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Welcome to the Spring 2014 edition of the
Journal of the Acupuncture Association of Chartered
Physiotherapists, which includes our new feature,
the meridian masterclass. The first instalment,
written by Val Hopwood, reviews the Triple
Energizer meridian (pp. 41–49), which is perhaps underused by physiotherapists. I hope that
readers will find this series of masterclasses a
valuable and useful resource for their continuing
professional development.
Also in this issue, Mike Stewart, a physiotherapy pain specialist, discusses the language
that clinicians use when talking to patients with
persistent pain (pp. 31–40). He has included a
section on the metaphors used when explaining
how acupuncture works, and how these differ
between Western and traditional Chinese medical reasoning. If any members have further
thoughts on this subject, Mike and I would be
interested to hear from you.
Clinicians dealing with patients with persistent
pain often use the phrase ‘‘a window of opportunity’’, a metaphor that is defined as ‘‘a brief
time period in which an opportunity exists’’
(Free Dictionary 2013). The opportunity for a
patient with persistent pain is the chance to
return to previous activities and work. A number
of options are available to provide this ‘‘window
of opportunity’’, such as medication, injections,
taking a break from work or an aggravating
activity, and acupuncture. Physiotherapists know
that certain muscle groups are inhibited by pain,
and in the presence of pain, abnormal muscle
patterning occurs. Patients with high levels of
pain sometimes find rehabilitation programmes
such as Pilates impossible, despite undergoing a
graded series of exercises, and pain-relief options
need to be explored. But how does acupuncture
compare to other methods used?
The main method used by general practitioners (GPs) is the prescription of medications
such as non-steroidal anti-inflammatory drugs
(NSAIDs), opioids, tricyclic antidepressants and
simple paracetamol. For many patients, these
drugs help to ease their pain, and this keeps them
more active and at work, but it is not without
risks. You only need to look in the British
National Formulary (JFC 2012) for an impressive
and daunting list of side effects, some occurring
5
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with short-term use and others over the long
term. Patients often need to use another drug to
deal with the side effects that they experience,
such as taking a proton-pump inhibitor with
NSAIDs or a laxative with codeine. They can
experience drowsiness when using opioids or
tricyclic antidepressants, and this can conflict
with the aim of getting them to be more active,
although it can be useful if they are struggling
with sleep.
I frequently use the Measure Your Medical
Outcome Profile (MYMOP) questionnaire
(CAPC 2013) as an outcome measure in day-today practice, as well as for audit and research.
The question ‘‘Is cutting down this medication
important?’’ is almost always marked as ‘‘very
important’’. In my experience, patients with persistent pain do not like taking medication because of its side effects, its impact on their
general health and the additional problems
created by using drugs.
So what about steroid injections? Facet joint
injections, epidurals and nerve root blocks for
the spine, and injections for peripheral joints are
commonly used in orthopaedics, rheumatology
and pain clinics. Sometimes these are performed
in conjunction with physiotherapy with the aim
of getting patients to be more active and experience less pain. In the previous edition of
JAACP, we published a good example of a
combined approach involving facet joint injections, acupuncture and physiotherapy for the
treatment of neck pain (Chambers 2013). Injections might have less short-term side effects than
medication, but there is concern that repeated
injections could impact on bone density in the
long term. A recent retrospective study found
that an increasing likelihood of vertebral fractures was associated with the number of epidural
injections that a patient received (Mandel et al.
2013). Compared to medication, injections are
targeted to the area of pain, but these can be
more costly. In particular, spinal injections need
to be carried out in theatre to ensure surgically
sterile conditions and require the guidance of
X-ray imaging. The cost and long-term efficacy
of repeated spinal injections has been questioned
by GPs in my area, and limits have been imposed
on the frequency of these treatments, such as
only one set of facet joint injections a year. This
imposed limit can be stressful for patients who
6

know that they benefit from these injections
every 6 months.
Those who refuse medication or injections
may choose to take a break from work, sport or
other aggravating activities. This can be helpful
for acute problems because it allows time for
tissue healing, but in cases of persistent pain, it
can be counterproductive and lead to a poorer
prognosis in those who do not return to work. In
the past few years, the Government have tightened up the eligibility for disability benefit,
meaning that more people with persistent pain
will need to return to some form of work.
Physiotherapists can help in a number of ways
with regard to return to work; for example, with
graded, individualized rehabilitation programmes
and through education about persistent pain.
So in terms of a ‘‘window of opportunity’’,
how does acupuncture compare to medication,
steroid injections and rest? If it is performed by
well-trained clinicians, acupuncture is considered
to be one of the safer forms of treatment when
compared with other medical interventions
(White et al. 2001). We know that acupuncture
has few side effects (White et al. 2001), and in
some cases, these are of great benefit; for
example, improvements in sleep, as seen in the
fibromyalgia case study by Gary Marlow published in this edition (pp. 93–101). With regard
to the management of low back pain, although
the National Institute for Health and Clinical
Excellence (NICE 2009), now the National
Institute for Health and Care Excellence, recommended a maximum of 10 sessions of acupuncture, the GPs in my area have recently imposed
limits of six sessions of physiotherapy, including
assessment, so are patients really being given that
‘‘window of opportunity’’?
Physiotherapy managers need to remind GPs
of the evidenced-based guidelines. If a maximum
of 10 sessions is recommended by NICE, then
perhaps these GPs are only saving money in the
short term and not dealing with the long-term
cost of persistent pain. We need to compare our
costs with the other options, the side effect
profile and efficacy through the collection of
outcome data. The audit tool that is available to
AACP members is one method of collecting the
data we need to feed back to GPs. Please read
Mindy Cairns’ and my report of the development
and piloting of the of the AACP standardized
 2014 Acupuncture Association of Chartered Physiotherapists
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data collection (SDC) tool (pp. 65–70). We have
included a copy of the SDC tool in this edition,
but it is also available online for members on
the website (www.aacp.org.uk). If you collect
any useful data using this tool, please consider
writing a report for the Journal and sharing your
findings with other members.
Helen Oakes
Clinical Editor

