
and this was also limited by pain. He had full
active and passive ranges of motion in his right
knee, but suffered from tight passive patellofemoral joint (PFJ) hypomobility in all directions. On palpation, a tender nodule was found
in the inferior pole of his right patellar/proximal
patellar tendon. The subject’s right knee extension was limited by pain and scored as 4/5 on
the Oxford Muscle Strength Grading Scale.
Two length assessments were performed: the
Thomas test produced normal results (i.e.
right=left), as did the knee-to-wall test (foot
5 cm from the wall).
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The clinical impression was that the subject
was suffering from right patellar tendinopathy.
Outcome measures
Visual analogue scale (VAS). The VAS is most
commonly used for the evaluation of pain severity and relief (Kelly 2001). The appropriate
version is a 10-cm line that is not incremented,
and therefore, can be used with parametric
statistical analysis (Philip 1990). It is important
for the clinical setting that the VAS has been
validated for a variety of conditions (Kelly 2001)
and is sensitive to the effects of interventions
(Philip 1990). The minimum clinically significant
change in pain severity on the VAS has been
found to be 13 mm (Todd et al. 1996; Gallagher
et al. 2001).
Victorian Institute of Sport Assessment scale. The
VISA scale was specifically designed for use with
patellar tendinopathy (Visentini et al. 1998). It
involves patient-perceived symptoms, simple
tests of function and the ability to undertake
physical activity. Six of the eight questions are
scored from 0 to 10 on a VAS, and an overall
score of 100 on this scale represents optimal
health. Visentini et al. (1998) reported that it had
high inter-tester and test–retest reliability. They
also found that changes in VISA scores were
sensitive to variations in the results of objective
clinical assessments, including Doppler ultrasonography. These results have been reproduced
in a variety of studies (Khan et al. 1999b;
Coleman et al. 2000; Cook et al. 2000; Robinson
et al. 2001). As a result, this outcome measure is
used in virtually all research investigating the
impact of surgical or conservative interventions
on patients with patellar or Achilles tendinopathy.
Treatment
Exercise and manual therapy. The initial treatment
involved passive PFJ mobilization and low-grade
eccentric exercises. The latter consisted of
assisted two-legged squats on a board with a 15
incline and ‘‘Total body Resistance eXercise’’
(TRX), involving approximately 50% of the
subject’s body weight. Two sets of 15 repetitions
were performed daily. Quadriceps strengthening
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Figure 2. Colour Doppler ultrasound scan performed
before treatment showing hyperechoic areas and
hyperaemia in the proximal patellar tendon (arrows).

was also carried out on a leg press machine, and
this involved between eight and 12 repetitions
that were 60% of one maximum leg press.
At follow-up, the subject reported that the
eccentric exercises caused unbearable knee pain
(VAS=9/10) from which it took him approximately 4 days to recover. This was still the case
when the repetitions, sets and body-weight
resistance were reduced. Since problematic
eccentric loading was the cause of the subject’s
functional difficulties, the goal of further treatment was to be able to reduce the intensity of
his pain during low-grade functional eccentric
exercises, and therefore, acupuncture was
selected. Quadriceps strengthening and PFJ
mobilization continued.
Acupuncture and the herringbone technique. The patellar tendon was initially assessed by using colour
Doppler ultrasonography to locate hyperechoic
areas and hyperaemia (see Fig. 2). This has
found to be a reliable method of studying tendons (Alfredson & Öhberg 2005). The present
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Table 1. Acupuncture treatment
Acupuncture points

Duration of
treatment (min)

De Qi

Stimulation
(n)

Needle size
(mm)*

Depth of
insertion (mm)

Session 1
Herringbone, four needles (lateral)

20

Yes

3

40  0.3

5–10

Session 2
Herringbone, four needles (lateral)

20

Yes

3

40  0.3

5–10

Session 3
Herringbone, six needles (lateral)

20

Yes

3

30  0.3

5–10

Session 4
Herringbone, six needles (lateral)

20

Yes

3

30  0.3

5–10

Session 5
Herringbone, six needles (lateral)

20

Yes

3

30  0.3

5–10

Session 6
Herringbone, six needles (lateral)

20

Yes

3

30  0.3

5–10

*Needle type: Classic Plus (HMD Europe Ltd, London, UK).

author trained in musculoskeletal ultrasound
while working as an extended scope practitioner
in an accident and emergency department.
Kishmishian et al. (2012) reported that little
research had been published on acupuncture for
the Achilles tendon, and therefore, their paper
described the development of the herringbone
technique. These authors referred to The Yellow
Emperor’s Classic of Internal Medicine, a founding
text of traditional Chinese medicine that
describes a technique known as ‘‘Hui’’ in which
needles are inserted vertically and laterally into
the tendon.
Vertical needles were not inserted in the
present subject because of a large area of
calcification at the proximal patellar tendon.
Kubo et al. (2010) reported excluding such
patients since calcification is a sign of nonhealing. In the present case, it was felt that any
‘‘vulnerable’’ area of the tendon should not be
penetrated because of the possibility of rupture,
although the author had no evidence for this
potential risk. Classic Plus acupuncture needles
(HMD Europe Ltd, London, UK) were
inserted to depths of between 5 and 10 mm, as
per Kishmishian et al.’s (2012) description of
the technique for the Achilles tendon, to ensure
penetration of the sinew.
The herringbone technique has been reported
to produce a warming effect that increases blood
flow, oxygenation and nutrient supply to the tendon, thus improving healing (Pearce et al. 2010,
cited by Kishmishian 2012). This view was sup 2013 Acupuncture Association of Chartered Physiotherapists

ported by Sandberg et al. (2003), who found
increased blood supply to the tibialis anterior
muscle following 20 min of acupuncture. For this
reason, the present study used the same treatment
time.
It was expected that areas of hyperaemia
would increase immediately after treatment, as
has been described directly after eccentric exercise (Shalabi et al. 2004). As well as promoting a
possible healing response to help reduce pain,
the aim was to cause local endorphin release and
segmental analgesia by stimulating A nerve
fibres. Therefore, stimulation was carried out
by gently turning the needle until a feeling of
De Qi was achieved (Table 1). Zhao (2008)
reported that A fibres are mainly activated
when gentle stimulation induces the De Qi
sensation.
Following the present subject’s first treatment,
a reduction in the supply of blood to the tendon
was actually observed instead of the expected
elevation in blood flow (see Fig. 3). This was a
pattern that was found after all six of the
acupuncture treatment sessions over a period of
7 weeks (Table 2). As the treatments progressed,
the subject’s hyperaemia significantly improved,
and he was able to complete and then significantly progress his eccentric exercises.
All VAS scores improved by more than
13 mm, which represents a clinically significant
change. With regard to playing sport, the subject
began 2-m2 functional box work involving lowgrade, low-pain football-specific exercises.
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Figure 3. Colour Doppler ultrasound scan performed
after treatment showing reduced hyperaemia compared
to baseline (Fig. 2).

Discussion
The aim of the acupuncture treatment described
in the present study was to reduce the subject’s
pain in order to allow the implementation of
rehabilitation in the form of eccentric loading.
This goal was achieved, and the combined effects
of the modalities employed resulted in a decrease
in pain and an improvement in function. The
mechanisms used to achieve these effects were
local analgesic and segmental effects, and
improved healing.
In this case, ultrasonography revealed that
acupuncture did not cause hyperaemia, but
seemed to achieve the opposite effect (Fig. 3).
This effect could have been a result of only
employing gentle needle stimulation. When needles are twisted up and down repetitively, the
tissues are injured locally, causing proinflammatory mediators such as histamine and
bradykinin to be released (Zhao 2008). Another
reason for the reduction in the subject’s hyperaemia may be the duration of the treatment. A
Table 2. Outcome measurement scores before and after acupuncture treatment
Score
Outcome measure
Visual analogue scale:
jumping
stairs
squatting
Victorian Institute of Sport
Assessment scale

84

Pre-treatment

Post-treatment

8/10
4/10
8/10

6/10
0/10
3/10

21/100

68/100

study by Sandberg et al. (2003) was used as a
guide for the treatment time employed in the
present case. These authors reported increased
blood flow in muscles as a result of acupuncture.
Because tendons have reduced blood flow compared to muscles, it might have been pertinent to
leave the needles in for longer. Therefore, the
current technique may only have caused an
analgesic effect through A fibre stimulation
rather than increased blood flow. Moreover, the
vertical needles described by Sandberg et al.
(2003) were not used in the present case. In
studies in which an increase in blood flow was
achieved, not only was there a greater amount of
stimulation, but needles were also inserted vertically into the proximal tendon (Kubo et al. 2010).
This may be a consideration for future studies of
patellar tendon acupuncture if the consent of an
orthopaedic specialist can be obtained.
Overall, significant improvements were
observed subjectively and physiologically on
ultrasound scans, but no firm conclusions can be
drawn about the reasons for these long-term
gains. The evidence would suggest that the
reduction in pain brought about by the acupuncture treatment allowed the subject to load his
patellar tendon eccentrically, which has been
shown to cause structural changes in this sinew
(Alfredson 2003). It could be that needle penetration helped to improve healing in the tendon,
but because of the lack of any increase in blood
flow, this is unlikely. On the other hand, reduced
hyperaemia has been shown to be linked to an
improvement in pain in chronic tendinopathy
(Alfredson 2011). The short-term effects of
acupuncture seemed to reduce blood flow within
the tendon. It could be hypothesized that the
pain mechanism was dampened by a reduced
reactive response within the vascular tissue. In
fact, reduced blood flow has been found as result
of -endorphin release in the cephalic mesenteric
artery in sheep (Navaratnam et al. 1992). Furthermore, Taylor et al. (2000) reported that opioid
analgesics act upon peripheral sites to inhibit
inflammation in rats. On the other hand, it is
known that hyperaemia increases with muscle
contraction, and therefore, the reduction in
blood flow may have been a result of a rest
period during treatment. A controlled study is
required to investigate this physiological effect
further.
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Conclusion
The results of the present case study suggest that
acupuncture may be a useful treatment tool
when it is used in combination with eccentric
loading and manual therapy for the treatment of
patellar tendinopathy. The use of colour Doppler
ultrasound scanning to assess the patellar tendon
before and after treatment found that acupuncture resulted in a reduction in hyperaemia, rather
than the expected increase, and as treatments
progressed, the hyperaemia significantly
improved. Further research investigating the use
of acupuncture in the treatment of tendinopathy
is required in order to find out more about the
indications, optimal point selection and mechanisms for the physiological effects on tendon
pathology.
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Kunlun Mountain (Bladder 60), a forerunner for
painful Achilles tendinopathy: a traditional
Chinese medicine approach
A. Mason & P. L. Buyse
Private Practice, Newcastle-under-Lyme, Staﬀordshire, UK
P. Battersby
Acupuncture and Complementary Therapies Clinic, Glyndŵr University, Wrexham, UK

Abstract
Achilles tendinopathy is a painful condition that is characterized by the degeneration of the
Achilles tendon, which is commonly irritated and inflamed by repetitive stress. The aim of this
case study was to provide an in-depth analysis of the scientific evidence comparing Western
medical and traditional Chinese medicine treatment methods for Achilles tendinopathy. A
41-year-old female marathon runner presented with pain, stiffness and swelling in her right
Achilles tendon. Frustration also coexisted with this condition because the pain recurrently
interrupted her training schedule for the London Marathon. Four acupuncture treatments
incorporating Western and Chinese acupuncture techniques were administered, and the
therapeutic intervention allowed the subject to return to pain-free running.
Keywords: Achilles tendon, acupuncture, pain, tendinopathy, traditional Chinese medicine.

Introduction
The Achilles tendon is the largest and strongest
tendon in the body, connecting the gastrocnemius and soleus muscles of the calf to the
calcaneus bone in the foot (Tortora & Derrickson 2009). It assists in the lifting and lowering of
the heel, and allows the foot to move forward,
thus tolerating running, jumping and standing on
the toes (Morris 2010). This tendon withstands
up to 12 times the weight of the body throughout the action of running (Chang 2010). The
Achilles tendon is supplied by the posterior tibial
and peroneal arteries (Norris 2011), but this
blood flow is poor, which may explain its slow
rate of repair. The terminology in tendon pathology can often be misleading. Padhiar et al. (2010)
described tendinopathy as an umbrella term for
all conditions in which pain, swelling and
impaired performance are caused by overuse.
Correspondence: A. Mason, Mandarin Clinic, 113
Hassell Street, Newcastle-under-Lyme, Staﬀordshire ST5
1AX, UK (e-mail: anita@mandarinclinic.co.uk).
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Alfredson & Cook (2007) identified the four key
factors of tendon pathology as: a degeneration of
collagen; neurovascularization at the site of
injury; an increase in glycosaminoglycans; and
cellular activation. Even though there are indications of neurogenic inflammation in this condition, the above authors asserted that
inflammation is not believed to be the primary
cause of tendinopathy (Alfredson & Cooke
2007).
Achilles tendinopathy (AT) is recognized as
a common injury in athletes and accounts for
11% of all running injuries. Furthermore, there is
a higher prevalence of this condition in middleaged individuals (Silbernagel et al. 2011). The
exact cause of AT is unclear, although both
intrinsic and extrinsic factors (see Table 1) are
believed to contribute to it (MacAuley 2007).
Maffulli et al. (2004) concluded that extrinsic
factors are mainly responsible for acute AT,
whereas a combination of both intrinsic and
extrinsic factors leads to a more chronic
outcome.
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Table 1. Intrinsic and extrinsic factors in Achilles tendinopathy (Maffulli et al. 2004; Holmes & Lin 2006; Woo et al. 2007; Longo et al. 2009)
Intrinsic factors

Extrinsic factors

Changes in training pattern (e.g. an increase of more than 10% in
Tendon vascularity
distance, gradient or speed, or a decrease in recovery time between
Age
sessions)
Sex (more common in men)
Poor technique
Body weight and height
Biomechanical abnormalities (e.g. gastrocnemius–soleus dysfunction Previous injuries
Poor footwear (e.g. high heels or an inadequate heel counter)
or over-pronation of the foot)
Training on hard, slippery or slanting surfaces
Genetic factors
The use of fluoroquinolone antibiotics
Cold weather

The diagnosis of AT is predominantly based
on the history imparted by the patient, together
with a physical assessment, such as the ‘‘toe
raise’’ (Nunley 2009). A negative Thompson test
will rule out partial or complete Achilles rupture
(Barry 2010). Achilles tendinopathy is indicated
where non-specific symptoms of pain, swelling
and stiffness are present in the morning, which
then increase with activity and decrease with rest
(Chang 2010). Early-onset symptoms do not
affect activities of daily living; however, when the
pain becomes more constant or severe, patients
usually seek a medical opinion (Padhiar et al.
2010). Additional investigations might include
ultrasound or magnetic resonance imaging to
assess structural changes (Brukner & Khan
2012). Localized pain and varying test responses,
together with swelling, assist in distinguishing
whether the AT presentation is at the classical
mid-portion site of the tendon or at the insertion
(Brukner & Khan 2012).

According to Chang (2010), treatment of AT
should always involve a RICE (Rest, Ice, Compression and Elevation) approach. Furthermore,
Barry (2010) stressed that early intervention will
avoid long-term injury. Although different treatment modalities (see Table 2) have been
researched (Silbernagel et al. 2011), there is an
overall consensus that eccentric exercise is the
optimal treatment (Acharya et al. 2010; Chang
2010; Norris 2011). MacAuley (2007) explained
that further treatment should encompass functional rehabilitation and correcting predisposing
factors, while Barry (2010) emphasized a modification in routine. A surgical solution should
only be regarded as a last resort (MacAuley
2007).
In traditional Chinese medicine (TCM), pain,
swelling and constrained movement pertain to Bi
syndromes. The Chinese character of ‘‘Bi’’
denotes a blockage or obstruction, and in these
cases, pathogenic factors such as Wind, Damp,

Table 2. Treatment modalities in Achilles tendinopathy (Acharya et al. 2010; Norris 2011; Kenny & Wright 2013)
Treatment

Rationale

Eccentric exercise therapy

Exercise aiming to increase the tensile strength of the tendon by subjecting it to active lengthening and
high-tensile forces
Prepares the Achilles tendon for rapid unloading
This form of therapy has been used for over 30 years and is effective for 60–90% of patients with Achilles
tendinopathy

Orthotics

Devices that help to support muscles and relieve tendon stress (e.g. heel pads)

Extracorporeal shockwave Sound waves are passed through the skin to the Achilles tendon
therapy
Research is conflicting, but there is some optimism about this treatment
Side effects can include local reddening of the skin and aching muscles
Autologous blood injection Injection using the patient’s own blood is believed to encourage cell growth to help in tendon repair
This is a specialist treatment offered alongside eccentric exercise
Glyceryl trinitrate patch

Although results in combination with eccentric exercise therapy are encouraging, these patches can cause side
effects such as headaches

Steroid injection

A low concentration of hydrocortisone and bupivacaine hydrochloride, together with a high volume of saline,
is injected locally, guided by an ultrasound scan
Treatment is intended to decrease pain and increase functionality when eccentric exercise therapy has failed
There is a risk of further tendon damage and even rupture
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Cold and Heat attack the channels (Cheng 2005).
Pain is the classic symptom of all Bi syndromes,
although the condition varies depending on
whether it is Shi or Xu in nature. Maciocia
(2005) stated that Shi types of this syndrome are
indicative of obstruction, and that Xu pain signifies impaired nourishment of the Jing Luo
(meridians), muscles and tendons. Furthermore,
Bi syndromes are categorized into four types:
Wandering Bi, which is instigated by Wind;
Painful Bi, which is triggered by cold; Fixed Bi,
which is produced by damp; and Heat Bi, which
is caused by an accumulation of Heat (Bing &
Hongcai 2011).