References
Centre for Academic Primary Care (CAPC) (2013) Welcome
to MYMOP. [WWW document.] URL http://www.bris.
ac.uk/primaryhealthcare/resources/mymop/
Chambers H. (2013) Acupuncture in combination with
conventional physiotherapy following cervical facet joint
injections in a patient with ankylosing spondylitis and

 2014 Acupuncture Association of Chartered Physiotherapists

chronic neck pain. Journal of the Acupuncture Association of
Chartered Physiotherapists 2013 (Autumn), 71–78.
Free Dictionary, The (2013) Window of Opportunity. [WWW
document.] URL http://idioms.thefreedictionary.com/
window+of+opportunity
Joint Formulary Committee (JFC) (2012) British National
Formulary (BNF) 64. Pharmaceutical Press, London.
Mandel S., Schilling J., Peterson E., Rao D. S. & Sanders
W. (2013) A retrospective analysis of vertebral body
fractures following epidural steroid injections. The Journal
of Bone and Joint Surgery 95 (11), 961–964.
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.
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.

7

0DLQWDLQLQJ$
%ULJKW2XWORRN
6LQFH
$&8381&785(6833/,(56
6WRFNLVWVRI
6HLULQWKHPRVWSRSXODUQHHGOHLQWKH8.
$VLD0HG6_QHHGOH7DSQ¶7UHDWQHHGOH
6FDUERURXJKVRXUEHVWVHOOLQJ&KLQHVHQHHGOH
5HQRZQHGIRURXUH[SHUWLVHLQ(OHFWURDFXSXQFWXUH
$66XSHUGLJLWDO
(6SUHYLRXVO\WKH,&
(6

7HO
ZZZVFDUERURXJKVFRXN

$QGPXFKPRUH
0R[D
&KDUWV 0RGHOV
%RRNV
&XSSLQJ(TXLSPHQW
&RXFKUROO
0DVVDJH&DUULHU2LO

Journal of the Acupuncture Association of Chartered Physiotherapists, Spring 2014, 9–10

Chairman’s report

I feel very honoured to be Chairman as we
celebrate the thirtieth anniversary of AACP.
So much work has been done for our members
by so many dedicated individuals over the
years. Your current Board and I are working
extremely hard to honour that legacy and take
us forward, so that we can look ahead to the
next 30 years.
To mark this anniversary, Conference will be
extra-special this year (see p. 15), and we will
also be putting together a historic document
and presentation to highlight the achievements
of our organization over the past 3 decades.
Do join us on 17–18 May to take part of our
biggest event yet. I am really looking forward
to seeing old faces again and meeting new
members at the Hilton Hotel in Coventry. You
can now book your place at Conference online,
which is one of the first milestones to mark
our thirtieth year.
We are also streamlining our processes to
make it easier for our members to interact with
us. The AACP website (www.aacp.org.uk) is
undergoing its second phase of improvements,
which have involved an extensive upgrade of our
platform, so please do go online and review it.
Let us know your views on our website and tell
us about anything else you would like to see
there!
You will also have received your new monthly
e-newsletters by the time you read this. These
commenced in December 2013, and are intended
to complement our current print newsletter and
journal by offering us the opportunity to communicate with you in a more timely manner. We
want to keep you up to date with events
and activities, so if you haven’t received your
e-news, please do contact the office (e-mail:
sec@aacp.uk.com) so we can amend our record
of your e-mail address.
We are continuing to represent you, our
members, at National Institute for Health and
Care Excellence (NICE) scoping events and
review panels. As you all will know, the NICE
guidelines on low back pain (NICE 2009)
are up for review, and we have been doing
 2014 Acupuncture Association of Chartered Physiotherapists

our utmost to ensure the inclusion of acupuncture in the new version. We were also represented at another parliamentary group meeting
in January: this time it was a round-table event
on primary headache disorders and the provision of services within the National Health
Service. I attended in order to put forward the
benefits of acupuncture in physiotherapy as
well as the range of skills that physiotherapists
are able to offer. We plan to attend more
events at the Houses of Parliament so as to
keep acupuncture physiotherapists at the forefront of service provision. Campaigning for
acupuncture in physiotherapy is one of our
main objectives, and we continue to develop
links with external organizations such as The
Migraine Trust in order to promote you, our
members!
Your input is greatly appreciated, of course,
and if you are aware of any events that you feel
AACP members should be represented at, please
do get in touch (e-mail: chair@aacp.uk.com or
ceo@aacp.uk.com).
I would also like to extend a warm thank-you
to two of our members: Elizabeth Slee, for
her input and extensive work towards our headache disorders submission in January; and Jon
Livesey, for his expertise and advice.
By the time you receive this edition of
JAACP, the Acupuncture Research Resource
Centre (ARRC) Symposium will be just around
the corner, and we are pleased to support
this event for the third year in a row! Our
involvement has created a platform for our
members to present their research, and it also
allows us to highlight to the rest of the acupuncture community what a massive contribution physiotherapy has and continues to have in
the role of acupuncture provision. Further
information on the presentations at the
ARRC Symposium will be available on our
website.
Looking forward to the year ahead, I hope that
this will be the best yet for AACP and its
members. We are now in the Chinese year of the
Horse, which represents strength, energy, intelli9
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gence and a time for making unremitting efforts
for improvement. Let’s hope 2014 is successful
for all!
Vivienne Dascanio
Chairman
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Chief Executive Officer business report

The only way is up!
Over the past year, we have been working hard
at AACP to realize measures to improve the way
in which we communicate with you, and to
increase the number and quality of benefits that
we offer you as a member.
As a result, our revamped website now offers
you much more up-to-date information, as
well as online booking facilities for our Annual
Conference, Foundation Acupuncture courses,
continuing professional development seminars
and regional events. It also contains full versions
of the current and previous editions of this
Journal, which are accessible only to members.
We aim to develop our site further so that it
becomes a true ‘‘hub’’ for everything you as a
member may need to get the most out of
practising acupuncture as an adjunct modality to
your physiotherapy.
There are also plans to build a separate
‘‘patient site’’ to give potential clients better
information about acupuncture in general and as
a part of physiotherapy treatment in particular.
With an improved practice search function and
clear-and-to-the-point patient information, we
want to use this new website to make acupuncture more accessible and all AACP members’
practices easier to find.
We have also introduced an initial range of
interesting financial benefits for members, such
as discounts on needles, physiotherapy and acupuncture publications, and sharps waste disposal
contracts. If you haven’t accessed these services
yet, please go to our website (www.aacp.org.uk),
and follow the ‘‘AACP Discounts’’ link in the
members-only area.

Call to your physiotherapy
colleagues
While AACP is the largest organization representing acupuncture in both the UK and Europe,
only a relatively small proportion of your colleagues have discovered the virtues of being able
to practise acupuncture as a part of their physiotherapy treatments.
 2014 Acupuncture Association of Chartered Physiotherapists

If any of your co-workers are interested in
following in your footsteps, please point them
towards our online presence (www.aacp.uk.com).
This is a specially developed website that will
allow them to find out about our Association, the
ins and outs of our Foundation Acupuncture
courses, and all the benefits of joining us
and adding acupuncture as a modality to their
work:
+ Acupuncture is increasingly recognized as an
effective modality when used as a component
of many physiotherapy treatments.
+ It is estimated that acupuncture is used almost
5 million times a year in the UK, and this
number continues to grow.
+ Many clinical commissioning groups are
very interested in the cost-effectiveness of
integrating acupuncture into physiotherapy.
+ Two-thirds of acupuncture treatments are
used for the treatment of musculoskeletal
problems, which means that these are very
applicable in physiotherapy.
+ Adding acupuncture as an additional skill
to physiotherapeutic experience and skills
improves career prospects.
+ Adding acupuncture to their skill sets also
means that physiotherapists can expect an
increase in their potential earnings and attract
more patients.

Commissioning and Research
Pack
After the success of our Commissioning and
Research Pack in 2012, this is currently being
edited and updated to reflect the feedback that
you gave us. It will be made available to you
again in the second quarter of 2014. The pack is
specifically being reissued to help you approach
the commissioning process with confidence and
then achieve a successful result. It is designed
to assist you in promoting your own case to
your local National Health Service trust, and its
commissioners and managers.
The pack is also intended to help if you are not
directly involved in commissioning by providing
11
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acupuncture research and evidence to support
your everyday practice. It is one of the many
benefits that AACP offers you on an ongoing
basis.
If you have any suggestions for improvement,
or any additional services or benefits, please
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don’t hesitate to contact me directly at the AACP
Office (e-mail: ceo@aacp.uk.com).
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) continues to accredit both tutors
and courses in line with the Programme of
Education and Training, as well as to respond to
members’ requests and the developmental needs
of AACP itself. Accordingly, the past 6 months
have seen the ETRC trim its membership following a review of cost-effectiveness throughout
the Association, as well as moving towards a
model of accreditation that offers executive oversight and quality enhancement, rather than
micromanaging the work of our very able assessors. One practical advantage that this has had
for applicants to both tutor and course accreditation has been that the timescale has been
greatly shortened, a consequence that we would
not have been able to manage without the strong
support of the staff of AACP, particularly Office
Manager Elizabeth McLean. The standards of
both course and tutor applications remain high,
and we will publish examples of good practice in
such submissions as exemplars for potential
applicants and a contribution to transparent
professional discourse.
As the role of physiotherapy finds its place
within the landscape of Any Qualified Provider
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commissioning for the National Health Service,
acupuncture within physiotherapy practice itself
has a similar mission to accomplish. The abundance of small and medium-sized enterprises
that are providing services has definitely taken
commissioners by surprise, but this has almost
certainly seen physiotherapists themselves benefit by being part of a community of small-scale,
and perhaps more accessibly local, clinics and
treatment centres. As we look to renewing the
commissioning pack for AACP members, this is
undoubtedly something that we are taking into
consideration as we determine the appropriate
format of this resource for members, which
will be more prominent in online membership
services this time round.
Once again, thank you for all of the feedback
that we receive as a committee. Your support is
greatly valued.
Paul Hougham
Chair
Education, Training and Research Committee
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Conference Coordinator report