Case report
Background
A 41-year-old mother of three children presented
with acute pain and rigidity in her right Achilles
tendon. She described the pain as intense and
stabbing, with fixed localization, and scored it as
4/10 on a visual analogue scale (VAS).
The subject ran on alternate days to train for
the London Marathon. Enduring the cold, drizzling weather aggravated her injury; however,
when she retired indoors, the warmth alleviated
the pain and stiffness. During the night, the pain
increased, but it improved during the day upon
movement. Although the subject reported feeling tired, her energy levels were reported as 8/10
on a VAS.
She had been inspired to attend an acupuncture clinic after reading an article that she had
read about UK gold medallist, Paula Radcliffe,
who employed acupuncture on a regular basis to
sustain her running career. The subject’s overall
objective was to prevent the injury from deteriorating. She reported feeling thirsty at night and
had experienced night sweats. She described
herself as a cold person, and therefore, preferred
heat. Her urine was described as normal, but she
regularly experienced dry stools and occasional
constipation. The subject’s tongue had a thin
white coating and her pulse was string-taut.
When written consent had been acquired, palpation of the site of the injury revealed no apparent
heat or redness. Therefore, the syndrome was
diagnosed as Painful Bi that was Cold in nature.
 2013 Acupuncture Association of Chartered Physiotherapists
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management
According to Thambirajah (2010), in TCM, a
blockage or obstruction indicates stagnation of
Qi and Blood in the channels as a result of an
invasion of pathogenic factors. Bi syndromes
typically give rise to pain, swelling and restricted
movement. Furthermore, Cheng (2005) corroborated the theory that, if the body is weak,
climatic factors invade it through the skin. After
the skin has been penetrated by Wind, Cold,
Damp or Heat, the channels are then attacked,
resulting in a blockage, and thus, preventing the
circulation of Qi and Blood. In more severe
cases, the Zang Fu organs are attacked (Maciocia
2005).
Shi patterns are caused by Wind, Cold and
Damp, which are typically characterized by an
initial stabbing pain. On the other hand, Xu
patterns are synonymous with the impaired functioning of the Zang Fu organs, resulting in a
deficiency of Qi and Blood (Thambirajah 2010).
The present subject was training every other
day, and the impact of running on inflexible
tarmac in wet, cold conditions created a painful
obstruction in her right Achilles tendon. The
treatment plan primarily aimed to decrease the
stabbing pain by using Ah Shi points and acupuncture points situated very near to the injured
site (Lü 2008).
There has been a recent attempt to standardize
an acupuncture protocol for AT (Kishmishian et
al. 2012). The authors discussed the herringbone
needling technique, and described the use of nine
or 12 needles inserted directly into the Achilles
tendon. The hypothesis that this treatment was
based on included improving blood flow and
oxygenation in order to achieve a positive effect
on the healing response.
Although the present subject’s pain was categorized as having an acute onset, the overall
treatment plan employed a holistic approach. For
example, thirst, night-time sweating, dry stools
and a thin white coating on the tongue signify
deficiency types. Cold injures the Kidneys: Kidney Jing specifically nourishes bones and marrow. A deficiency will mean that the tissues are
not nourished, causing limited movement.
Equally, Spleen Qi must ensure that adequate
nourishment is given to the muscles. Moreover,
the Liver controls the tendons and is responsible
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for the smooth flow of Qi throughout the body.
It is associated with the storage of Blood, and
hence, it releases the Blood required to nourish
the tendons and the muscles during exercise
(Maciocia 2005). Kunlun Mountain [Bladder
(BL) 60], which is a Heavenly Star point, is
located on the posterior border of the Achilles
tendon (Bladder channel) (Fig. 1). Bladder 60 is
an acupuncture point that is commonly used for
relaxing and strengthening the sinews, and it is
frequently employed in the treatment of ankle
pain. Furthermore, Kunlun Mountain is noted
for its dual ability to activate the Bladder channel
and relax the sinews (Deadman & Al-Khafaji
2007).

Figure 1. The Bladder meridian: (BL) Bladder point.

Treatment
The subject’s 4-week course of treatment is
outlined in Table 3.
The aims of the first treatment were to clear
the channel, alleviate the pain in the tendon and
free the flow of Qi. The treatment plan ensured
that the subject was warm and comfortable. One
pillow and one bolster supported her in the
prone position. The practitioner stayed with her
throughout the hour-long duration of the
session. Altra needles (0.25  25 mm) (Jiansu
Shenli Medical Production Co. Ltd, Changzhou,
China) were used for all acupuncture treatments.

Table 3. Summary of the four weekly acupuncture sessions: (BL) Bladder; (LI) Large Intestine; (KI) Kidney; (GB) Gall Bladder; (SP)
Spleen; (LR) Liver; and (VAS) visual analogue scale
Acupuncture
points

Depth and angle of
needle insertion (mm)

Time (min) De Qi Stimulation

Treatment 1
Ah Shi (right)
5 (herringbone technique) 20
BL60 (bilateral) 5 (perpendicular)
Treatment 2
Ah Shi (right)
5 (herringbone technique) 20
BL60 (bilateral) 5 (perpendicular)
LI4 (bilateral)
5 (perpendicular)

Adverse Outcomes
events

Yes

Tonification None

Ankle felt less tight, but no reduction in pain
No increase in pain levels

Yes

Tonification None

Pain reduced (VAS=2/10)
More mobility in the ankle

Treatment 3
Ah Shi (right)
BL60 (bilateral)
LI4 (bilateral)
KI3 (bilateral)
GB34 (bilateral)

5
5
5
5
5

(herringbone technique) 20
(perpendicular)
(perpendicular)
(perpendicular)
(perpendicular)

Yes

Tonification None

Pain reduced (VAS=1/10)
More mobility in the ankle

Treatment 4
BL60 (bilateral)
LI4 (bilateral)
KI3 (bilateral)
GB34 (bilateral)
SP6 (bilateral)
LR3 (bilateral)

5
5
5
5
5
5

(perpendicular)
(perpendicular)
(perpendicular)
(perpendicular)
(perpendicular)
(towards KI1)

20

Yes

Tonification None

Pain free
Able to return to exercise regime
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Herringbone needling technique (Kishmishian
et al. 2012) was employed. This involves six
needles ‘‘flanking’’ the Achilles tendon, three on
each side. Ah Shi points (tender spots) were
selected for this form of acupuncture treatment.
Most commonly used for pain, Ah Shi points
elicit ‘‘good pain’’. Bladder 60, which alleviates
pain and activates the Bladder channel, was also
employed. This relaxes sinews, and is a local
point for the ankle that is used to treat pain in
this region.
During the second session, the prescription of
herringbone technique and BL60 was repeated,
and the treatment aims remained the same. Large
Intestine (LI) 4 was added after the practitioner
ensured that the subject was not pregnant, since
this point is contraindicated during the antenatal
period. A distal point, LI4 is used to alleviate
pain in the sinews.
Herringbone technique, BL60 and LI4 were all
employed again during the third session, and the
treatment aims remained the same as those of
the previous 2 weeks. Kidney (KI) 3, the ShuStream and Yuan-Source point of the Kidney
channel, was added. This point nourishes Kidney
Yin, and is used to treat swelling and pain in the
ankle and heel. Gall Bladder (GB) 34, which is a
He-Sea and Earth point for the Gall Bladder
channel, was also included. This is the master
point for the sinews that alleviates pain. It is
employed to treat contraction of sinews of the
foot, and stiffness and tightness. Gall Bladder 34
is also useful in the treatment of Cold painful
obstruction.
The fourth and final treatment employed
methods that were intended to sustain: Kidney to
nourish Yin, and the bones and marrow; Spleen
to nourish Yin and Blood, and the muscles; and
Liver to nourish the sinews. The other aims of
the treatment remained clearing the channel,
alleviating tendon pain and freeing the flow of
Qi. The subject now adopted the supine position. Bladder 60, LI4, KI3 and GB34 were used
again, and Spleen (SP) 6, the meeting point of
Spleen, Liver and Kidney channels, was added.
This latter point tonifies Spleen, harmonizes
Liver, tonifies Kidney and invigorates Blood.
Liver (LR) 3, a Shu-Stream and Yuan-Source
point that nourishes Liver, Blood and yin, was
also included in the treatment. This is used to
treat cold sensations in the feet and promotes the
 2013 Acupuncture Association of Chartered Physiotherapists

free flow of Qi. It was needled in the direction of
KI1 (Deadman & Al-Khafaji 2007).

Discussion
Acupuncture can promote an increase in the
supply of blood to a specific area, and in the
present case, this was the subject’s ankle. By
promoting blood flow through the body, a
greater amount of oxygenated blood reaches the
vital organs, ultimately stimulating the healing
process (Baldry 2005). Therefore, tight, muscular
restrictions can be safely released. Many authors
cite Kunlun Mountain (BL60) as an influential
acupuncture point for AT. Furthermore, Lü
(2008) advocated other heel points, such as KI6,
KI7, BL61, BL62, GB39, GB40 and SP5. The
4-week treatment plan succeeded in diminishing
the subject’s pain; however, it was suggested that
she should extend the duration of the treatment
to allow for electroacupuncture sessions.
The 4-week treatment regime presented an
ethical dilemma for the practitioner (A.M.): giving aftercare advice is important in any caring
profession; however, how does a marathon runner refrain from excessive training? Foremost in
the practitioner’s mind was her ethical responsibility of duty of care; the fact was that the subject
would continue to injure herself by training.
Does a practitioner have a right to insist that a
patient implements the advice that he or she has
been given? The answer lies in our ethical
framework. Stone (2002) stated that, as practitioners, we have to remain professional, nonjudgemental and non-discriminatory.
In the context of healthcare, it was interesting
to reflect on the present subject’s reasons for
pursuing acupuncture treatment. Her idol, an
Olympic runner, underwent acupuncture on a
regular basis. Moreover, The Beijing Olympic
Village employed acupuncturists to provide a
service so that all athletes had the opportunity to
use this modality for preventative measures, thus
reducing the occurrence of injury (Healthy News
2008). Rather than sitting in judgement about
how much harm athletes inflict upon themselves,
perhaps acupuncturists could be more involved
with the process of preventing injuries. Additionally, networking with practitioners of other disciplines, such as a coach, a podiatrist and a
physiotherapist, could address factors contribut91

Kunlun Mountain and Achilles tendinopathy
ing to the problem, such as muscle control
issues, biomechanics, technique and footwear.

Conclusion
According to Morris (2010), although the Achilles tendon is strong, it receives a limited supply
of blood, predisposing it to injury. Injuries
related to AT are increasing because of the
general public’s renewed interest in sport, and
consequently, this condition is now perceived as
a major medical problem (Norris 2011). Achilles
tendinopathy is defined as a syndrome that
involves tendon pain, and associated localized
sensitivity and swelling. Furthermore, degeneration of the tendon occurs in both acute and
chronic cases. In TCM, the condition is characterized as a Bi syndrome of the foot; however,
Lü (2008) revealed that it is often accompanied
by Kidney deficiency. A 4-week treatment regime
resulted in a safe and effective outcome for a
marathon runner who was training for the
London Marathon. Kunlun Mountain (BL60),
an influential ankle point, was utilized throughout the acupuncture regimen, which culminated
in a reduction in pain (Baldry 2005). However,
preventative measures were also explored with a
long-term objective in mind.
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CASE REPORT

Acupuncture for the treatment of chronic
constipation in children: a traditional Chinese
medicine approach
E. Lee & E. Rickards-Tilley
The London Children’s Acupuncture Clinic, The Hale Clinic, London, UK

Abstract
This paper describes the treatment of a 32-month-old male who had suffered from idiopathic
chronic constipation for the past 2 years. In this case, traditional Chinese medicine (TCM)
theory was used when diagnosing and managing the patient. Points were chosen on the Bladder,
Stomach and Conception Vessel channels. Indirect moxibustion, dietary advice and tui na
massage were used in conjunction with acupuncture points. The subject was treated once a
week in the clinic and his parents continued with the massage therapy at home. Two treatments
resulted in the relief of the constipation, with the boy opening his bowels daily, but during the
night. Four treatments resulted in his bowels opening daily during the day. This case study
provides some evidence to support the use of acupuncture in the treatment of chronic
constipation. Furthermore, several papers in the literature confirm the validity this approach,
and these also highlight the difficulties found in the conventional medical setting when treating
this condition. Therefore, it would appear that acupuncture is a valid treatment option for
chronic constipation.
Keywords: acupuncture, children, constipation, moxibustion, tui na.

Introduction
The National Collaborating Centre for Women’s
and Children’s Health (NCCWCH) guidelines
for the management and treatment for childhood
constipation state that it is a common condition
with a prevalence of approximately 5–30% in the
UK child population, depending on the diagnostic criteria used (NCCWCH 2010). The guidelines go on to explain that the condition becomes
chronic (i.e. lasts for more than 8 weeks) in more
than one-third of patients. According to Rubin &
Dale (2006), constipation accounts for 25% of a
paediatric gastroenterologist’s cases, and it is one
of the 10 most common problems seen by paediatricians. A US study by Liem et al. (2009)
Correspondence: E. Rickards-Tilley, The London
Children’s Acupuncture Clinic, The Hale Clinic,
7 Park Crescent, London W1B 1PF, UK (e-mail:
info@londoncac.co.uk).
 2013 Acupuncture Association of Chartered Physiotherapists

suggested that the cost of health resources for
children with constipation is estimated to be
around $3.9 billion a year.
Despite the fact that constipation has been
identified as one of the most common child
health problems, there appears to be no agreement in the conventional medical system on a
satisfactory course of treatment (Levitt & Pena
2013). This lack of understanding causes major
problems with regard to defining childhood constipation, establishing the aetiology of the condition and creating a succinct list of symptoms
since, ultimately, constipation is a symptom and
not a disease (Gouma et al. 2004). The exact
causes of constipation are also somewhat
unclear, but the NCCWCH (2010) guidelines
include factors such as pain, fever, a lack of
fluids, psychological issues, toilet training and
family history. Zaoutis & Chiang (2007) added
anatomical issues (i.e. a physical cause, such as
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imperforate anus), physiological conditions (i.e.
bodily processes that alter bowel motility, such as
hypothyroidism), and most commonly, functional problems (e.g. voluntary withholding of
stool).
The symptoms of constipation include infrequent or hard stools, but what are the normal
bowel habits of a child? Weaver & Steiner (1984)
considered the ‘‘normal’’ range in children aged
between 1 and 4 years to be from three motions
a day to one every other day, but bowel movements vary greatly between individuals and with
age (Zaoutis & Chiang 2007). The Bristol Stool
Scale developed in 1997 can help children to
describe what their motion is like because it
shows pictures of different types of stools (Miall
et al. 2012). As described by Scott & Barlow
(1999), traditional Chinese medicine (TCM) suggests that children up to the age of 7 years
should be passing a stool once a day, and for
babies, this should be up to three times a day.
Other symptoms of constipation include
abdominal distension, pain on defecation,
abdominal cramps, decreased appetite and urinary symptoms such as enuresis (Votroubek &
Tabacco 2010).
In TCM, the pathology of constipation for a
child of this age is understood to be either full or
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empty, and there are three patterns, excess,
deficient and intestinal cold from deficiency
(Scott & Barlow 1999). Interestingly, the TCM
patterns for constipation in adults are more
numerous, as listed by Maciocia (2005), highlighting the difference between treating children
and adults. The above author goes on to explain
that, when diagnosing conditions using TCM,
the clinical manifestations and relative strength
of the individual’s Qi are assessed in order
to determine whether the condition is one of
fullness or emptiness.
The aetiology of the full condition involves
overeating, providing foods that the child cannot
digest effectively, irregular feeding, weaning too
early and a lack of fluids. The symptoms will be
strong, but the children may appear to be healthy
and strong. However, they may also have accompanying problems, such as irritability, insomnia,
green nasal discharge and a swollen abdomen,
and constipation may alternate with diarrhoea.
All these symptoms are a result of the build up of
food, which overloads a delicate, developing
digestive system (Scott & Barlow 1999).
The aetiology of the empty condition involves
a long-term full condition, recurrent illness, a
poor constitution, a long and difficult birth with
anaesthesia, an anaemic mother and immunization. The symptoms will be weak, and the
children will appear weak, thin and pale. They
may also be prone to coughs and colds, and be
lethargic with a poor appetite. Stools will be
difficult to pass, but may not be hard, and the
children may be constipated for days at a time. In
such cases, the child is weak, and has no energy
or Qi for digestion and passing the stool (Scott
& Barlow 1999).
As well as the placement of acupuncture
needles, TCM offers other adjuvant therapies in
the treatment of paediatric constipation, such as
tui na massage and moxibustion. With a TCM
treatment plan, lifestyle choices, particularly diet,
are investigated during the initial consultation,
and advice is given when appropriate. For
example, Scott & Barlow (1999) recommended
that cow’s milk should be avoided by individuals
with constipation, which is in agreement with a
study carried out by Iacono et al. (1998) that
found that chronic constipation can be a manifestation of lactose intolerance. In cases such
as this, the patient is advised to cease the
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consumption of cow’s milk products. Interestingly, TCM and conventional management disagree when it comes to the consumption of
whole foods as a way to increase dietary fibre
and so aid digestion. Castillejo et al. (2006)
suggested treating constipation using cocoa husk
supplement, which is rich in fibre, whereas Scott
& Barlow (1999) classed whole foods as ‘‘unsuitable’’ because of the delicate nature of a child’s
digestive system. Loo (2009) agreed that diet is a
major factor in childhood constipation, and recommended avoiding excessively cold or hot
foods such as ice cream and overly spicy dishes.
Conventional treatment includes laxatives, diet,
exercise and encouragement (NCCWCH 2010).
In addition, stools softeners may also be
prescribed.