We are pleased to announce that our 2014
Conference will be held at the Hilton Hotel in
Coventry on 17–18 May (Fig. 1). The venue has
ample space for car parking, as well as an on-site
LivingWell Health Club for you to use, if time
allows.
We are extremely excited to be celebrating
AACP’s thirtieth anniversary this year. The
Association has a fascinating history that we
want to share with you all, and we will be holding
special celebrations and a celebratory dinner to
mark the occasion. Conference bookings opened
in July 2013 and I am pleased to say that we have
had a very good response.
The theme for 2014 is ‘‘AACP, Still Pointing
the Way After 30 Years’’, and there is an exciting
line-up of renowned speakers, including:
+ Jeremy S. Lewis PhD FCSP;
+ Amos Ziv;
+ Professor Helene Langevin;
+ Martin Heskier;
+ Lesley Pattenden;
+ Professor Song Xuan Ke;
+ Caroline McGuire;
+ Carole Paley; and
+ Helen Elden.
We are also organizing several workshop
sessions this year because many of you have
told us that you enjoy the practical format that
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Figure 1. The Hilton Coventry Hotel.

these provide. In addition to the interesting and
clinically applicable topics that you can hear
about over the weekend, an ABBA tribute band
has been booked for the Saturday night and a
magician will be there to entertain everyone
during the evening meal. To book your place
online, please visit the AACP website
(www.aacp.org.uk).
If you have any ideas for future events,
please contact me at the Office (e-mail:
manager@aacp.uk.com). We welcome any
suggestions.
We hope to welcome you at the Conference in
May.
Elizabeth McLean
Conference Coordinator
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Regional 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

Vacant

sec@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

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

South East England

Vacant

sec@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

18

 2014 Acupuncture Association of Chartered Physiotherapists

Journal of the Acupuncture Association of Chartered Physiotherapists, Spring 2014, 19–29
REVIEW PAPER

Laser acupuncture
A. Füchtenbusch
College of Low-Level Laser Therapy, Starnberg/Munich, Germany

Abstract
This paper reviews laser acupuncture (LA), a treatment that uses a focused beam of light
instead of a metal needle to treat acupuncture points. A laser can be used in three ways: (1) to
treat acupuncture points; (2) to stimulate biochemical effects; and (3) to promote therapeutic
resonance effects. From this review, it is clear that more research needs to be carried out in the
field of LA. Laser acupuncture is a pain-free modality that gives patients who have a phobia of
needles the opportunity to receive acupuncture treatment. Nevertheless, LA and needling both
have pros and cons. Physiotherapists have used lasers for phototherapy for many years, but they
may not have treated acupuncture points with laser beams. Individual therapists will be able to
make an informed decision about whether to incorporate this modality in their clinical practice
by using their knowledge of LA and acupuncture, gaining a better understanding of the relevant
research, and through additional training.
Keywords: acupuncture, high technology, laser.

Introduction
Laser acupuncture
Laser acupuncture (LA) uses a focused beam of
light rather than a metal needle to treat acupoints. Many practitioners of traditional Chinese
medicine (TCM) regard this form of therapy as a
pioneering technique. There is growing interest
in LA, and the first international conference on
technologically advanced acupuncture will take
place in Nanjing, China, this year (BIT’s 1st
World Congress of High-Tech Acupuncture and
Integrative Medicine, 16–18 May 2014).
Acupuncture is one of three modalities that
can be employed with a low-level laser (LLL)
device. These pieces of equipment can also
influence biochemical interfaces at a subcellular
level via laser phototherapy, and a rhythm can be
superimposed on the laser irradiation in order to
Correspondence: Anja Füchtenbusch, COLLL, Maximilianstraße 2a, D-82319 Starnberg/Munich, Germany
(e-mail: anja@fuechtenbusch.eu).
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trigger resonance phenomena in the body, which
is known as resonance therapy. All three independent modes of action mutually seem to
promote, amplify and stabilize each other. In
other words, laser light is not merely a way of
performing acupuncture.
Currently, it is the accidental results of
research that interest experts. It seems that the
effects produced by traditional needle acupuncture (NA) cannot always be wholly transferred
to LA. There are also indications that LA
works along different paths in the body than
those utilized by NA. Research into this
area might eventually result in a new form of
acupuncture.
A laser beam is a form of light potentiation,
and the term is an acronym for ‘‘light amplification by stimulated emission of radiation’’.
Laser light is distinct from other sources of
luminosity such as light bulbs or sunshine: it is
monochrome, the wavelengths oscillate in one
phase (coherence) and the beams are parallel.
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Editor’s note
Please note that this review of laser acupuncture has been published as a professional interest piece, and therefore, the
treatment discussed may be outside many
AACP members’ scope of practice. For
guidance, physiotherapists are advised to
refer to the Chartered Society of Physiotherapy’s Code of Members’ Professional Values
and Behaviour, which states that they should
‘‘[l]imit their professional activity to those
areas in which they are competent and
qualified to work safely’’ (CSP 2011, p. 9).
Helen Oakes

Reference
Chartered Society of Physiotherapy (CSP) (2011)
Code of Members’ Professional Values and Behaviour.
Chartered Society of Physiotherapy, London.

Therefore, a laser unit is a device that generates
focused and collimated light of only one
wavelength.
Acupuncture laser units are so-called LLL
devices. In this case, ‘‘low level’’ means that the
optimum energy densities supplied by this type
of laser unit are minimal in comparison to other
types of medical laser equipment used in surgery,
or for removing or coagulating tissue (i.e. highpowered laser/surgical laser devices). Generally
speaking, the output densities that are used in
LA units are too low to heat up tissue, i.e. these
are less than approximately 100 mWcm–2. Lowlevel laser units are also called cold lasers,
biostimulation lasers, bio-lasers, soft lasers,
therapy lasers or low-energy photon therapy
devices.
Since the invention of lasers 50 years ago,
low-energy coherent light from the red or infrared spectrum has been used therapeutically in
order to: alleviate pain, inflammations and oedemas; promote the healing of wounds, as well as
deeper tissue and nerve damage; and prevent
tissue damage. Laser acupuncture has two
important treatment parameters: dosage and
wavelength.
20

Dosage
The customary dosage unit in LA is the Joule,
which measures the radiation energy with which
an acupuncture point is to be influenced. This
energy is calculated by multiplying the effective
output of the laser device in milliwatts by the
radiation time in seconds:
energy (J)=output (mW)  time (s)
The use of this dosage unit is based on the
assumption that the laser output openings, or the
spot sizes of laser pens and laser needle devices,
and the divergence of the radiation that these
emit are approximately the same. If the divergence of the radiation were greatly reduced, an
LLL device (UK Class 3B) could be transformed
into a surgical laser unit (UK Class 4). If it
were very high, the energy density achieved for
lower-lying points would be insufficient.
In LA, radiation energies ranging from 0.5–1 J
(e.g. for children, ear points, points on the
surface of the skin or the mucous membrane,
and acute conditions) to as much as 6–8 J (e.g.
lower-lying points, very hairy skin, nerves, muscles and bones, and chronic conditions) are used.
Wavelength
Wavelengths in the red and infrared spectrums
are used most frequently in LA because these
also reach deeper-lying tissue layers and can be
absorbed by cell organelles, which are important
for biological stimulation. Virtually all scientific
studies in the field of laser therapy over the past
50 years have been performed with red or infrared light. Research involving blue, violet or green
light is still extremely rare.
Mechanisms employed by low-level laser
therapy
An LLL unit provides therapists with three
different therapeutic methods that they can
employ separately or in combination with one
another.