Case report
A 32-month-old male child with chronic constipation was brought to the present authors’ clinic.
He had suffered from this condition for the past
2 years since contracting a severe cold virus as
a baby. The subject’s parents had actively
researched other remedies for constipation, such
as the conventional use of Senokot and lactulose,
but these had not resolved their child’s condition
and they wanted to adopt a more natural and
holistic approach to treatment. The subject
would usually open his bowels every 2–3 days,
but could sometimes go without a bowel motion
for an entire week. When passed, the stools were
not unusually hard, but were generally long and
varied in colour.
A full TCM diagnosis was undertaken, which
includes questioning (the parents in the case of a
child), observation (of colours on the child’s
face, movements, behaviour, excretions from the
nose, ear and mouth, the finger vein, and the
tongue) and palpation (the lower back, abdomen, skin texture, glands and pulse). The results
of the diagnosis showed that the subject had a
pale face and tongue, and that his pulse lacked
strength. He was very quiet during the consultation and happy to sit on his parents’ laps.
Questioning the mother and father revealed that
the child had suffered from recurrent coughs and
colds. Furthermore, his diet was well balanced
and varied, but included whole foods such as
brown rice and cow’s milk products. As men 2013 Acupuncture Association of Chartered Physiotherapists

tioned previously, children find whole foods
difficult to digest (Scott & Barlow 1999). The
subject did not get thirsty and needed to be
reminded to drink, and therefore, a lack of fluids
could have been contributing to his constipation.
The recommended fluid intake for a child aged
between 1 and 3 years is 95 mL kg–1 day–1
(NCCWCH 2010). His parents had noticed that
the subject appeared to actively withhold: he
clenched his buttocks and gritted his teeth.
Active withholding of stool can be caused by fear
of pain or fear of the toilet, which then results in
a cyclical problem (Zaoutis & Chiang 2007).
Sometimes the subject did not want to go to bed
until 20:00 or 21:00 h, and was then tired during
the following day; however, no other contributing factors had been identified and there were no
known triggers for the condition.
After careful consideration of the information
obtained through the thorough diagnosis, it
became clear that the subject’s presentation was
more suggestive of the empty condition. It is
important to identify whether constipation is full
or empty since the treatments for these forms of
the condition are completely different (Maciocia
2005). Full constipation requires the moving of
Qi, which will result in the digestive system
reactivating. This is reasonably quick to take
effect, and may only require one or two treatments. Empty constipation requires tonifying the
digestive system, which takes longer because the
patient’s strength needs to be built up (Scott &
Barlow 1999).
In TCM, the Stomach is paired with the
Spleen (Maciocia 2005). The energy/Qi in these
paired organs appeared to be deficient, which
would cause the constipation. In addition, the
subject had been actively withholding stools, so
it was important to break this cycle and bring
energy/Qi to the rectum. The Stomach (ST) 36
(Zusanli) acupuncture point was chosen because
it is the He-Sea point of the Stomach channel. It
strengthens the Spleen and Stomach, and regulates the descent of Qi, promoting bowel function (Xiao & Mu 2000). Being the He-Sea point,
the Qi is in abundance at this spot and is
paramount in the treatment of empty patterns
(Maciocia 2005). Conception Vessel (CV) 12
(Zhongwan) was also chosen because it is the
Mu point of the Stomach, meaning that it
has a direct connection to the Stomach organ
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Table 1. Assessment and progress of the subject, acupuncture points and techniques used, and adjuvant treatment provided over five weekly
treatment sessions: (ST) Stomach; (BL) Bladder; and (CV) Conception Vessel
Assessment and progress
Session 1
Variable bowel motions,
2–7 days between movements
Session 2
Variable bowel motions,
2–7 days between movements
Session 3
Bowels opening daily, but during the night

Session 4
Bowels opening daily, but during the night

Session 5
Bowels opening daily during the day

Acupuncture points

Adjuvant treatment

ST36 (tonification technique)
BL57 (moving technique)
CV12 (moxibustion only)

Moxibustion at CV12;
tui na massage down the sacrum and abdomen,
and along the thenar eminence

ST36 (tonification technique)
BL57 (moving technique)
CV12 (moxibustion only)

As above

ST36 (tonification technique)
BL57 (moving technique)
CV12 (moxibustion only)

As above

ST36 (tonification technique)
BL57 (moving technique)
CV12 (moxibustion only)

As above

ST36 (tonification technique)
BL57 (moving technique)
CV12 (moxibustion only)

As above

(Marcus 2005). Bladder (BL) 57 (Chengshan)
was added to aid the flow of energy to the
rectum since it is used for other conditions
associated with the rectum, such as prolapse
(Maciocia 2005).
Needles are not retained in the treatment of
children, but are manipulated in specific ways
instead. In the present case, 0.22  13-mm,
sterile, stainless steel, single-use TeWa needles
were used (GMG Beratungs- und Beteiligungs
Verwaltungs GmbH, Pullach i. Isartal, Germany).
Acupuncture treatments were given weekly. To
begin with, ST36 was tonified bilaterally, and
BL57 was also needled bilaterally, using a moving
technique directed towards the rectum. Conception Vessel 12 was not needled; instead, a moxa
stick was held 2–3 cm above the point, which was
slowly ‘‘pecked’’ for 3–4 min, ensuring that the
child felt the warmth, but was not burnt. The
subject’s parents were taught to use tui na massage. This included massaging the abdomen and
sacrum on alternate days. In the clinic, tui na was
also applied to the thumb, moving from the tip to
over the thenar eminence.
Advice and lifestyle changes included dietary
modifications to remove dairy products and
whole foods that might be causing digestive
problems. As discussed by Flaws (2007), digestive weakness is common in infancy because of
the poor choice of foods for babies and children,
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and the over-consumption of sweet, fatty and
oily foods, wheat, dairy, and raw and cold foods.
The above author goes on to suggest foods such
as cooked vegetables, rice, chicken, turkey and
fish with a modicum of fruits, which should
preferably be cooked as well. Such foods should
ideally be prepared as soups and stews, and were
suggested to the subject’s parents since these
would not overly strain his Stomach and Spleen,
and would allow his digestive system to recover.
The importance of an adequate fluid intake was
also emphasized. Treatment proved effective,
and on reassessment at the third appointment,
the subject had started to open his bowels every
24 h. Unfortunately, this was occurring in the
night, which provides further evidence for the
withholding of the stool. By the fifth and final
treatment, he was able to pass a stool every 24 h
in the daytime. The boy was very proud of
himself and his parents were delighted.
Table 1 lists the acupuncture points used and
the adjuvant treatment given at each weekly
session.

Discussion
The present subject improved relatively quickly.
Reports of conventional treatment suggest that a
much longer response time is normal; for
example, Afzal et al. (2011) stated that only
 2013 Acupuncture Association of Chartered Physiotherapists
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50% of children will be cured after a year of
treatment. Scott & Barlow (1999) described at
least 10 treatments as being needed typically
since the body’s energy needs to build up gradually. The more deficient a child’s energy is, the
more treatment is required. In the present case,
the subject’s parents were cooperative with the
dietary changes and keen to continue the massage at home, which may have improved their
son’s response to the treatment. Traditional
Chinese medicine diagnostic techniques include
observation of a child’s energetic state through
looking and feeling, which may lead to some
degree of subjectivity between practitioners.
Therefore, being able to give an exact prognosis
and estimate the number of treatments required
to relieve the symptoms can be difficult.
The lack of literature on research into the
treatment of childhood constipation with acupuncture is also an issue. As a result of the poor
quality of current studies, Li et al. (2012) are in
the process of carrying out a large-scale trial in
adults that aims to assess the efficacy of acupuncture for this common condition. Interestingly,
their trial is concentrating on four main points,
ST25, BL25, Large Intestine 11 and ST37, which
are different from those used in the present case.
There are many points that assist bowel function
and the choice is narrowed down depending
on the diagnosis. Birch (2011), in discussing
Japanese-style acupuncture, mentioned several
different diagnoses that entailed many different
points. Scott & Barlow (1999) offered a much
simpler choice, involving just two patterns and a
few point options, including ST36, which is
essential in all deficient cases (Maciocia 2005).
This highlights one of the main difficulties
encountered when carrying out research using
acupuncture. Because TCM is an individual diagnosis and treatment system, more randomized
controlled trials need to be carried out in this
area. This lack of research is echoed in conventional medicine: a paper by Van Wering et al.
(2012) clearly demonstrates the paucity of welldesigned trials investigating the use and safety of
laxatives in children.
A study carried out by Culbert & Banez (2007)
suggested that many children are only partially
responsive to conventional medical treatment for
constipation, and therapies such as acupuncture
are often helpful and well accepted by such
 2013 Acupuncture Association of Chartered Physiotherapists

patients and their families. Borowitz et al. (2005)
went further, suggesting that treatment using
medical intervention with laxatives was variable,
and that after 2 months of conventional treatment using laxatives and stool softeners,
nearly 40% of children remained symptomatic.
The effectiveness of conventional medical
approaches was further questioned by Pijpers
et al. (2009), who found that there is limited
evidence to support the use of laxatives for
constipation. In contrast, Jin et al. (2010) concluded that acupuncture is effective in the treatment of chronic constipation. In their study, 90
cases were treated and the results showed a total
effectiveness rate of 67.7%. Broide et al. (2001)
were in agreement, describing acupuncture as a
successful treatment option for children. Seventeen chronically constipated children were given
five weekly placebo acupuncture sessions followed by 10 weekly true acupuncture sessions.
The results showed a significant improvement in
the bowel habits of these children after the 10
true acupuncture sessions.
Anders et al. (2012) evaluated the treatment of
hospital-induced constipation in children using
acupuncture. Ten participants were treated with
acupuncture before laxative therapy was to be
considered. The above authors found that the
use of acupuncture was feasible and acceptable,
and no side effects were reported. All 10 children
recovered without the use of conventional treatment. Du et al. (2012) also reported the positive
effects of acupuncture therapy after reviewing 15
papers involving 1052 patients, but clearly stated
that there was a need for further high-quality
studies with larger sample sizes in order to
confirm their conclusions.

Conclusion
A review of the available evidence and the
successful outcome described in the present case
study suggest that acupuncture is an effective
treatment option for childhood constipation.
There is a need for more studies comparing
conventional treatment and acupuncture in this
group of patients.

Disclaimer
It should be highlighted that the treatment of
children with acupuncture must only be carried
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out by those who have undergone appropriate
training and are qualified to do so because this is
a specialized type of TCM.
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CASE REPORT

Pericardium 7 (Da Ling) for the treatment of
heel pad pain
T. Lewis
Aintree University Hospital, Liverpool, UK

Abstract
Heel pad pain can affect both physically active and sedentary individuals alike. This pathology
often has an unclear aetiology and can be very disabling. The Pericardium 7 (Da Ling)
acupuncture point is said to have specificity for heel pain. This point was successful in
providing pain relief when added to a locally applied acupuncture prescription during the
treatment of a patient with heel pad symptoms. The assessment, clinical reasoning, treatment
process and outcome are outlined in this case report.
Keywords: acupuncture, Da Ling, heel pad, pain, Pericardium 7.

Introduction
Heel pain in adults can be caused by a variety of
osseous, soft-tissue and systemic disorders. The
heel pad is located directly beneath the calcaneus
(Fig. 1) and acts as a hydraulic shock-absorbing
layer (Aldridge 2004). It is a unique structure
within which dense strands of fibrous tissue
form cone-shaped or circular septa that enclose
closely packed fat cells (Prichasuk 1994).
Atrophy of the fat pad as a result of ageing
(>40 years) or obesity has been reported to
cause heel pad pain (Tu & Bytomski 2011). Yi et
al. (2011) stated that this is caused by a loss of
elastic tissue, water and collagen, which reduces
the shock-absorbing capabilities of the pad; however, at least one investigator has observed a
thicker fat pad in symptomatic individuals (Prichasuk 1994). Heel pad pain is often misdiagnosed as plantar fasciitis (PF), but it is located on
the plantar aspect of the heel rather than on the
medial calcaneum, as is typical in PF (Tu &
Bytomski 2011). Heel pad pain tends not to
radiate to the toes and does not worsen with the
Correspondence: T. Lewis, Aintree University Hospital,
Lower Lane, Liverpool L9 7AL, UK (e-mail:
trevor@tlewis10.fsnet.co.uk).
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windlass test, during which toe dorsiflexion can
increase the pain of PF (Aldridge 2004).
Common treatments for heel pad pain include
rest, ice, heel cups, footwear alteration and taping (Tu & Bytomski 2011). Acupuncture treatment is also used for heel pain and usually
consists of two approaches: local points or a
distant single acupuncture point. The Pericardium 7 (PC7) acupuncture point (Da Ling),
which has specificity for other conditions such as
stomach pain and headache, has also been
reported to be specific for heel pain (Zhang et al.
2011). Furthermore, Lian et al. (2005, p. 196)
stated that this point also has clinical applications
in the treatment of pectoral angina, thoracic
bloatedness, psychosomatic disorders and epileptic fits.

Case report
Subjective examination
An otherwise healthy 43-year-old female presented for assessment. She had a 7-month history of bilateral plantar heel pain that was made
worse by walking and eased by sitting. The
subject scored her pain as 6/10 on a visual
analogue scale (VAS). There was no specific
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was no tenderness of the medial calcaneal tuberosities, but she reported that both heels felt
‘‘bruised’’ on the plantar aspect. Ankle dorsiflexion was limited by gastrocnemius tension
bilaterally. Local muscle testing and tendon palpation were unremarkable. The ankle pulses were
easily palpable. Lumbar and sacro-iliac joint
assessment was unremarkable.
Clinical diagnosis
There had been no precipitating injury, there
were no clinical signs suggestive of PF and
radiographs had ruled out any bony pathology.
Along with the site and quality of the tenderness,
the age of the subject, and her documented
weight gain, the patient’s symptoms were entirely
consistent with heel pad pain.