Mechanism I: acupuncture
To date, the objective of the majority of research
into LA has been to prove its equivalence to NA.
Studies of high-tech acupuncture have been
carried out by the Research Unit of Biomedical
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Engineering in Anaesthesia and Intensive Care
Medicine at the Medical University of Graz,
Graz, Austria, over the past 10 years, and numerous papers have been published, such as those
discussed below.
Equivalence studies
Comparative study of the eﬀects of metal needle and
laser stimulation on heart rate variability (HRV), and
heart rate or heart rhythm (HR) (Litscher &
AAHTARN 2010). Ancient Asian physicians
considered a variable HR to be a sign of good
health. The HR and its variability can be quantified using computerized methods. This so-called
‘‘Fire of Life’’ analysis demonstrated a significant
decrease in HR as a result of an intervention with
metal needles and also laser light, which was blue
in this case.
Comparative studies of metal needle and laser stimulation
in emergency acupuncture treatment using multiparametric
biosignal measurements in anaesthetized pigs (Litscher
2007, 2010). This review of animal experiments
compared the effects of NA and LA on the
Governor Vessel (GV) 26 and Yintang acupoints. The partly placebo-controlled, randomized crossover experimental pilot studies with
animals showed that needling and laser stimulation can induce effects on the bioelectrical parameters of brain activity, i.e. the bispectral index
(BIS) and spectral edge frequency (SEF),
whereas the stimulation of control points did not
result in any significant changes.
Comparative studies of the eﬀects of acupressure, and NA
and LA on electroencephalographic measurement of the
bispectral index (BIS) and spectral edge frequency (SEF)
(Litscher & Schikora 2004). The BIS and SEF are
parameters of neuromonitoring, a procedure
customarily used in anaesthetics and intensive
medicine for gauging depth of sedation and
narcosis. The stimulation of the Yintang point
led to a significant reduction of the BIS and SEF,
i.e. a fairly deep level of sedation, that was
approximately the same for each of the three
stimulation methods.
Comparative studies of the cerebrovascular eﬀects of metal
needle and computer-aided laser needle acupuncture
(Litscher & Schikora 2004). In these studies of
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computer-controlled laserpuncture, acupuncture
points that are often used locally to treat diseases
of the eye were stimulated with either metal
needles or laser needles. The aim was to investigate the cerebrovascular effects of these treatments, which were determined using transorbital
and transtemporal Doppler ultrasonography of
the arteria ophthalmica. There were no significant differences between metal needle and laser
needle acupuncture. In both cases, stimulation of
the points around the eyes resulted in a significant increase of the mean blood flow speed in
the cerebral vessels without causing a change in
the mean arterial blood pressure.
Study comparing NA and LA treatment for chronic pain
in the musculoskeletal system (Dorsher 2010). This
was a prospective study with a crossover design.
The author investigated clinical equivalence in
the treatment of chronic pain in the shoulder,
knee joint, or cervical or lumbar spine by stimulation of classic acupuncture points with NA and
LA. The measurement parameter for the intensity of the pain was the visual analogue scale
(VAS). Dorsher (2010) was able to demonstrate
that acupuncture resulted in a reduction in pain
for all the participants. Ninety per cent of the
patients with joint pain and 80% of those with
spine pain stated that LA reduced their pain
more than NA.
Possible differences in effects
While the majority of studies of acupuncture and
LA have conceded that both NA and LA are
effective in comparison to no intervention, there
has hardly been any research into the potential
differences in the effects of these approaches.
However, the few studies that do give some
suggestions about this issue are extremely interesting in terms of the future of LA.
Laser stimulation of Liver (LR) 8 triggers diﬀerent
activation patterns in the brain in comparison to a metal
needle (Quah-Smith et al. 2013a). A recent study
found interesting differences when comparing
NA and LA. In the randomized controlled trial
(RCT) by Quah-Smith et al. (2013a), the effect
on the brain produced by stimulating LR8 was
measured using functional magnetic resonance
imaging. Liver 8 is considered to be an important
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point for the LA treatment of depression.
Needle acupuncture and LA at LR8 seem to
produce different activation patterns in the brain.
The findings reported by Quah-Smith et al.
(2013a) suggest that LA may be useful in the
treatment of mood disorders, while NA may be
useful in the modulation of motor cortex
regions, and thus, may play a major role in motor
rehabilitation. Furthermore, the earlier research
discussed in this study suggests that different
afferent pathways are activated by NA and
LA. While NA seems to follow afferent pain
pathways, and thus, provides somatosensory
and sensorimotor input, LA is probably more
autonomically driven.
Influencing HRV by stimulating Pericardium (PC) 6
could only be achieved with laser light (Litscher et al.
2013). Research into the effects of stimulating
GV20 (Baihui) and PC6 (Neiguan) on neurovegetative parameters also revealed interesting
differences. While both LA with red light and
NA of GV20 significantly reduced HR, only laser
stimulation of PC6 with violet light was able to
induce an increase in HRV without also causing
a significant change in HR.
Indication-specific laser acupuncture
Although the number of RCTs investigating the
indication-specific effectiveness of LA has been
small in comparison with those examining acupuncture with metal needles, some examples are
given below.
Laser acupuncture for depression. Quah-Smith et al.
(2013b) recently published a double-blind RCT
on the benefits of LA for the treatment of
depression in which they demonstrated that LA
induced a clinically and statistically significant
reduction in the symptoms of depression on
objective measures.
Laser acupuncture for temporomandibular joint
dysfunction. An RCT by Ferreira et al. (2013)
found that pain relief was both faster and greater
among patients with temporomandibular joint
dysfunction who had received LA in addition to
the conservative therapy.
Laser acupuncture for the treatment of childhood
asthma. In a systematic review of RCTs, Zhang
et al. (2012) concluded that there was no com22