Figure 1. A normal heel in a 42-year-old female: the
heel pad (HP) is shown in relation to the plantar fascia
(PF), the calcaneum (C) and the Achilles tendon (T);
the asterisk indicates a high signal from fat; the arrows
denote how the heel fat pad extends upwards behind the
tendon and that its fibrous septa are attached to it
(reprinted with permission from Shaw et al. 2008).

injury to either heel, but she felt that her symptoms were linked to the impaired mobility and
subsequent weight gain associated with bunionectomy surgery to her left big toe that she had
undergone 12 months previously.
X-rays of both feet taken 4 weeks earlier had
been requested by the subject’s general practitioner and had been reported to be normal. The
patient was not experiencing heel stiffness in the
morning or following rest, and she was not
suffering from low back pain or paraesthesia.
The subject’s symptoms were absent at night and
when she was not weight-bearing. There was no
cardiovascular or rheumatological history, and
no markers for spondyloarthropathy. There were
no red flags.
Objective examination
The subject stood with both calves in external
rotation, and her lower limbs were neurologically
intact with no signs of nerve root tension. There
102

Advice
Following the initial assessment, the subject was
prescribed
calf-stretching
exercises
and
instructed to order specific shock-absorbing heel
pads, which she did that day. In order for the
stretches to have time to take effect, she was
advised to return for treatment 2 weeks later.
Treatment
The course of seven weekly treatments, including
five sessions of acupuncture, is summarized in
Table 1. Classic Plus sterile acupuncture needles
(HMD Europe Ltd, London, UK), which are
disposable copper-handled steel needles with
guide tubes, were used for all treatments, in
which each needle was manually stimulated for
30 s every 5 min.
Treatment 1. The insoles that the subject had
ordered arrived 2 days after the initial assessment. She found that these were comfortable
and had been wearing the insoles for the intervening period of 12 days. The subject stated that
she had been doing her calf stretches three times
a day, as directed. She also said that her VAS
score had ‘‘possibly’’ improved because it was
now fluctuating between 6/10 and 5/10.
The first treatment consisted of soft-tissue
release techniques to both calves and ultrasound
therapy to both heel pads. The possibility of the
usage of acupuncture treatment was discussed
 2013 Acupuncture Association of Chartered Physiotherapists
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Table 1. Summary of the acupuncture treatment sessions using the Standards for Reporting Interventions in Controlled Trials of
Acupuncture guidelines (MacPherson et al. 2010): (PC) Pericardium
Acupuncture technique

Needle size (mm)

Needle depth (mm)

De Qi

Treatment
time (min)

Treatment 1
‘‘Star’’ technique (bilateral)*

0.2  25

10

Yes

15

Treatment 2
‘‘Star’’ technique (bilateral)

0.2  25

10

Yes

20

Treatment 3
‘‘Star’’ technique (bilateral)

0.2  25

10

Yes

25

Treatment 4
‘‘Star’’ technique (bilateral)
PC7 (bilateral)

0.2  25
0.2  13

10
5

Yes

25

Treatment 5
‘‘Star’’ technique (bilateral)
PC7 (bilateral)

0.2  25
0.2  13

10
5

Yes

30

*Western approach: ‘‘star’’ technique to both heels using four needles (see Fig. 2).

for the next session if her symptoms did not
improve and the subject stated that she was
agreeable to this.
Treatment 2. The subject had continued to use
her insoles, but stated that there was ‘‘not a
huge improvement’’ in her condition, although
her VAS score had settled at 5/10. Her dorsiflexion range was now normal bilaterally, and
although there was no remaining gastrocnemius
tension, it was suggested that she maintain the
prescribed stretches in order to reduce the risk of
recurrence.
Acupuncture treatment was commenced using
four disposable steel needles (0.2  25 mm),
which surrounded the heel pad territory in a
‘‘star’’ arrangement (see Fig. 2) bilaterally for
15 min. Each needle was inserted to a depth of
10 mm in order to obtain De Qi and was
manually stimulated. As a result of the author’s
experience of having needled other patients
using this technique, the subject was warned that
her heels could potentially be quite painful for
several days after acupuncture, and as a precaution, she was advised to reduce her weightbearing activities as much as was practical during
this period.
Treatment 3. The patient had experienced 2 days
of increased bilateral plantar heel tenderness
after the previous session, but was pleased to
report an ensuing improvement in her symptoms
and a reduction in her VAS score to 2/10. The
acupuncture treatment was repeated, but this
time for 20 min with manual stimulation.
 2013 Acupuncture Association of Chartered Physiotherapists

Treatment 4. No further improvement was noted
by the subject. Her VAS score had plateaued at
2/10. Her exercises were checked and the acupuncture treatment was repeated, but this time
for 25 min with manual stimulation.
Treatment 5. Once again, no further improvement was reported by the subject and her VAS
score remained 2/10. The original acupuncture
prescription was repeated, but this time the PC7

Figure 2. ‘‘Star’’ needling technique used for heel pad
pain.
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Discussion

Figure 3. Acupuncture point Pericardium 7 (Da Ling)
marked with a black dot.

acupuncture point (see Fig. 3) was added bilaterally for 25 min. Both PC7 points were needled
with disposable steel needles (0.2  13 mm) to
a depth of 5 mm in order to produce De Qi, and
then manually stimulated every 5 min as the
needles in the heel were.
Treatment 6. No adverse effects were noted
following the needling of new points. The
subject’s VAS score fell to 1/10. The heel and
bilateral PC7 acupuncture prescription was
administered for 30 min with manual
stimulation.
Treatment 7. The subject was pleased to report
that she was now free of pain. A telephone
review was arranged for 4 weeks later. The subject stated that she would prefer not to have to
wear the insoles indefinitely, and therefore, she
was allowed to wean herself gradually from using
these, provided that her pain did not return.
At the 1-month telephone review, the subject
reported that she remained free of pain, was
continuing with her calf stretches several times a
week and was managing well without her insoles.
The subject was discharged.
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It is possible that a continuation of the original
treatment plan for this subject (i.e. manual
therapy, orthotics and electrotherapy) might
have yielded a satisfactory clinical outcome. Similarly, persisting with the heel acupuncture prescription might have produced a good effect in
time, although this seems unlikely given that
there had been a plateau in improvement over
several treatment sessions. For this reason, it was
deemed to be clinically reasonable to add PC7 to
the subject’s acupuncture prescription, although
the documented specificity of this point (Zhang
et al. 2011) dictates that it could have been used
in isolation. It is possible that different needle
dimensions and an alternative application technique could have produced different responses.
A number of mechanisms have been proposed
to explain how acupuncture works, and the gate
control theory and the endogenous release of
opioids (i.e. the diffuse noxious inhibitory control mechanism) have been offered as rationalizations of the analgesic effect of this treatment
modality (Madsen et al. 2009). Although the
physiological effects of acupuncture are only
partially understood, these are suggested to be
inadequate to explain the specificity of acupuncture points (Zhang et al. 2010).
Zhang et al. (2011) stated that PC7 has specificity for the treatment of heel pain. Zhang et al.
(2010) reported the effect of needling this point
in a randomly assigned patient cohort with heel
pain (n=28) in a study that involved a control
group receiving acupuncture at Large Intestine 4
(Hegu). Significant improvements in pain scores
were seen at one month for both pain and
algometry in the PC7 group. Large Intestine 4
was chosen as a control acupuncture point
because it has been reported to have general
analgesic properties and lies close to PC7
anatomically.
During gestation, the limb buds initially reside
in the saggital plane, and then, at week 7, the
upper limb buds rotate laterally 90 while the
lower ones rotate medially 90 (Moeckel & Mitha
2008, p. 341). Therefore, it is possible that the
plantar aspect of the heel and the anterior aspect
of the wrist may share a vestigial neurophysiological link, which could explain the specificity
of PC7 for the treatment of heel pain. Functional
 2013 Acupuncture Association of Chartered Physiotherapists
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brain imaging studies may provide an explanation for the neural interconnections that underpin the specificity of acupuncture points (Zhang
et al. 2011).

Conclusion
The response of the present subject suggests that
PC7 is a straightforward, safe and effective
method of treating heel pad pain with acupuncture. Local acupuncture points were also used in
her prescription, along with orthotics, stretches
and some initial electrotherapy, but there is
evidence in the literature that PC7 can be used in
isolation for the treatment of heel pain.
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Conference poster abstracts

Introduction
The 2013 AACP Annual Conference once again
gave members an opportunity to listen to some
excellent and internationally recognized speakers,
participate in workshops, and of course, network. The posters at Conference provided delegates with early access to the latest findings
from audits and surveys, and presented studies
that are still in progress.
I am sure that many more of you are involved
with audits, surveys and research studies, so why
should you consider preparing a poster for our
Association’s 2014 Conference?
Displaying a poster gives you the opportunity
for one-to-one discussion with fellow AACP
members about how you carried out your project
and how you could develop it in the future.
Posters take less time to put together than a full
paper and allows you the chance to get feedback
before writing up your findings for a journal.
Helen Oakes
Clinical Editor

Pain and loss of physical
function in patients with nonspecific neck pain: a prospective
randomized study comparing
patients treated with acupuncture
and Maitland mobilizations
Introduction
Cervical spondylosis is the most common cause
of neck pain, and there is often a poor correlation between X-ray images and presenting
symptoms (Grady et al. 2002). The pain caused
by cervical spondylosis is often classed as ‘‘mechanical or non-specific’’, and characterized by
chronic dull pain and stiffness of the neck
(Sari-Kouzel & Cooper 1999).
Objective
The overall aim of the present research was to
compare acupuncture and Maitland mobilizations, two commonly used physiotherapy
 2013 Acupuncture Association of Chartered Physiotherapists

treatments for relieving neck pain and its debilitating effect on function.
Methods
Eligible patients included those aged between 18
and 90 years with a diagnosis of non-specific
neck pain/cervical spondylosis of at least
6 weeks in duration.
In the acupuncture treatment, specific standard points were needled along the Bladder
meridian, which involves the C2 to T1 cervical
facet joints, including Gall Bladder 20 bilaterally.
Distal points included Large Intestine (LI) 4
bilaterally. Twelve points were used in the
majority of cases, and the needles were kept in
situ for 20 min.
For Maitland mobilizations, postero-anterior
central pressures or unilateral pressures on the
facets of the cervical spine between C2 and C7
were initially used to address pain at Grade 2 or
stiffness at Grade 3. Only symptomatic segments
from C2 to C7 were treated, and the mobilizations lasted for a maximum of 3 min each.
Results
Table 1 summarizes the results.
Student’s t-test for independent group samples
and equality of means was used to compare the
effectiveness of the two treatments. There was
no statistically significant differences between the
two groups in terms of either pain scores on the
Numeric Rating Scale (P=0.800) or function
scores on the Neck Disability Index (P=0.900).
Table 1. Percentage of patients with clinically significant reductions in Numeric Rating Scale (d 2 points; Gross et al. 2002) and
Neck Disability Index scores (d 5 points; Vernon & Mior 1991)
after a course of six treatments
Intervention

Number of
patients

Percentage
improvement

Numeric Rating Scale
Mobilization
Acupuncture

13/15
11/15

86%
73%

Neck Disability Index
Mobilization
12/15
Acupuncture
11/15

80%
73%
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A Pearson product-moment correlation coefficient test was used to evaluate the relationship
between the pain and function scores. In both
interventions, a strong positive correlation
(P=0.001) existed between the decrease in neck
pain and the improvement in the upper limb
function of the participants.
Conclusion/clinical relevance
Acupuncture and manual mobilizations are
equally effective for the relief of neck pain in the
short term. There is a strong correlation between
the decrease in neck pain and the subsequent
improvement in upper limb function of patients
who undergo both treatments.
Julie Longson
University Hospital of South Manchester NHS
Foundation Trust
Manchester
UK
E-mail: Julie.Longson@uhsm.nhs.uk
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Electroencephalography and
eye blink response to
different acupuncture
modalities: preliminary
results from four pilot
studies
Introduction
Electroencephalography (EEG) records electrical activity on the scalp, and is useful for investigating rapidly changing cortical brain states.
Eye blink rate (EBR) is a marker for central
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dopamine function, and is also inversely correlated with parasympathetic activity (Kojima et al.
2002). Electroacupuncture (EA; Mayor 2007)
and transcutaneous electrical acupoint stimulation (TEAS; Chen et al. 2008) are methods of
providing acupuncture-like stimulation.
Objective
The aim of this study was to determine whether
EEG and EBR responses vary as a result of: (1)
the acupoints stimulated; (2) the duration of the
stimulation; (3) the treatment modality, i.e.
manual acupuncture (MA), EA or TEAS; and
(4) the stimulation frequency, i.e. 2.5 or 10 Hz.
Methods
Four pilot studies following standard procedures
(Kropotov 2009) monitored EEG activity either
before and after, or during ‘‘strong but comfortable’’ EA and TEAS at various combinations of
LI4 and Stomach (ST) 36. Eye blink rate was
calculated from EEG artefacts (Joyce et al. 2004).
Statistical computation was carried out using the
IBM SPSS Statistics Version 20 (IBM Corporation, Armonk, NY, USA) and Microsoft Excel
Version 14 (Microsoft Corporation, Redmond,
WA, USA) computer software packages.
Results
Unexpectedly, the relative spectral power (RSP)
of the EEG, i.e. the electrical power at each
measurement electrode in the delta (1.5–4.0 Hz)
to gamma (35–45 Hz) frequency bands,
appeared to follow very specific patterns: Stimulation on the right resulted in greater EEG RSP
than on the left, and stimulation of ST36 (bilateral) resulted in greater EEG RSP than at LI4
(bilateral).
In addition, EBR increased more with 20 min
of EA than only 5 min, increased more with EA
than MA and decreased following EA.
Furthermore, blinks occurred with less delay
following stimulation with 10-Hz TEAS pulses
than 2.5-Hz ones (timescales normalized), indicating that blinking may be facilitated more by
the former frequency. These results were all
statistically significant. A non-significant finding
was that EBR is usually greater for TEAS than
MA.
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Conclusion/clinical relevance
Eye blink rate may provide a useful outcome
measure in acupuncture research because these
results suggest that EA may have a greater effect
on dopaminergic function or arousal than MA.
Further investigations should control carefully
for stimulation amplitude, use different
acupoints and involve more participants.
Further information on this project may
be found at http://www.qeeg.co.uk/electro
acupuncture/eablink.htm
David Mayor
University of Hertfordshire
Hatfield
UK
E-mail: davidmayor@welwynacupuncture.co.uk
Tony Steﬀert
Open University
Milton Keynes
UK
E-mail: tony@qeeg.co.uk
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Does the cortical response to
electroacupuncture depend on
stimulation frequency? Results of
a pilot electroencephalography
study first proposed at the AACP
Conference in 2001
Introduction
Electroencephalography is an accessible low-cost
method of investigating electrical brain activity
 2013 Acupuncture Association of Chartered Physiotherapists

that is sensitive to rapid changes (unlike functional magnetic resonance imaging). Electroacupuncture and TEAS are methods of providing
acupuncture-like stimulation. This pilot crossover study, which was first proposed at the 2001
AACP Conference (Mayor 2001, 2007), explores
the relationship between the frequencies of
TEAS applied peripherally and cortical electrical
activity detected centrally.
Objective
The aim of this study was to determine whether
there is a central frequency following response
(FFR) to peripheral stimulation, i.e. if TEAS is
applied at 2.5 Hz, is that frequency more likely to
appear in the EEG?
Methods
In each 2-h session, TEAS (E-T388, Equinox
International Ltd, St Peter Port, Guernsey, UK)
was applied at a ‘‘strong but comfortable’’ intensity for 5 min at six different combinations of
LI4 and ST36, in balanced order. Five participants attended for two sessions of 2.5- or 10-Hz
TEAS, and two others for one session each.
Electroencephalographic activity was monitored
for 5 min before and after each 5-min stimulation following standard procedures (e.g. frequency bands and filtering, and average reference
montage) using the 10/20 system of electrode
location (19 electrodes with linked ears as a
reference) (Chen et al. 2008; Thompson et al.
2008; Kropotov 2009). A Mitsar EEG-202
amplifier (Mitsar Co. Ltd, St Petersburg, Russian
Federation) and the WinEEG Version 2.91.54
software (Mitsar Co. Ltd) were used. Following
artefact processing, various standard EEG data
were exported, including spectral power, asymmetry, average band frequency and standard
deviation, autocorrelation, and coherence. Statistical computation was carried out using the
IBM SPSS Statistics Version 20 and Microsoft
Excel Version 14 computer software packages.
Results
Of the various standard and non-standard EEG
measures investigated in this study, few showed
convincing evidence of a FFR. Individual
responses were very variable.
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Conclusion/clinical relevance
A central FFR to peripheral stimulation remains
possible. However, data are still to be analysed
from further pilot studies comparing EA and
TEAS using longer stimulation periods and
concurrent rather than subsequent monitoring.
Further research using different acupoints and
more participants is required.
Detailed background information for this
poster can be found at: http:// www.qeeg.co.uk/
electroacupuncture/eaffr.htm
Tony Steﬀert
Open University
Milton Keynes
UK
E-mail: tony@qeeg.co.uk
David Mayor
University of Hertfordshire
Hatfield
UK
E-mail: davidmayor@welwynacupuncture.co.uk
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Triple Heater: anatomical fact or
fiction?
Introduction
In traditional Chinese medicine, the Triple
Heater is an organ that has a name, but is
considered to have no form. It can be affected
via its corresponding meridian, and is traditionally defined as being comprised of three separate
spaces, the upper, middle and lower burners.
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Objective
We studied a human body in order to see
if there is an anatomical counterpart for this
Chinese ‘‘organ’’, which, at first glance, seems to
be more conceptual than actual.
Methods
In order to replicate the original experiment that
gave rise to the descriptions of the Triple Heater,
which was recorded 2500 years ago in the Yellow
Emperor’s Canon of Internal Medicine or Huangdi
Neijing (Wang 1999), the traditional anatomical
methods of dissection and observation were used
to elucidate the question.
Results
Three separate spaces were found that contain
the organs and fulfil the functions that were
originally described. The Huangdi Neijing states
that the Upper Heater is located just above the
stomach and diaphragm, and contains the heart,
lungs and oesophagus. Therefore, the Upper
Heater is probably the thorax, which is lined by
the parietal pleura. The Middle Heater contains
the stomach and spleen. This corresponds to the
abdominal peritoneal cavity, which holds the
intestines. The Lower Heater is where the rectum and the bladder are, and ‘‘turbid fluid’’ is
drained into the bladder. This corresponds to the
retroperitoneal space.
On opening the abdominal cavity, the retroperitoneal space is found to be separated from
the peritoneal cavity by the peritoneal membrane, and is hidden until you remove the
peritoneum and fat to expose the kidneys, ureters, bladder, (womb,) rectum passing through
from the peritoneum and anus. I would argue
that this understanding of how the different
organs are distributed was arrived at by careful
dissection, in the same way that anatomists still
perform such investigations today.
Conclusion/clinical relevance
This would imply that, in the Huangdi Neijing, the
Triple Heater is both a conceptual and a physical
entity that describes three distinct areas, each
enclosed in and defined by membranous boundaries. The thorax (the Upper Heater) is lined by
the parietal pleura, the stomach and spleen (the
Middle Heater) are in the abdominal cavity and
 2013 Acupuncture Association of Chartered Physiotherapists
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bounded by the peritoneum, and the excretory
organs (i.e. the bladder and rectum, the Lower
Heater) are in the retroperitoneal cavity. The
three heaters are functionally and physically connected by the membranes that both separate and
connect them, and the different roles that these
have to play in the digestion, absorption and
excretion of food.
Vivien Shaw
Private Practice
Oxford
UK
E-mail: vivien@acupuncture-ecohouse.co.uk
Reference
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Use of acupuncture for bipedal
oedema in a 78-year-old male
with reduced mobility
Introduction
Lymphoedema affects 5.4 per 1000 people over
the age of 65 years (Moffatt et al. 2003), and the
impact of gross oedema on mobility and wellbeing is clear (Anderson 2003). As a treatment
modality, acupuncture has caused concern
because of the possibility of introducing infection to vulnerable tissue and exacerbating existing problems. However, these risks are becoming
better understood by and acceptable to healthcare professionals (De Valois et al. 2011a). The
majority of literature about acupuncture and
lymphoedema relates to the occurrence of this
condition following cancer (De Valois et al.
2011b), and there has been little research into
this management approach in other pathological
groups.
Objective
The aim of this study was to review the effect of
acupuncture on bipedal oedema using ankle
circumference as an objective marker.
Methods
Five acupuncture treatments were delivered over
a 6-week period. Ankle circumference prior to
 2013 Acupuncture Association of Chartered Physiotherapists

each intervention was determined with a tape
measure, and bony landmarks were used as
reference points. The area was swabbed prior to
treatment in order to reduce the risk of infection,
and marked oedematous areas were not needled,
as recommended by De Valois et al. (2011b).
Medication was monitored throughout intervention, and no changes were made to prescribed
drugs during the course of treatment. Although
the subject declined a formal review of his
mobility, regular mobility was encouraged at
home, along with bipedal elevation and calf
contractions.
Results
The initial right and left ankle measurements
were 34 and 35.5 cm, respectively. These had
reduced to 30.5 and 32 cm by the conclusion of
the treatment, yielding 10.29% and 9.86%
decreases, respectively. No adverse effects were
noted. Although the impact on the subject’s
mobility was not objectively recorded in this
case, he reported an improvement.
Conclusion/clinical relevance
Acupuncture could be indicated as a safe method
of reducing bipedal oedema as an adjunct to
other treatment. A further case study utilizing a
validated mobility measure would consolidate
these findings, as would a longitudinal study to
establish any long-term effects.
Helen Creak
Private Practice
Cuﬄey
Hertfordshire
UK
E-mail: mail@physio4you.co.uk
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AACP Annual Conference, 18–19 May 2013:
Acupuncture at the Sharp End