pelling evidence to suggest that LA is not an
effective treatment for childhood asthma. An
Egyptian study with 50 asthmatic children by
Elseify et al. (2013) demonstrated that LA is a
safe and effective treatment for childhood
asthma.
The pros and cons of laser acupuncture
The advantages of LA are as follows:
+ No pain is associated with the technique.
+ Children, individuals who are sensitive to
pain and anxiety-ridden patients can receive
pain-free treatment.
+ Acupuncture treatments that are generally
uncomfortable to undergo (e.g. eye treatments focusing on AcuNova points) can be
performed painlessly.
+ With regard to acupuncture point stimulation
in elderly patients, LA has a positive impact
on degenerative tissue processes in the
neurovascular bundles of these points, which
are often harder to stimulate in those who are
d65 years old.
+ There are no known complications or side
effects.
+ No local bleeding or inflammation occur as a
result of auricular acupuncture.
+ There is flexibility with regard to treatment
times, especially when laser needle systems are
employed.
+ It is easy to treat local points in inflamed,
swollen or painful tissue.
+ More precise diagnoses are possible,
especially with regard to the ear.
+ A combination of acupuncture and local laser
therapy effects (e.g. direct tissue regeneration
and the alleviation of pain by photobiomodulatory stimulation; see below) is possible with
LA.
+ Additional frequency therapy (see below) is
an option.
The following disadvantages are associated with
LA:
+ Weaker or delayed De Qi responses are
evoked.
+ Special needle techniques are almost impossible to reproduce.
+ Both the patient and the therapist must wear
laser protection goggles.
 2014 Acupuncture Association of Chartered Physiotherapists
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+ There are a number of special contraindications
to LLL therapy (LLLT), including: light dermatoses and the exacerbation of chronic skin
diseases (e.g. lupus erythematosus); increased
photoallergic responsiveness (e.g. in cytostatic
therapy, or treatment with non-steroidal immunosuppressants, high-dosage corticosteroids
and/or drugs containing arsenic); moles (if
pre-cancerous conditions or malignant melanoma have not been excluded); and large,
post-traumatic haematomas and/or dermal
streptococcal infections in the acute phase.

Mechanism II:
photobiostimulation
Low-level laser therapy is a modern form of
high-tech phototherapy. The interaction between
organic molecules, or chromophores, and monochromatic, coherent light promotes fundamental
physiological cellular processes that resemble
photosynthesis.
The primary effects of LLLT at the cellular
level are attributed to the absorption of monochromatic near-infrared radiation by components
of the respiratory chain in the inner mitochondrial membrane. This process leads to increases
in: the electrochemical potential of protons;
adenosine triphosphate (ATP), ribonucleic acid
and protein synthesis; oxygen consumption;
membrane potential; and synthesis of the
reduced form of nicotinamide adenine dinucleotide. This activation of the metabolism initiates
the so-called secondary stimulation effects (i.e.
the downstream effects), which manifest as
inhibition of inflammation, alleviation of pain,
activation of tissue regeneration and promotion
of blood circulation. Low-level laser therapy
can be employed in many medical specialities,
particularly in wound and pain management.
The PubMed search engine cites more than
3000 scientific publications on LLLT, and the
effectiveness of this form of treatment has been
especially highlighted in the treatment of painful
conditions of the musculoskeletal system and
wound healing disorders.

Mechanism III: frequency
modulation or resonance therapy
Resonance or frequency therapy is a special
application of LLL treatment. It takes advantage
 2014 Acupuncture Association of Chartered Physiotherapists

of the option of pulsing laser light precisely in
order to trigger so-called resonance phenomena,
and is intended to promote a therapeutic effect.
Frequency therapy is often applied in modern
auricular medicine according to Drs Paul Nogier
and Frank Bahr.
Frequency-modulated acupuncture has not
been researched so far, and therefore, it is strictly
an experience-based form of medicine. However,
research into LLLT indicates that pulsed laser
light of various degrees of intensity probably has
a greater impact than continuous-wave laser
light. A review of the effects of pulsing in LLLT
(Hashmi et al. 2010) reported positive results for
wound healing and stroke management, although
pulsed laser light seemed to be less beneficial for
nerve regeneration. This finding could be
because the types of cell that are involved in
wound healing and neurogenesis need periods of
rest before being stimulated further in order to
increase mitochondrial synthesis of ATP. In
contrast, the inhibitory impact of LLLT (e.g. on
the inflammatory cells) is crucial with regard to
other regenerative processes.
Leading experts in the field of photomedicine
expect a great deal from transcranial laser therapy
with regard to the treatment of traumatic brain
injury and affective disorders. Research using an
animal model has demonstrated that, following
brain trauma, neurological status and depressive
symptoms improved more, and wound recovery
was better when the affected area was irradiated
with beams that had a frequency of 10 Hz (alpha
wave) than when non-pulsing radiation (continuous wave) was used or radiation with 100 Hz was
performed (Xuan et al. 2013).

Laser-assisted auricular medicine
Modern ear acupuncture is a very young discipline: it is only approximately 60 years old and is
not based on TCM. Auricular acupuncture constitutes an independent diagnostic and therapeutic system that is based on the principle of
influencing physical dysfunctions by stimulating
specific reflex points in the microsystem of
the ear. For this reason, it makes more sense
to speak of modern auricular medicine or
auriculotherapy.
The founder of Western auricular medicine
was Dr Paul Nogier (1908–1996). In the 1950s
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its most highly developed form is laser-assisted
auricular medicine.
Development of laser-assisted auricular
medicine
Discovery of the ear somatotope (1950). Nogier discovered and developed the ear somatotope in the
1950s. He initially stimulated the reflex areas by
using cauterization. Western acupuncturists recognized the importance of this discovery, and its
correspondence with Chinese auricular acupuncture. In TCM, ear points are mainly stimulated
so as to reduce pain and always in addition to
body points, and therefore, these do not have
comparable significance.

Figure 1. Inverted foetus in the ear.