Introduction
The 2013 AACP Annual Conference, entitled
‘‘Acupuncture at the Sharp End’’, was held at
Wokefield Park near Reading, and the event was
a great success. Delegates attended a number of
different lectures and workshops covering a wide
range of topics, and full reports can be found
below.
There were also a number of posters on
display that were submitted as part of our yearly
competition (see pp. 107–111). If you would like
to take part in 2014, then please contact the
AACP Office (tel: 01733 390044; or e-mail:
sec@aacp.uk.com) in order to have the chance
of winning a day membership.
This year, Conference was sponsored by
Phoenix Medical Direct Ltd, who now offer
great discounts to all members. Details can be
found on the AACP website (www.aacp.org.uk),
along with other membership benefits. Phoenix
and all other trade exhibitors (Fig. 1) also
donated generously to our raffle, which was won
by Catherine Keeling on the Sunday.
The dinner on Saturday evening was great fun
(Fig. 2). The Take That Live tribute band were
brilliant and had everyone on the dance floor all
night. The magician managed to keep everyone
enthralled and baffled many people with his
tricks throughout the meal.
I would like to take this opportunity to thank
all of the speakers, delegates and exhibitors for

Figure 2. AACP staff enjoy pre-dinner drinks: (from left to
right) Gill Beadle, Caspar van Dongen and Jenny Davies.

their support in making this year such a huge
success.
I hope you find the following information
useful and interesting. Further information from
the conference can be found on the website,
including full lecture notes. We look forward to
seeing you next year in Coventry on 17–18 May,
when will be celebrating the AACP’s thirtieth
anniversary.
Elizabeth McLean
Conference Coordinator

Top down or bottom up:
possible specific or
unspecific mechanisms in
acupuncture related to pain
control
Frauke Musial

Figure 1. Conference delegates at the trade exhibition.
 2013 Acupuncture Association of Chartered Physiotherapists

Abstract
Large experimental trials have shown that both
acupuncture, and so-called sham or minimal
acupuncture are effective in the reduction of
chronic pain symptoms and superior to
conventional treatment. Moreover, individual
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Figure 3. Dr Frauke Musial discusses possible
mechanisms in acupuncture related to pain control.

meta-analyses of patient data have shown significant differences between true and sham acupuncture, although these variations are relatively
modest. As a consequence, there is an ongoing
discussion about whether acupuncture exerts its
effects through a placebo response. This lecture
examines the question of whether the relief
experienced by patients who have received acupuncture for the treatment of chronic pain is
mainly the result of a placebo effect, or whether
other, acupuncture-specific mechanisms may
play a role. One possible mechanism is the
analgesia-inducing physiological phenomenon of
diffuse noxious inhibitory control, which probably plays a role in acupuncture and is specific to
this type of treatment. In addition, acupuncture
analgesia shows neurobiological characteristics
that are similar to those of placebo-induced pain
control, especially expectation-induced analgesia,
both of which apparently utilize the same neurochemical pathway. It seems likely that the relief
of pain by acupuncture involves both specific
neurobiological mechanisms that are elicited only
by acupuncture, and less-specific ones similar to
those of expectation-induced placebo effects.
Report
Dr Frauke Musial (Figs 3 & 4) has been a
researcher in the field of behavioural medicine,
psychophysiology and biopsychology since 1990.
She heads the research unit at the National
Research Centre in Complementary and Alternative Medicine at the University of Tromsø,
Tromsø, Norway. Her main interest is in the
possible neurobiological mechanisms underlying
pain control through complementary and alternative medicine.
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Dr Musial delivered an excellent and enlightening lecture examining the question of whether
the relief of chronic pain experienced by patients
who have received acupuncture treatment is
mainly a result of a placebo effect, or whether
other mechanisms specific to acupuncture may
play a role.
Large experimental trials have shown that
both acupuncture, and sham or minimal acupuncture are effective in the reduction of chronic
pain symptoms and superior to conventional
treatment. Acupuncture utilizes the bottom-up
effect, which is initiated by the periphery.
Placebo or sham acupuncture utilizes the topdown mechanism, which is initiated by the brain.
Acupuncture analgesia is similar to the
expectation-dependent placebo analgesia in that
it is reliant on opioids and both may utilize the
same mechanism.
Neuroimaging data indicate that acupuncture
analgesia is mediated via the same cortical areas
that process the emotional–affective aspect of
pain. The activation is dependent on needling
sensation.
In summary, there is no additive effect of
sham acupuncture as a top-down process to
acupuncture as a bottom-up process.
Last but not least, if it is possible to find
one acupuncture-specific mechanism that can
explain these results and that is well described in
classical physiology, then the placebo argument
is substantially weakened.
Ahmed Osman

Use of electroacupuncture in
arthritic pain
Mike Cummings
Abstract
This presentation begins with a brief look at the
highest level of clinical evidence and a suggestion
about why electroacupuncture (EA) may be the
best treatment option for arthritic pain. The
mechanisms of acupuncture that are relevant to
this topic are mentioned since these guide point
selection in a more useful way than the data from
clinical studies, and laboratory data are also the
best guide to selection frequency. The main part
of the presentation focuses on the clinical application of EA for the treatment of pain related to
 2013 Acupuncture Association of Chartered Physiotherapists
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Figure 4. Question panel featuring (seated from left to
right) Vanessa Noble, Dr Mike Cummings and Dr
Frauke Musial. AACP CEO Caspar van Dongen is
standing with the microphone on the extreme left.

Figure 5. Dr Mike Cummings discusses the use of
electroacupuncture in arthritic pain.

arthrosis and chronic peri-articular conditions.
Needle placement combinations that the presenter has found to be successful in practice are
described and illustrated. Electroacupuncture has
only a few safety considerations beyond those of
manual acupuncture, and these are covered at the
end of the presentation.
Report
Dr Mike Cummings (Figs 4 & 5) delivered a
great seminar on EA for arthritic and chronic
pain. His presentation was very interesting and
included some especially intriguing case studies.
One of these had recently been published in
Acupuncture in Medicine, the journal of the British
Medical Acupuncture Society. It described the
use of EA to treat a duck with a disabling leg
injury. The bird had an arthritic joint in one of its
legs and could not step over a ledge to get in to
its pond. After receiving EA, the duck was able
to negotiate the step and get into the pond with
 2013 Acupuncture Association of Chartered Physiotherapists

very little effort. The EA treatment had not
changed the overall pathology of the joint.
Another report was derived from Mike’s own
caseload. He described a patient who had undergone a successful hip replacement; however, this
woman’s hip pain had returned one year later,
reaching its original level of intensity during cold
spells. After reproducing her pain on palpation,
Mike was able to needle one point with EA and
the pain disappeared after a single treatment. The
needles were placed within 1 cm of each other,
then electrodes were attached and a current was
passed through the injury site. He provided a
detailed discussion of applying acupuncture to
one specific area, and how the current changes
the polarity of charged ions from negative to
positive, which then affects the receptors in the
brain and benefits healing within the local area of
the damaged tissue.
Mike stated that he often has debates with
scientists and practitioners when the evidence
base contradicts what actually happens in practice. He also discussed an important recent paper
by Vickers et al. (2012), which concluded that
acupuncture is significantly better than normal
intervention, although it is only marginally superior to sham. In Mike’s opinion, this statement
indicates that sham needling should really be
classed as bad acupuncture. In future, researchers
should use other kinds of control treatments that
are completely different from sham acupuncture,
and they should even consider using a placebo.
Paul Battersby

Reference
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Role of acupuncture in the
management of an infantry
soldier with a 7-year history
of intermittent right-sided
groin pain
Vanessa Noble
Abstract
Adductor tendinopathy is a complex condition
that causes debilitating groin pain in athletes. The
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term ‘‘tendinitis’’ has now been discarded because of the lack of evidence for the involvement
of any inflammatory process. The optimal form
of management is still unknown, but in clinical
practice, some physiotherapists use acupuncture
as part of their treatment. This case study discusses the pathophysiology behind an infantry
soldier’s chronic groin pain, and demonstrates
how acupuncture was effectively used as an
adjunct therapy in order to aid his recovery.
Periosteal pecking and myofascial trigger point
(MTP) release were used in conjunction with
muscle energy techniques, stretches and a corrective exercise programme. The subject quickly
returned to full military duties free of pain. A
review of acupuncture and tendinopathy research, and the mechanisms of needling may help
to explain the improvements seen in this case.
Report
If you failed to see this presentation, then you
missed a gem! Vanessa Noble (Fig. 4) is a
wonderful speaker, one whom I would not be
surprised to hear speaking at Conference again.
She effortlessly, and with appropriate humour,
presented a case history of a soldier she treated
while working as a physiotherapist with the
British Armed Forces. Case study presentations
can sometimes be dull and lack relevance to the
listener, but this was certainly not the case here.
Vanessa engaged the audience from early on
with her fresh slides and a comprehensible clinical reasoning process. It was very useful to hear
about the full conventional physiotherapy assessment that she performed because this made clear
the appropriateness of her decision to add acupuncture to the treatment in order to influence
her patient’s progress. Her presentation was well
supported by the appropriate use of references,
as well as explanations of the pathology and
physiology of the condition. She offered an
open-minded methodology in that she described
a series of potential diagnoses, and clearly
explained why these were not correct in this case
and why previous treatments had not helped
significantly. Her eventual diagnosis was multifaceted, including tendinopathy, MTPs, muscle
imbalance and the subject having entered a
persistent chronic pain state. We are often pressurized to come up with only one working
diagnosis, but in reality, a variety of diagnoses
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and conditions sometimes influence a particular
presentation. Failure to recognize and address all
the individual facets of the problem can result in
incomplete treatment and poor outcomes, or
lead to its recurrence, causing more physical and
psychological distress to the patient, which will
have a further impact on their function.
Vanessa was inspirational in explaining the
clear rationale behind each of her diagnoses and
in addressing each one in turn. The reasoning for
treating this subject with acupuncture was also
clearly demonstrated and referenced. It included
the use of needling for its effects on pain modulation and nervous system regulation, and for
increasing the number and efficiency of immune
cells. She presented further evidence for using
acupuncture to promote healing and to influence
collagen remodelling, and provided superb evidence for the use of periosteal pecking and
MTPs, all of which were used during the treatment of this soldier. Her presentation included
pictures of the soldiers in action with their gear,
and the audience were awed by the strength and
physical prowess that they possess. There was a
clear definition of the problem, and recognition
that infantry soldiers can be considered in the
same way as elite athletes because of the intensity
and frequency of their physical training.
The final outcome was that the pain and
subsequent loss of function that had begun to
affect the subject in September 2010, which
threatened his future military career despite a
significant number of previous conventional
physiotherapy interventions, was eventually fully
resolved after eight treatments sessions of carefully planned and evidenced acupuncture. This
required a confident physiotherapist, but more
importantly, one who had been trained in acupuncture. And the icing on the cake? This work
was performed by Vanessa in the middle of her
Foundation Acupuncture Course. It is very
encouraging to see the fruits of our basic training, and well done to Vanessa for having the
courage of her convictions regarding acupuncture as a potential first line of treatment.
If you would like to know more about this
case, it was published in the Autumn 2012
edition of JAACP (Noble 2012).
Poonam Anandaraj
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Acupuncture and manual
therapy for the sporting
shoulder: a real-world
approach
Phil Burke
Abstract
A pragmatic approach to dealing with the clinical
issues related to the sporting shoulder is discussed in this presentation. The ‘‘where, when
and how’’ of implementing a treatment strategy
that integrates manual therapy with acupuncture
to a quality standard are described. The multifactorial skills necessary for this approach are
mentioned, and related to the pathologies that
commonly present in both National Health
Service (NHS) and private clinics, thereby
recognizing that the work environment can
influence our treatment choices.
Report
Phil Burke (Fig. 6) works in private practice in
Warrington, UK, and utilizes acupuncture alongside other physiotherapy interventions in the
management of his patients. He began his talk by
considering what constitutes a sporting shoulder,
contrasting an elite-level rugby player capable of
withstanding a heavy direct impact to his shoul-

der with a climber, for whom the need for
neuromuscular strength and control predominate, and a Crown Green bowler, for whom
being able to play into old age can add greatly to
person’s quality of life (QoL).
Phil then considered various traditional
Chinese medicine (TCM) syndromes and contrasted these to not only with the Western
concepts of acupuncture, but also the analytical
assessment concepts, particularly those of Maitland. He believes that we should consider the
shoulder to ‘‘begin at the neck and end at the big
toe’’, and be aware of the interconnectedness of
the musculoskeletal system. It is for this reason
that the identification and deactivation of MTPs
can be of critical importance in restoring normal
movement patterns, normalizing the visco-elastic
properties of connective tissues and reducing
tissue overstrain.
He demonstrated the use of the Jianqian
extra point of the shoulder with Small Intestine
11 for acute shoulder conditions, and then
Stomach (ST) 38 with active shoulder flexion
for the more chronic presentation of a frozen
shoulder.
Phil concluded his presentation by discussing
the importance of unloading damaged soft
tissues by correctly identifying and logically
connecting together the patient’s dysfunctions.
He made particular reference to assessing the
relative strength of the arm and forearm muscles, and addressing any discrepancies revealed.
Overall, this presentation offered a comprehensive overview of how Phil successfully integrates TCM concepts related to acupuncture
into his wider approach to physiotherapy treatment when confronted with a sporting shoulder
injury.
John Wood

Microsystems ear
acupuncture and the
management of pain
Paul Blacker

Figure 6. Phil Burke demonstrates acupuncture for
sporting shoulder.
 2013 Acupuncture Association of Chartered Physiotherapists

Abstract
This presentation explores the integration of
microsystems auricular acupuncture (AAP) in
the treatment of pain states and their associated
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symptoms. It places AAP in a historical context
and discusses its integration into current scopes
of practice. There are practical experiential elements to the presentation that involve interacting
with the audience in order to explore the use of
this technique.
Report
Having been introduced to auricular acupuncture
(AAP) during my Foundation Acupuncture
Course many moons ago, I have used it very
occasionally on patients with low back pain, but
generally tend to stick with body acupuncture
(BAP). Therefore, I was keen to hear what Paul
Blacker had to say at his AAP workshop.
In a talk delivered with insight and humour,
Paul offered up his first surprise of the day when
he informed us that AAP is a recent form of
treatment, and that there is no evidence that it
originated in China. In fact, Frenchman Dr Paul
Nogier is credited with its inception in 1956,
when he started mapping points in the ear,
producing the familiar inverted foetus analogy.
Dr Nogier’s idea was expanded upon by the
Chinese Red Army’s AAP research, which
mapped more empirical points and produced a
hybrid French–Chinese ear chart.
The use of AAP to treat addiction started in
Hong Kong in 1972, and in 1985, the National
Auricular Detoxification Association (NADA)
was formed in the USA, followed by NADA UK
in 1991. Paul himself worked with substance
abuse patients for 10 years in the NHS until his
programme lost its funding.
Auricular acupuncture is a microsystem that is
used as an adjunctive technique. Paul suggested
that, because of the number of points used, it
may produce an anti-inflammatory response in
the body, as opposed to the opioid-blocking
response produced by BAP. In his experience,
AAP appears to be most effective after approximately 40 min, although he has no evidence to
support this. However, he has carried out an
audit for the NHS using the NADA UK protocol, and this produced the positive finding that
AAP is more effective than BAP for reducing
anxiety. Paul is also embarking on research into
the safety of AAP. He hopes that this will be
underway next year, and would be grateful for
the support and cooperation of any AACP members invited to participate.
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In summary, Paul’s workshop offered delegates alternative methods of treating pain in
patients, involving the integration of a supplementary technique into current modes of best
practice, to improve treatment outcomes.
This session was as entertaining as it was
informative, and Paul easily held the attention of
the audience as he dispensed his knowledge and
experience of AAP. His talk provoked lively
discussion amongst the listeners, and I for one
took away new information and a resolve to use
AAP more often in my practice.
Wendy Rarity

Acupuncture as an adjunct
to pulmonary rehabilitation
Brenda Deering
Abstract
Chronic obstructive pulmonary disease (COPD)
is characterized by airflow limitation, and both
systemic and airway inflammation. Acupuncture
has been shown to improve QOL scores and
decrease breathlessness in patients with COPD;
similar findings have also been reported after
pulmonary rehabilitation (PR). The hypothesis
of this study was that that acupuncture in conjunction with standard PR would produce greater
improvements in outcomes measured in patients
with COPD in comparison with those receiving
PR alone. The design was a randomized prospective study and all participants had COPD. There
were 19 control subjects, 25 participants underwent PR alone, and 16 received both acupuncture and PR. The primary outcome measure was
a change in measures of systemic inflammation
at the end of PR and at 3-month follow-up. The
secondary end-points were: lung function,
including maximum inspiratory pressure (PImax );
QoL scores; functional capacity, including steps
taken; dyspnoea scores; and exercise capacity.
After PR, both groups had significantly
improved QoL scores, reduced dyspnoea scores,
and showed improvements in exercise capacity
and PImax. However, there were no changes in
the measures of systemic inflammation compared with the controls. There were no differences in most of the outcome measures between
the two treatment groups except that subjects
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who had both acupuncture and PR remained less
breathless for a longer period. The addition of
acupuncture to PR did not add significant benefit
to most of the outcomes measured.
Report
Brenda Deering is a COPD Outreach coordinator based at Beaumont Hospital, Dublin, Republic of Ireland. A chartered physiotherapist with
an MSc in acupuncture, she is involved in
research and was instrumental in developing a
tool called the Beaumont Respiratory Passport
for patients with this condition. Her presentation
focused on research that she had undertaken into
acupuncture and PR in the treatment of COPD,
and included some observations and conclusions, along with suggestions for further
research.
There is little published research relating to the
use of acupuncture in the treatment of COPD,
but the evidence that does exist shows that
acupuncture appears to benefit patients in terms
of reduced medication use, improved functional
capacity and QoL, and decreased breathlessness
(Jobst et al. 1986; Suzuki et al. 2005, 2012;
Vickers et al. 2005). Each of the four trials
mentioned above used a different methodology
and involved small samples, so conclusions cannot be drawn that support recommending acupuncture for this patient cohort.
Brenda compared a group of patients receiving
both acupuncture and PR with another cohort
undergoing PR alone and a control group on
the departmental waiting list who were given
only standard medical care.
Pulmonary rehabilitation is recommended for
all patients with COPD, and has been shown to
ameliorate the main symptoms of shortness of
breath (SOB), and improve lung function, QoL
and prognosis. It is a pivotal component of
international guidance for the management of
patients with COPD (NICE 2010). Could the
addition of acupuncture to the protocol improve
these outcomes significantly? The experimental
hypothesis was that acupuncture in conjunction
with standard PR would produce greater
improvements in patients with COPD in comparison to those receiving PR alone.
Brenda considered the biochemistry of this
patient group. Many have co-morbidities and
systemic inflammation, and therefore, the assess 2013 Acupuncture Association of Chartered Physiotherapists

ment of levels of C-reactive protein (CRP),
interleukin-6 (IL-6), interleukin-8 (IL-8) and
tumour necrosis factor (TNF) seemed pertinent.
She proposed that acupuncture might have some
effect on the inflammatory component of COPD
by modulating the immune system, suppressing
the inflammatory cytokines and preventing
oxidative stress (Li et al. 2005).
Her trial was an 8-week, randomized, threearmed (acupuncture and PR, PR alone, and
control groups) longitudinal study (n=42) with
clear inclusion and exclusion criteria, consent,
and optimal medical management.
Pulmonary rehabilitation was given for 2 h
twice a week, along with prescribed exercise
training based on the results of a shuttle walk
test, education, inspiratory muscle training and
home exercises. The Borg Scale for breathlessness was used as an outcome measure.
The acupuncture and PR group were given
acupuncture after the PR class, which took place
once a week and involved groups of four
patients undergoing a 20-min session. Because of
the mixed-group format, acupuncture points
were chosen that did not necessitate that the
patients had to undress. The points were selected
for a variety of functions relating to TCM theory,
but these limited the study to only including
those on the arm, i.e. Lung (LU) 5, LU7, Large
Intestine (LI) 10, LI11, Triple Heater (TH) 6
and TH10. It is known that many points pertinent to respiratory management are located on
the torso, i.e. Bladder (BL) 13 (the Back Shu
point for the lungs), Conception Vessel 17,
sternal points and those on the leg (e.g. Kidney 7
and ST40). Therefore, I would suggest that it is
questionable whether the most relevant points to
prove the hypothesis were chosen. During the
question-and-answer (Q&A) session at the end
of this presentation, Brenda herself acknowledged that she had been very limited by treating
patients who were fully dressed in a group
setting.
The results showed that acupuncture did affect
perceived levels of SOB at rest and during
exercise, but these findings were not statistically
significant. Physical activity levels improved a
little initially, but QoL results showed minimal
differences when assessed with the St George’s
Respiratory Questionnaire and EQ-5D measures. Nevertheless, it was reported that
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participants presented less frequently at the hospital for support outside of the programme,
thereby reducing costs to the community services. The patients also reported improved sleep
patterns.
There were no significant differences within or
between groups for concentrations of IL-6, IL-8
or TNF. Notable, there was no increase in CRP
for the acupuncture and PR cohort in comparison to the other two groups.
Brenda concluded that acupuncture demonstrated some within-group but no betweengroup differences, which was the purpose of the
study. Several factors limited the research: it was
a single-centre trial with a small sample size;
there was only one session per week; the acupuncture prescribed was limited to points on the
arm; and there was no acupuncture control
group.
I would argue that it is not only statistically
reported results that should sometimes guide
best practice. All patients should have PR, but
the participants who received acupuncture and
PR in this trial reported improvements in their
sleep patterns and well-being, and presented less
frequently to their general practitioners, thereby
saving costs. Furthermore, several asked for
private acupuncture treatment following the
conclusion of the project, which underlines the
value they individually placed on this additional
intervention.
In the Q&A session, Mike Cummings
acknowledged the significant effects that purportedly ‘‘sham’’ interventions can also have in
patients with COPD. Whether or not the points
chosen were the ideal ones to support the
hypothesis, the methodology was limited or the
trial underpowered, there is no doubt that
Brenda has contributed to the ongoing debates
about the potential effect of acupuncture on
systemic inflammation, and more relevantly,
offering patients with long-term chronic progressive illness options to explore that may improve
their state of health and sense of well-being.
Chronic obstructive pulmonary disease is
currently the third most fatal illness in the UK,
and there has been little advance in its pharmaceutical management. Building on my own
experience and personal interest in this subject,
as well as Brenda’s anecdotal experiences, it is
apparent that more research is needed to support
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multimodal treatment programmes. These might
include acupuncture and or acupressure, both
of which were pertinently mentioned as potential
non-pharmacological supportive options by Dr
Claudia Bausewein, the lead author of the
Cochrane Systematic Review of this subject
(Bausewein et al. 2008), at the International
Breathlessness Conference held this year
(Bausewein 2013).
I hope that Brenda will continue to collaborate
with other interested parties, including myself, in
order to move this research forward.
Jeanne Burnett
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Neurobiological perspectives
of complementary medicine:
the psychophysiology of
reflex therapies and the role
of feelings in pain
Frauke Musial
Abstract
Evidence from recent randomized controlled
trials (RCTs) has shown that naturopathic reflex
therapies such as massage, cupping and heat
wraps, and self-help strategies such as mechanical needle stimulation pads are helpful in reducing the symptoms of chronic pain. These forms
of therapy are probably able to influence chronic
pain not only through brain mechanisms such as
expectation or the feeling of well-being, but also
through mechanisms at the level of the peripheral nociceptor and the spinal cord. However,
the neurobiological basis of these effects has
rarely been investigated even though our accumulating knowledge of the pathophysiology of
chronic pain syndromes allows for the development of specific hypotheses. Moreover, it can be
speculated that reflex therapies mimic the effect
of ‘‘grooming’’ as a social intervention. This
paper focuses on the results of psychophysiological approaches to clinical pain and experimental pain models. Furthermore, an explanatory model of reflex therapies that is correlated
with contemporary neurobiological interpretations of emotion, feelings and the role of
‘‘somatic maps’’ according to Antonio Damasio’s
model of the neurobiology of emotion are
discussed.
Report
Dr Frauke Musial’s second talk focused on the
sensory and affective components of the perception of pain. She reviewed three mechanisms that
contribute to the chronification of pain: environmental changes of nociceptors; neuroplastic
changes in the spinal cord; and emotional and
attentional states. In an injury such as a burn, the
receptive field is enlarged so that a larger area is
perceived as painful; this is a transitory phenomenon in acute problems. In order to learn more
about receptive fields in the body, we had to do
 2013 Acupuncture Association of Chartered Physiotherapists

a two-point discrimination test on our neighbour’s back. By feeding back whether you could
feel one or two fingers, the tester was able to
establish the size of the receptive field.
Frauke then reviewed the pain physiology
pathways and which pathway different reflex
therapies might target. She reasoned that massage would target the medial lemniscal tract,
while cupping and gua sha, which are much
deeper and stronger treatments, would affect the
spinothalamic tract. Frauke hypothesized that
the primary structure affected by reflex therapy
treatment for chronic pain is the insular cortex,
illustrating this through pain physiology diagrams
and pictures of scans. She also spoke about
Damasio’s (2003) model of emotion and the
concept of feelings: the difference between emotions and feelings is that it is the subjective
awareness of an emotional state that leads to
feelings. I was very impressed by not only
Frauke’s extensive knowledge of pain physiology, but also how she was able to explain such
complex ideas to clinicians and relate her understanding of pain physiology to everyday clinical
practice.
Helen Oakes
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The effects of acupuncture
on human performance
Steve Bailey
Abstract
Because a growing number of athletes use acupuncture as an ergonomic aid, a systematic
review was conducted in order to assess the
effectiveness of this technique in the enhancement of various aspect of human performance.
The majority of the Physiotherapy Evidence
Database (PEDro) scale scores obtained for the
11 RCTs reviewed were low (n=7), with only
four studies scoring highly for methodological
quality. Since none of the RCTs had used the
Standards for Reporting Intervention in Clinical
Trials of Acupuncture (STRICTA), the quality of
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the acupuncture interventions was very poor
regardless of how the trial had scored on the
PEDro scale. Acupuncture was found to be most
effective in the management of delayed-onset
muscle soreness (DOMS) 3 days after treatment.
It was effective at reducing the resting heart rate
between 3 and 30 min following exercise, particularly when multiple acupuncture sessions
were applied over several weeks. Acupuncture
was ineffective at enhancing maximal oxygen
uptake (VO2 max ) or reducing blood lactic acid
levels during and up to 15 min after exercise.
However, there is evidence to support the use
of acupuncture 30–60 min following exercise.
Electroacupuncture incorporating ST36 was
more beneficial for the improvement of muscle
strength.
Report
Steve Bailey is a physiotherapist, podiatrist and
acupuncture practitioner. He is the principal
of The School of Biomechanics, Sports and
Remedial Therapies, and the managing director
of BP Orthotics Ltd. He has completed MScs in
lower limb biomechanics and acupuncture.
Some AACP members may already be familiar
with Steve’s review of the effects of acupuncture
on human performance that was published in the
Autumn 2012 edition of JAACP (Bailey 2012).
Ergogenic aids are commonly used in sport to
help optimize and improve performance. These
include not only nutritional supplements and
drugs, but also complementary medicine. In
sport, acupuncture can be used both to treat
injuries and also as an ergogenic aid to enhance
performance. As part of his MSc in acupuncture,
Steve carried out a systematic review of the
current evidence examining the different aspects
of human performance that acupuncture could
target, including: DOMS, VO2 max, heart rate,
blood lactic acid levels and muscle strength. He
used the STRICTA guidelines and the PEDro
scale to assess the quality of the studies, and only
included higher-quality studies in his review. This
great piece of work should inspire clinicians
working in the field of sports medicine to undertake further high-quality research in the area. For
members who are not involved in sport, the
results of this review of acupuncture on muscle
strength will still be of great interest. Manual
acupuncture and EA were found to be effective
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at improving muscle strength, and as expected, a
number of sessions over several weeks were
better.
Helen Oakes
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Tui na (Chinese medical
massage): history,
techniques and application
Kevin Young
Abstract
This presentation addresses the history of and
background to tui na, and discusses research into
this form of massage. Its techniques and applications are also examined. Tui na, which translates into ‘‘push-grasp’’, is also known in China
as ‘‘an mo’’, which means ‘‘pressing-rubbing’’.
One of four branches of TCM, the others being
acupuncture, herbal medicine and qigong, tui na
originated in China approximately 2000 years
ago. The technique has been referred to as the
grandfather of Swedish massage, a system of
mobilizations and manipulations that is well
known in the Western world today.
Report
Kevin Young is a chartered physiotherapist,
traditional acupuncturist and tui na practitioner
with a special interest in TCM, sports injuries
and massage. He works in private practice in
Wokingham in Berkshire and Egham in Surrey,
as well as for Maidenhead Rugby Football Club.
Kevin has just completed his MSc in lower limb
musculoskeletal studies at Cardiff Metropolitan
University (formerly the University of Wales
Institute, Cardiff), where his dissertation title was
‘‘The relationship between abnormal foot posture and tight piriformis muscle with low back
pain in arthritis sufferers’’.
Tui na was probably first developed in 1700
BCE to treat digestive disorders and was later
used by the Shaolin monks to treat their injuries.
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The manual therapy techniques we all use today
as physiotherapists probably evolved from this
form of massage. Unfortunately, there is currently very little research in this area and what is
available is not of very good quality.
Tui na encompasses many different techniques, including pushing, pulling, rolling, brushing and kneading. These procedures have the
same aim as acupuncture treatment in that you
target acupoints and meridians. Both the tissues
and Qi are palpated. Surprisingly, palpation and
treatment are carried out with the patient’s
clothes on.
Kevin talked about how tui na complements
acupuncture and that most of his therapeutic
sessions begin with acupuncture and end with tui
na because he finds that this combination produces better results. I would imagine this is the
way most physiotherapists use acupuncture, i.e.
not as a stand-alone treatment, but in combination with some manual therapy and exercise.
Kevin demonstrated six techniques: Gun Fa
(rolling), Rou Fa (kneading), An Rou (pressing),
Na Fa (grasping), Tui Fa (pushing) and Ma Fa
(scrubbing). He spoke about the different ways
in which a technique could be adjusted, depending on whether it was a clearing or nourishing
one. The practical demonstration was really helpful, and I would imagine that it left many of the
audience wanting to learn more about Tui Na.
For further reading, Kevin recommended Sarah
Pritchard’s (2010) book, which includes a DVD.
Helen Oakes
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Planning Acupuncture
Treatment for migraine with
Honour (PATH)
George Chia
Abstract
A migraine is not a headache! The condition has
devastating effects on the QoL of those who
suffer from it. Statistics show that there are at
least 8 million migraineurs in Europe, and it is
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between three and four times more common in
women. Most of the literature focuses on the
pathophysiological process of migraine and
medical intervention. The recently published
NICE clinical guidelines support the use of
acupuncture as a possible treatment modality to
help sufferers. As physiotherapists trained in this
technique who are informed about the Western
and TCM models, we are in a good position to
offer effective treatment. The objectives of this
workshop are to: (1) review the pathophysiological mechanisms of migraine; (2) enable
physiotherapists to acknowledge the natural
‘‘pathways’’ resulting from this pathology so that
the treatment process is effective; and (3) refresh
free needling skills and understanding of the
different modes of treatment that are available.
Report
Originally from Singapore, George Chia qualified
as a physiotherapist in 1967. He worked in
London and then Canada, returning to the former in 1973, where he graduated as a Teacher in
Physiotherapy. George lectured at what is now
Sheffield Hallam University, and while there,
gained the Certificate in Advanced Spinal
Manipulation. In 1985, he graduated with a
Licentiate in Acupuncture. George was one of
the founding members of AACP, pioneering the
original Introductory Acupuncture Course and
remains an approved tutor to this day. His
passion for acupuncture and the holistic
approach is ingrained in his 25 years of clinical
practice as well as his teaching. He is interested
in menstrual-related migraine and conducts
the 10-h continuing professional development
course on behalf of the Association. George is
sits on the AACP Board and acts a mentor for
anyone with clinical queries.
The aims of this informative and very relevant
workshop were to: discuss the mechanism of
migraine and its effect on patients’ QoL; enable
attendees to predict the natural pathways undertaken by the pathology; and rationalize the points
chosen for treatment.
George began by discussing the different types
of problem that patients present with, such as
tension, cluster, cervical and migraine headache.
He described the mechanism of the migraine
headache and its effects on a patient’s QoL.
Migraine can be devastating and daunting, and it
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also causes depression. Women are more prone
to the condition than men.
Migraine is not just a headache, but also a
neurological disorder and a vascular disturbance.
It involves a chemical imbalance, and this can
affect bodily functions, causing nausea, vomiting,
dizziness and an aversion to light. Migraine
has adverse effects on the autonomic nervous
system, and also the endocrine and immune
systems.
Central sensitization, i.e. the abnormal central
processing of normal brain signals, leads to
hypersensitivity to certain smells, noises or forms
of pain, and this can trigger a migraine.
George stressed how important it is to respect,
engage and connect with patients while listening
to them in order to differentiate between the
different types of this condition. It is essential to
believe what they say because migraine can have
a devastating effect on their lives.
Migraine remission can evolve into a
symptom-free state over time. This occurs when
patients recognize that they have a problem,
ensure that they avoid any triggers or overindulgence, and as a result, are able to control and
ultimately prevent the condition.
In cases of persistent migraine, the symptoms
have had the same intensity, frequency and
duration over many years. This is usually caused
by tension-type headache (TTH), headache
related to the menstrual cycle, or in cases of
hypomobility or dysfunction of the upper cervical spine, cervical headache.
A progressive migraine evolves into the
chronic stage and is associated with an allodynic
response, i.e. there is central sensitization
because the patient has become hypersensitive to
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other triggers such as smells or noise. This type
of migraine has a severe effect on QoL and is
classed as a neurological disorder.
The workshop concluded with George
demonstrating with meticulous precision the
acupuncture points that he has found effective in
the treatment of migraine. One of the points
discussed was Governor Vessel (GV) 20
(Baihui), which can improve circulation, and
together with Yintang, help to achieve a relaxed
sedative effect.
Taiyang is a useful point, especially when there
is unilateral pain around the eye. Gall Bladder
(GB) 20 and GV15 (which should be used with
caution because of its position below the C1
spinous process) are particularly effective for
TTH. Small Intestine 3 and BL62 govern the GV
channel, while GB12 is a expedient parasympathetic point. Spleen 6 is especially effective in
modulating the action of prostaglandins, resulting in a reduction in dysmenorrhoea, and therefore, is helpful when a migraine is hormone
related. Bladder 15 is used because it is the Back
Shu point for the heart and helpful when a
migraine is stress related.
The points mentioned above are just a few of
those that can be used in the treatment of
migraine, but George encouraged us to ‘‘think
outside the box’’, and to engage and connect
with our patients so that acupuncture treatments
are individually tailored for each individual.
This was an excellent and extremely relevant
workshop by one of our very own masters of
acupuncture.
Jackie Brown
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Acceptability of an acupuncture
intervention for geriatric chronic
pain: an open pilot study
Research into acupuncture and persistent pain is
nearly always carried out in a relatively young
population, and many clinicians may hesitate to
offer acupuncture to very elderly patients
because of concerns such as the fragility of the
tissues of these individuals. In comparison with
younger people, there are many differences in
this patient group that must be considered in
relation to the management of persistent pain.
The main factors are changes in metabolism and
the problems associated with polypharmacy,
which can result in restrictions with regard to the
prescription of analgesics and poor pain management.
In a pilot study in France, Couilliot et al.
(2013) investigated the acceptability and effectiveness of acupuncture for persistent pain in 60
hospitalized geriatric patients with an average age
of 83 years (range=67–105 years). Multiple outcomes were collected, including pain scores, a
survey of pain-related symptoms, a global benefits questionnaire and an activities of daily living
functional scale, as well as data on adherence to
treatment. Fifty-five per cent of the participants
had been diagnosed with dementia, meaning that
a pain scale known as the DOLOPLUS-2 scale
was used to assess these individuals. This is a
behavioural pain scale tool that was developed in
France and is designed for elderly people with
cognitive impairment. Acupuncture treatment
was provided by an acupuncturist who used a
traditional Chinese medicine approach.
Treatment adherence was high in this study,
with 90% of patients completing the full course
of treatment. There was a significant reduction in
the pain scores on the DOLOPLUS-2 scale after
eight treatment sessions (P <0.01). Nevertheless,
it took five sessions for these scores to decrease
significantly, but this reduction lasted for
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4 weeks following the end of the study.
Additional benefits noted included a reduction in
sleep disorders and anxiety in approximately
one-third of the participants. The carers reported
that ‘‘the patients were more relaxed and
co-operative during care, they complained less
frequently’’. Another benefit that will be of great
interest to physiotherapists is that some participants asked to start a rehabilitation programme
following the course of acupuncture treatment.
Reassuringly, no side effects from the acupuncture were reported during the study. There were
some limitations, as with all studies, such as the
lack of a control group and the type of pain scale
used, which was dependent on reports from the
caregivers.
This paper provides some guidance on the
expected number of treatments that very elderly
patients may require before they experience a
significant reduction in pain, and the optimal gap
between treatment sessions. Some clinicians may
consider stopping acupuncture if there is no
significant difference in pain after three sessions,
but this research suggests that five may be
required. The study also highlights the need for
more research to be conducted – not just with
younger patients, but also with the very elderly –
in order to find out more about the indications,
benefits and problems associated with using
acupuncture in this patient group.
Couilliot et al.’s (2013) paper was published in
the Journal of Integrative Medicine, which is an
open-access journal. The full text can be accessed
online (http://www.jcimjournal.com/jim/Full
Text2.aspx?articleID=jintegrmed2013005).
Helen Oakes
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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.
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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 Great Intent: Acupuncture Odes,
Songs and Rhymes
By Richard Bertschinger
Singing Dragon, London, 2013, 320 pages,
paperback, £24.99
ISBN 978-1-84819-132-7
First published over 20 years ago as The Golden
Needle and Other Odes of Traditional Acupuncture
(Yang 1991), The Great Intent: Acupuncture Odes,
Songs and Rhymes is a collection of translations of
poetry about acupuncture from the second and
third volumes of Yang Jizhou’s The Great Compendium of Acupuncture and Moxibustion. Written as
teaching tools by Ming Dynasty Chinese acupuncturists, these verses give an insight not only
into the way that acupuncture was practised
many years ago, but also into Chinese culture at
that time.
Although most of the book is devoted to the
translations, the introduction provides an expla-

nation of how it came about, and the ways in
which the odes, songs and rhymes would have
been used in practice. So how does poetry differ
from a text with a simple list of instructions?
‘‘Poetic expression has a certain singularity which
crystallises what needs to be said, in a few
words,’’ Bertschinger writes. ‘‘It works neither
through the content or form of the line, or
rhyme, or grammar or choice of words – it works
simply through all of these’’ (p. 30). Since it is
not possible to review every one of the poems, I
will focus on my three favourites.
The first translation presented in The Great
Intent is ‘‘Ode to the Whole Body’s Points and
Channels’’. This describes the body as a landscape, and refers to landmarks as valleys, ponds,
streams, crevices and mountains. For example,
the section on the Large Intestine (LI) channel
describes ‘‘[p]assing through the Joined Valleys,
conveyed by the Yang Stream, crossing by Side
Passage on the Warm Current’s brink’’ (p. 49). I
really like the wording used in this ode because it
helps to paint a picture in your mind of a
pleasant environment. In The Web That Has No
Weaver: Understanding Chinese Medicine, Ted J.
Kaptchuk (2000) described how traditional Chinese art attempted to portray balance and harmony, and explained that Chinese physicians
examine a patient in the way that a painter
studies at a landscape, looking out for imbalances. The descriptions used in the poetry help
to give you an insight into this way of viewing
the body in health and illness.
‘‘Ode to the Golden Needle’’ talks about
differences in Qi at different times of the day and
during different seasons. This extract illustrates
that these distinctions are also vary between men
and women:
A man’s qi at dawn is above and at dusk
below.
In selecting points be clear on this principle;
A woman’s qi at dawn is below and at dusk
above [. . .] (p. 141)
In Western medicine, a patient’s diurnal rhythm
is also taken into account, and indeed,
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medications are often prescribed at different
times of the day. As physiotherapists, we also ask
about an individual’s daily pattern and may adjust
our treatment accordingly. One of the descriptions in this ode uses beans to help the acupuncturist understand pressing and lifting:
‘‘About as heavy as bean’’ would perhaps
describe pressing,
‘‘About as light as a bean’’ would perhaps
describe lifting. (p. 143)
I am not sure that I would be able to sense the
weight of a bean, although I imagine that this
would have been a good point of reference in
seventeenth-century China.
‘‘A Song on How the six Qi Create Disease’’
includes a great description of oedema being
‘‘‘like mud’ so when you press it, it does not rise
back up’’ (p. 79). This is a useful visual description that will stick in your mind, as intended. The
line reading ‘‘the belly swollen and throbbing,
accompanied by sounds’’ (p. 79) requires no
explanation!
After the translation section of the book, there
is a symptom index, which is useful as a quick
reference guide back to the translations. The Great
Intent concludes with a point index including
some explanations of the naming of acupuncture
points. Some of these were labelled because of
how the points looked; for example, LI4 is
known as ‘‘Joining (the) Valleys’’ (Hegu). The
explanation is as follows:
Between the two bones of the first finger and
thumb as at the head of a valley where the
sides close in. Also the name of a mountain.
When the digits close together it resembles a
mountain; when they open it becomes a valley.
(p. 265)
Other points are described more in relation to
their therapeutic effect; for example, Liver 3 is
known as ‘‘Great Rushing, Supreme Rushing’’
(Taichong):
This point acts as the hub of the whole foot.
Chong is very broad in its meaning – ‘‘rushing’’,
‘‘opening’’, ‘‘an easy passage’’ and ‘‘a thoroughfare’’ are all implied (p. 287).
This unique book would be of great interest to
experienced acupuncturists who wish to understand more about the complexities of traditional
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Chinese medicine (TCM) assessment, diagnosis
and treatment. Clinicians who practise a primarily Western medical acupuncture would also find
The Great Intent an interesting read. However, in
my opinion, it is not a book to read from cover
to cover, but one to dip into and then take time
to digest. Personally, I have found that, once you
start to look into the history of TCM, you find
yourself wanting to learn more. You realize how
little you really know about not only the origins
of TCM, but also of Chinese culture both in the
past and today. This gap in knowledge may be
confined to our generation, but I wonder
whether Western schools will consider adding
teaching about Chinese culture to the school
curriculum in the future?
Helen Oakes
Clinical Editor
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Acupuncture for New Practitioners
By John Hamwee
Singing Dragon, London, 2012, 160 pages,
paperback, £12.99
ISBN 978-1-84819-102-0
While this interesting and informative book will
certainly enlighten new practitioners, it is also a
useful reference for seasoned acupuncturists.
Acupuncture for New Practitioners is about how to
practise acupuncture, not its theory and technique, and the author discusses the development
of therapeutic skills, which are honed by experience and practice. If you are new to acupuncture
and have had your fill of descriptions of syndromes and management, then this will be a
refreshing read. Those who have been practising
for some years will also find it a useful book
because it encourages reflection on what you
started out to do, how you now carry out your
treatments and the evolution of your management of your patients.
Acupuncture for New Practitioners is not only a
book about how to develop your practice, but
also one about developing yourself as a
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practitioner. It increases your empathy with your
patients, and describes how your working practices may sometimes impinge on your ability to
get the best from each situation. The book also
encourages therapists to look after themselves so
as to remain healthy in order to practise
efficiently.
The author asks the practitioner to consider
the principle of being sound in ‘‘body and soul’’
health before, during and after treating patients.
He also suggests that the therapeutic relationship
works in both directions when treatment is
carried out appropriately, the therapist as well as
the patient benefitting from the interaction.
In Acupuncture for New Practitioners, John
Hamwee has captured something about the
essence of being not only a good acupuncturist,
but a good practitioner. He describes what I
hope my students will take with them from their
undergraduate degree in physiotherapy: what
patients do not say is often as important as what
they do tell you. Developing an awareness of a
patient’s non-verbal communication, which is
sometimes in the form of their body energy, and
 2013 Acupuncture Association of Chartered Physiotherapists

interpreting this correctly will often improve the
treatment outcome.
The author take us on the journey that he has
travelled. This is not so much in order that we
will not have to find things out for ourselves, but
to show us that what we are discovering on our
own way is not completely new. His aim is to
help us along our journey by giving us some very
useful signposts. Rather than encouraging us to
take short cuts, the author’s experiences persuade us to enjoy the journey and learn from
those we meet along the way. Although he does
describe a time when he felt that he was an
experienced practitioner, this was not where his
journey ended; in a sense, it had only just began.
Throughout Acupuncture for New Practitioners,
Hamwee refers to the ‘‘energy’’ that we all
possess. He encourages practitioners to be aware
of this energy in patients, and importantly, also in
ourselves, as practitioners, in order to be more
effective in our treatments. We should consider
what we were taught very early in our acupuncture education: the patient’s condition is not an
entity in itself, but rather, a manifestation of an
imbalance in a complex system that is a human
being. Adjusting energy may effect some change,
perhaps completely alleviating some conditions
or resulting in a better balance in others, but in
some cases, it may only maintain the status quo.
As with all medical practice, there are some
things that we will not be able to cure and the
best that we can hope for is to make our patients
more comfortable.
Some words of comfort for novel practitioners
are included in the text: we often find that we
learn more from our mistakes than from what we
did well. I would thoroughly recommend Acupuncture for New Practitioners to both new and also
to seasoned practitioners of acupuncture
therapy. It is very easy to read and is full of
experienced reflection.
Dr Daniel Kerr
Lecturer in Physiotherapy
School of Health Sciences
University of Ulster
Newtonabbey
County Antrim
Northern Ireland
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Illustrated Chinese Moxibustion:
Techniques and Methods
By Chang Xiaorong, Hong Jing and Yi Shouxiang
Singing Dragon, London, 2012, 352 pages,
paperback, £29.99
ISBN 978-1-84810-087-0
This book has been translated directly from the
Chinese by Henry A. Buchtel V and is entirely
based on the principles of TCM. Professor
Chang Xiaorong is a doctoral advisor and a
leading teacher of TCM in the Hunan province
higher education system, Professor Hong Jing is
studying the diagnostics of TCM and the treatment mechanisms of acupuncture combined
with medicine, and Professor Yin Shouxiang is a
chair of the Science of Experimental Acupuncture at Hunan University, Changsha.
Although the quotes included in the Illustrated
Chinese Moxibustion: Techniques and Methods all refer
to ancient works of TCM, the text is readable. It
also contains excellent and concise information,
and good illustrations/pictures. The book is a
very comprehensive and reader-friendly reference book for moxibustion treatment.
Chapters 1–3 form Part I of the book, ‘‘Foundation of Moxibustion’’.
The first chapter begins with an exposition

and exploration of ancient texts about moxibustion, the use of which particularly flowered
during the Song and Ming dynasties, before
starting to decline rapidly with the failing of the
Qing government; it was revived in post-modern
China. A good basic knowledge of TCM is
helpful in order to understand this chapter,
which then goes on to discuss the general concept and basis of moxibustion, its contraindications and cautions, uses, postures for treatment,
treatment principles, therapeutic effects, and
point selection (which is based entirely on the
same principles as acupuncture).
Chapter 2 then takes us through a revision of
acupuncture points and meridians. The third
chapter is very interesting because it explores the
use of moxibustion for ‘‘health cultivation’’ rather
than just as a treatment method. This section goes
into some detail about why and how to use
moxibustion to promote good health, as well as
which points to use. Some formulae are given.
Chapters 4 and 5 form Part II, ‘‘Techniques
and Methods’’.
The fourth chapter focuses on the materials
used in moxibustion and their method of production. This is followed by the most important
section for the practitioner in that Chapter 5
contains detailed information about the classes
of moxibustion, how to administer this form of
therapy and all relevant after-care. The text is
supported throughout by good-quality photographs and illustrations.
All eight remaining chapters (6–13) then form
Part III, ‘‘Clinical Applications’’, which lists
many ailments in various groups along with
detailed treatment prescriptions.
In my opinion, Illustrated Chinese Moxibustion is
an excellent reference book for anyone practising
moxibustion, and an ideal read for all those
interested in this type of treatment. It is based on
sound ancient TCM principles, but written by
modern practitioners.
Melanie Hunter
Private Practitioner
Stapleford
Nottinghamshire
UK
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A Practical Guide to Acupoints,
2nd edn
By Chris Jarmey and Ilaira Bouratinos
Lotus Publishing, Chichester, 2011, 360 pages,
paperback, £26.99
ISBN 978-0-9543188-4-0
A Practical Guide to Acupoints is written from the
perspective of the TCM approach to acupuncture. It is a clear and detailed reference book for
all things associated with the practical aspects of
acupuncture treatment, and as such, would be an
ideal addition to a clinic library.
Chapters 1–5 discuss the technicalities of acupuncture treatment, such as precautions, contraindications, dangers, needle types and
techniques, as well as other approaches associated with acupuncture, such as manual treatments, moxibustion and cupping. The fifth
contains an interesting debate about De Qi. The
acupoint is described as a vessel that holds and
contains Qi, but also as offering a doorway that
allows it to flow harmoniously from inside the
body to outside and vice versa. The importance of
achieving Qi stimulation during acupuncture
treatment is stressed, and there is a description of
the wide range of different Qi sensations.
There is a detailed but simplified explanation
of TCM groupings of acupoints in Chapter 6,

which could prove very useful for quick reference when planning a patient protocol.
The next chapter goes on to expand on point
selection, discussing the root (i.e. deficiency
conditions, local points and pushing Qi into the
body) and branch (i.e. excess conditions, distal
points and letting Qi out) approach. There are
detailed instructions on how points can be
selected through diagnosis, with the decision
depending on the area affected, and also syndromes, diseases and conditions.
Chapter 8 is a brief guide to point location
using TCM measurements. The diagrams are
very detailed and explain the text well.
An overview of cautions and contraindications
is given in Chapter 9.
Chapters 10–24 describe the acupuncture
channels and the points thereon. Each of these
detailed sections concentrates on a single channel
and the text is beautifully illustrated. There is
information about point location, indications for
use and associations, as well as additional
material on topics such as dangers and point
treatment other than needling. Each point is
illustrated with an excellent diagram.
The main author of this book was the late
Chris Jarmey, who was the founder and principal
of the European Shiatsu School. He obviously
had an encyclopaedic knowledge of acupuncture,
but has managed to convey a huge amount of
that erudition in a highly readable and useable
form in this book. I would have no hesitation in
recommending A Practical Guide to Acupoints
to anyone wishing to learn about TCM
acupuncture.
Melanie Hunter
Private Practitioner
Stapleford
Nottinghamshire
UK
Atlas of Anatomy, 2nd edn
Edited by Anne M. Gilroy, Brian R.
MacPherson and Lawrence M. Ross
Thieme, Stuttgart, 2012, 704 pages, paperback,
£53.99
ISBN 978-1-60406-745-3
This book is very useful resource for physiotherapists and those practising acupuncture. The
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The above notwithstanding, Atlas of Anatomy is
a very easy read, and would be a useful reference
book for both students and qualified practitioners. I feel that the addition of the information on clinical conditions adds to the reader’s
experience when using this book.
Dr Daniel Kerr
Lecturer in Physiotherapy
School of Health Sciences
University of Ulster
Newtonabbey
County Antrim
Northern Ireland

new edition of Atlas of Anatomy is clearly laid out,
and makes appropriate uses of pictures and
diagrams. The illustrations are detailed, but also
clear enough to make for easy reading – and
learning. A very useful addition to the second
edition is the inclusion of some X-ray images to
highlight the changes associated with a number
of common medical conditions.
Each chapter follows a logical sequence from
the surface anatomy to what lies beneath. Atlas of
Anatomy is easy to read, with text and diagrams
afforded an equal amount of space on each page
so that the reader does not feel bombarded with
information. The chapters also contain some
very useful inserts pertaining to clinical conditions, including anatomical changes and symptoms. This means that the book becomes not
just a reference work, but also a clinical resource.
Buying Atlas of Anatomy gives you access to an
online resource with some nice features. This
material allows you to do some self-testing and
includes many images of the complete human
anatomy. However, you are only given limited
access to this resource, and to be able to view all
the online information, you need to make a
further, monthly purchase. Given that the book
is priced around £55, it might be expected that
access to the online material should be less
limited, as with other educational books of this
type.
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Acupuncture Pocketbook: Point
Location, 2nd edn
By Christopher M. Norris
Norris Associates, Congleton, Cheshire, 2011,
198 pages, paperback, £17.99
ISBN 978-0955012
This is a new edition of Dr Norris’s acupuncture
handbook, and it is as excellent in every way
as the original (Norris 2005). The revised
Acupuncture Pocketbook: Point Location is quite a lot
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thicker than the first edition, and consequently, it
is heavier to carry about as a ‘‘pocket-book’’.
However, the increase in its thickness and weight
is the result of some important improvements in
the design of the book.
The different sections for each meridian are
now colour coded, the diagrams are bigger and
clearer, and the text is more spaced out. A
greater number of points are featured in this
edition.
The book is set out as working tool: there are
clear descriptions of where the individual points
are placed within their distinctive meridians, and
easy-to-use notes on the clinical indications for
needling each point are included. There is also an
appendix that groups various points according to
their particular usage when employing a TCM
approach.
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Overall, the Acupuncture Pocketbook is an excellent handbook, providing a quick and thorough
source of reference for the practitioner of acupuncture. I would heartily recommend it as an
essential handbook for any clinic in which acupuncture is performed.
Melanie Hunter
Private Practitioner
Stapleford
Nottinghamshire
UK
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Acupuncture Pocket
By Katharina Kiesewalter and Boris
Kiesewalter
Börm Bruckmeier Publishing, El Segundo, CA,
£2.99 (Version 1.1, updated 26 April 2013,
Apple iOS, 71 MB)/£3.25 (Version 1.0,
updated 12 April 2013, Android, 44.77 MB)
http://www.media4u.com/us/
Börm Bruckmeier Publishing was founded in
1992 in Munich, Germany, by Drs Philipp Börm
and Andreas Bruckmeier, and the business has
now established itself in the USA. The company
is dedicated to comprehensive but concise medical content for healthcare practitioners, and it
has recently begun to issue their publications in
digital formats as applications (apps) for the
Apple iOS and Android operating systems.
Based on the book of the same name (Kiesewalter & Kiesewalter 2008), the Acupuncture
Pocket, which was first released in December
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2012, is a recent addition to the growing number
of acupuncture apps that are available to download for Apple iOS and Android. The company
website states that it is ‘‘designed for beginners
with little or no previous knowledge of acupuncture, as well as for physicians interested in
refreshing their knowledge’’ (BBP 2013). This
review is based on the version available for
Android.
Acupuncture Pocket is certainly a useful reference tool for inexperienced acupuncturists or for
those who do not use the technique on a regular
basis. The app is clearly laid out and easy to
navigate. It is possible to return to the home
screen quickly by pressing on the house symbol.
The home screen includes six main navigation
options: ‘‘Table of Content’’, ‘‘Search’’, ‘‘Notes’’,
‘‘Bookmarks’’, ‘‘User Guide’’ and ‘‘Imprint’’.
Other choices include: ‘‘Feedback’’, ‘‘Recommend’’, ‘‘Rate’’, ‘‘BBTools’’, ‘‘Terminate App’’,
‘‘Back Up’’, ‘‘Website’’ and ‘‘Last Viewed’’.
The user guide explains how to use the app,
and provides details of how to write notes or
bookmark pages. The app always prompts the
user to back up when opening it. This is to
ensure that any notes that the user writes are
saved to the phone’s memory card. The ‘‘Bookmark’’ and ‘‘Notes’’ functions allow quick access
to bookmarked pages and ones with notes.
‘‘Search’’ helps the user to search the app for the
information or pages he or she requires.
‘‘BBTools’’ is a link to other apps that are
available to purchase through Börm and Bruckmeier Publishing. ‘‘Imprint’’ provides information about the publisher and authors.
‘‘Website’’ is a link to the Börm and Bruckmeier
website. ‘‘Rate’’ connects you to Google Play,
where you can rate the app. ‘‘Feedback’’ allows
the user to provide feedback via e-mail or
Bluetooth. An Internet connection is required to
access these latter functions.
The most frequently used part of the app is
the ‘‘Table of Content’’, which is clearly laid out
and contains a number of sections. The section
entitled ‘‘General’’ provides basic information
about the history of acupuncture, contraindica135
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tions, phases of transformation, cun measurement and the channel clock. It is a quick
reference point that will help inexperienced acupuncturists to decide which needle points to use
on the basis of the principles of traditional
Chinese medicine.
The most useful section of the contents is
entitled ‘‘Twelve Main Channels’’. This provides
information on each acupuncture channel. These
are divided into the front, back and middle
channels so as to allow easy navigation to those
the reader would like to view. Each has its own
subsection that includes an illustration of the
channel with individual points marked on it. In
tabular format, each channel point includes
information on its location and function. A
separate section for the extraordinary channels
and extra points is also included, and this uses a
similar format.
The ‘‘Important Acupuncture Points’’ section
gives further information on including antique,
tonification, sedation and master points, among
others, which is useful if the acupuncturist would
like greater detail about the points available.
‘‘General Treatment Concepts’’ covers acupuncture reasoning at a very basic level. This
does not go into enough depth, and if an
acupuncturist requires information on general
treatment concepts, it would be of greater benefit to look at current research.
The ‘‘Special Treatment Concepts’’ section
includes information about and point location
for particular disorders; for example, skin diseases, gynaecological problems and orthopaedic
disorders. I feel that the points discussed are very
prescriptive. It may be of benefit to be aware of
particular points, but this does discourage the use
of clinical reasoning skills rather than persuading
the acupuncturist to research the available evidence.
‘‘Auricular Acupuncture’’ follows the same
format and has informative illustrations showing
points available. This section includes a number
of treatment concepts; for example, allergy,
weight control and smoking. It is very prescriptive, but would provide the acupuncturist with a
starting point.
Finally, the app contains a short bibliography,
but this is in German.
Overall, I would recommend the Acupuncture
Pocket app. It is a useful reference tool for the
136

inexperienced acupuncturist. Its main function is
to provide access to good illustrations of and
information about all the channels and the locations of the points. In practice, it is often quicker
to use this app than look at a book or access the
Internet. Acupuncture Pocket can also be downloaded at a reasonable price in comparison to the
other acupuncture apps that are available.
Hannah Chambers
Clinical Specialist Physiotherapist in Rheumatology
Kent and Canterbury Hospital
Canterbury
UK
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Body Back Buddy
Body Back Company, Ashland, OR, $34.95
http://www.bodyback.com/
The Body Back Buddy is a self-massage tool
designed to treat trigger points, muscle spasms
and muscular stiffness.
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This device has 11 therapy knobs of different
shapes and sizes that project at various angles.
The tool is made of plastic and is based on an
open, S-shaped design, which helps the user to
access the major muscle groups of the body,
allowing an average-sized person to reach otherwise less-accessible regions (e.g. the mid-thoracic
area or the sole of the foot). The manufacturers
state that an individual may be able to control the
depth of the massage provided by the Body Back
Buddy by managing the amount of leverage
applied. It is a one-size-fits-all device, and the
shape and design have been influenced by feedback provided by various bodywork practitioners. The tool comes with a colour booklet
that demonstrates some of its uses.
My colleagues and I trialled the Body Back
Buddy for a few weeks. The general consensus
was that it was too large (68.8  5.1  43.0 cm)
and heavy (680 g), and this made it more difficult
to use than we would have liked. The tool is
cumbersome, and surprisingly for such a large
device, it does not break down into two parts for
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storage or portability. I found that the rigid
plastic material used to manufacture the Body
Back Buddy was too hard to be comfortable, and
consequently, I did not enjoy the massage
effects. I get better results with my usual method
of soft-tissue self-treatment, which involves a
tennis ball and leaning back into a chair, wall or
floor in order to apply pressure.
When I reviewed the commercial websites, it
was clear from the online reviews that there are
some users who get on very well with Body Back
Buddy. Nevertheless, I wonder if it may end up
as a form of abstract art on my wall. My tennis
ball or shiatsu massage chair will serve me well
until a lighter, more portable and gentler version
with rubberized knobs becomes available.
Poonam Anandaraj
Private Practice
Spalding
Lincolnshire
UK
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News from the front

Acupuncture, psoriasis and the
Koebner phenomenon
It is good practice to avoid needling areas of
poor circulation, thin damaged skin, open
wounds, areas of eczema, moles, tumours, warts
and spots of any kind (AACP 2007). However, a
recent short report in the Images in Clinical
Medicine section of The New England Journal of
Medicine highlights an adverse effect that acupuncture
can have when given to patients with psoriasis
(Wu & Caperton 2013).
The authors present the case of a 73-year-old
man who has suffered from psoriasis for 20 years
and who received acupuncture for low back pain.
The damage done to the dermis by the acupuncture needles caused erythematous, scaly and
indurated papules to appear on his lower back.
The rash, which is described as a guttate psoriatic
flare-up, is known as the Koebner phenomenon.
This condition is named after Dr Heinrich
Koebner, the German dermatologist who first
identified it in the nineteeth century (NPF 2013).
It is thought that as many as 50% of people with
psoriasis experience the Koebner phenomenon
in response to minor skin damage, and some
individuals develop a new psoriatic lesion each
time their skin is injured. It is more likely to
happen during a flare-up of psoriasis.
Wu & Caperton’s (2013) report is available
online (http://www.nejm.org/doi/full/10.1056
/NEJMicm1205716).
Merian Denning
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Cochrane reviews
There have been three recent or updated reviews
by the Cochrane Library that have investigated
the use of acupuncture in the treatment of
fibromyalgia (Deare et al. 2013), lateral elbow
pain (Green et al. 2002) and traumatic brain
injury (Wong et al. 2013). The conclusions of all
these studies reiterate the usual problems
encountered with the use of acupuncture: lack of
evidence, poor research methodology, small
sample sizes and lack of an ideal sham. However,
the research papers used in the reviews may be
of interest to those members of AACP who treat
patients with these conditions.
The following URLs are for the abstracts of
these reviews, which contain the authors’
conclusions:
(1) fibromyalgia (Deare et al. 2013): http://
onlinelibrary.wiley.com/doi/10.1002/
14651858.CD007070.pub2/abstract
(2) lateral elbow pain (Green et al. 2002):
http://onlinelibrary.wiley.com/doi/
10.1002/14651858.CD003527/abstract
(3) traumatic brain injury (Wong et al. 2013):
http://onlinelibrary.wiley.com/doi/10.1002/
14651858.CD007700.pub3/abstract
Rosemary Lillie
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News from the front

Webinar promotion for members
The membership of AACP are being offered
special access to over 40 webinars provided by
AcupunctureProfessional.
This company was founded by Katherine
Berry and Luke Rickards, who contributed the
opinion piece in this edition of the Journal (pp.
21–23). As they state in their article, ‘‘Online
learning can be more effective than face-to-face
learning’’, these 2-h-long webinars are very similar to traditional seminars or conference presentations: ‘‘The only significant difference between
one and a face-to-face presentation is that webinar participants do not share the same physical
location as the presenter’’ (p. 22).
AcupunctureProfessional offers accredited
acupuncture continuing professional development courses for practitioners and other health
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professionals. The online programme features
courses on topics such as pain management,
pregnancy, the use of electroacupuncture and
transcutaneous electrical nerve stimulation, and
clinical red flags. Many international experts are
involved, including David Mayor, Sean Walsh,
Paul Blacker and David Legge.
This promotion is exclusive to AACP members and is available until 31 October 2013. It is
being offered at the discount price of £62 (see
advert on p. 138). More information and
booking details about can be found at the
AcupunctureProfessional website (http://www.
acupunctureprofessional.com/jaacp).
Andrew J. Wilson
Corporate Editor
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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
 2013 Acupuncture Association of Chartered Physiotherapists

(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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Guidelines for authors
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
142

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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Guidelines for authors

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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The Chinese Medical Institute and Register

Learn Syndrome Acupuncture
as used in Chinese Hospitals!
FREE CLINICAL OBSERVATIONS

ONE AND TWO DAY CPD MASTERCLASSES

Join one of the CMIR’s free clinical observations
and see Chinese medicine in action through
introductory lectures and interactive case studies
with current patients at the AcuMedic Clinic.
Selected dates throughout the year, contact the
Course department for more information.

Psychosomatic Diseases and Chinese Medicine - Sat 16 March
Neurological Diseases and Chinese Medicine - Sun 17 March
Intermediate Acupuncture - Sat 6 & Sun 7 April
Digestive Disorders and Chinese Medicine - Sat 13 April
Treating Addiction with Chinese Medicine - Sun 14 April
Intermediate Chinese Herbal Medicine - Sat 11 & Sun 12 May
Chinese Manipulative Medicine - Sat 18 May
Clinical Applications of Ear and Electro-Acupuncture in
Energetic Medicine - Sun 19 May
Pain and Musculoskeletal Disorders - Sat 8 & Sun 9 June
Treating Pain with Chinese Medicine - Sat 15 June
Chinese Medicine for Rejuvenation - Sun 16 June

ADVANCED CLINICAL SESSIONS
Designed to improve the efficacy of your clinical
practice, the Advanced Clinical CPD Sessions
focus on the clinical features of specific diseases
and health problems, examining treatment
protocols, syndromes and acupoints. The
sessions are led by one of AcuMedic’s doctors and
are an opportunity for clinicians to network with
other specialists.

Each one day course counts as 6 CPD credits and costs £180. Two
day courses count as 12 CPD credits and cost £360. Book three
or more courses and receive a 10% discount. Limited places
available on all courses. Contact the Course department for the
full course programmes or to book a place.

For more information or to book your place, contact the Course Department!
courses@acumedic.com
0207 388 6704
courses.acumedic.com
shop.acumedic.com
0207 388 6704
mailroom@acumedic.com
Providing professional supplies for over 40 years
AcuMedic invented the disposable acupuncture needle in the 1980s
and for over 30 years we have been producing high quality needles for
the discerning acupuncturist. Our professional supplies shop offers a
complete and exclusive range of acupuncture needles, books and
other medical equipment for practitioners, as well as a full selection of
chinalife teas, bodycare and general health products. Visit our website
to see our full range of products. Order online or by phone or email.