Figure 2. Body zones in the ear.

and 1960s, this French physician discovered and
researched the somatotopy of the ear, which
mirrors the anatomy of the body in the form of
an inverted foetus lying in the ear (Fig. 1). In
order to identify the various reflex points and
areas on the ear (Fig. 2), Nogier initially used
cauterization, which he later substituted with
acupuncture needles and then with LLL. The
history of Western auricular medicine is closely
associated with the discovery of laser beams, and
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Development of the Western and Chinese systems of
auricular acupuncture (1955–1966). Subsequently, a
period of intensive research into energetically
effective points on the ear began in both France
and Germany in the West, and China in the East.
While Nogier developed his ear somatotope
further, looking for the anatomical correspondences of ear points, Chinese researchers focused
on the functional effects of ear points on the
body. This approach followed the tradition of
TCM auricular acupuncture, which postulated a
connection between individual meridians. Since
Nogier also stimulated his ear zones with metal
needles, two new acupuncture systems developed, i.e. Western or European, and Chinese
auricular acupuncture.
Discovery of the vascular autonomic signal (VAS)
(1966). The next significant step in the further
development of Western auricular medicine consisted of Nogier’s discovery that the stimulation
of skin points that were relevant for therapy
provoked a reaction in the autonomic nervous
system, which can be felt as a stationary pulse
wave on the artery wall. This vascular wall reflex
is called the VAS. In Europe, it became a new
method for localizing ‘‘active’’ ear points. Painfree points may also be relevant for therapy, and
in contrast to other localization methods, these
can be identified through the VAS.
Development of frequency-modulated auricular medicine
(1970 onwards). Nogier not only discovered the
reflex zones on the ear, he also developed a new
 2014 Acupuncture Association of Chartered Physiotherapists
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form of reflex stimulation using light frequencies. He initially experimented with stroboscopic pulse frequencies, and discovered that
pathologically altered areas on the ear react with
a VAS when irradiated with specific frequencies
of light. At the same time as the first studies of
the therapeutic benefits of LLL were being
conducted, Nogier was already experimenting
with frequency-modulated laser light. During the
course of this research, he realized that ear points
can also be stimulated with low-energy laser
light. When LLL devices became easier to handle, more accurate and less expensive in the
1970s and, especially, the 1980s, Nogier conducted experiments on the effects of light frequencies on reflex or acupuncture points in
collaboration with the German physician Frank
Bahr, thus establishing frequency-modulated
laser therapy on the ear.
Since auricular medicine or ear acupuncture,
VAS, frequency or resonance therapy, and LA
were discovered by the same man, these techniques are generally still closely associated with
each other today. The terms are often used
synonymously, even though auricular medicine
can obviously also be performed without frequency modulation, i.e. with metal needles or
non-pulsed laser light; the application of frequencies is not restricted to the ear; and the VAS
can also be used to check points on the body that
are relevant for therapy.
Frequency zones on the ear and
frequency series
Based on his experiments with pulsed laser light
on the ear, Nogier described seven ear zones that
are characterized by the responses these have to
specific light frequencies. He labelled these zones
A to G (Fig. 3). The ‘‘Nogier frequencies’’
correspond to anatomical structures of the ear
and parts of the body (Table 1).
In 1983, Bahr, who worked closely with
Nogier, presented his own frequency series. The
‘‘Bahr frequencies’’ relate to tissue layers and
have a special diagnostic significance. In subsequent years, he published further frequency
series for different body structures, energy points
and substances. Since 1990, laser-assisted auricular medicine has been complemented by
additional frequency series (e.g. the ‘‘Reininger
 2014 Acupuncture Association of Chartered Physiotherapists

Figure 3. Nogier frequency zones in the ear (for key,
see Table 1).

frequencies’’ or ‘‘meridian frequencies’’, and the
‘‘frequencies according to Elias’’).
Evidence
To date, there have been hardly any dedicated
studies involving laser ear acupuncture as the
sole intervention method (with and without
standard therapy), although publications about
auricular acupuncture in general now number
more than 700. In other words, when it comes to
auricular acupuncture, the research so far still
does not distinguish between needles and laser
beams. In particular, laser ear acupuncture with
pulsed frequencies has not been researched as
yet, and therefore, it is strictly an experiencebased form of medicine at the moment.
A comprehensive overview of the state of the
research into laser ear acupuncture is provided in
the review by Round et al. (2013).
Advantages of laser ear acupuncture
Freedom from pain and complications. The greatest
advantage of laser ear acupuncture is that the ear
points, which are often painful, can be stimulated
non-invasively, and thus, painlessly. The danger
of local bleeding and infections (e.g. perichondritis and auricular chondritis) is eliminated.
Patients with a fear of needles, and especially
children and animals, can also be treated.
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Table 1. Nogier frequencies
Frequency (Hz)
Frequency zone Resonance and effects

Original

Higher octave

2.28

292 (A)

Equivalent Bahr
frequency

A

Unrest and disorganization frequency, resonance with the
reticular formation and all disruptive foci

B

Nutritive frequency, resonance with the inner organs

4.56

584 (B)

4

C

Mesenchymal frequency, resonance with the locomotor system
(orthopaedic frequency)

9.12

1168 (C)

3

D

Laterality frequency, resonance with the tragus and the
sympathetic nervous system

18.25

2336 (D)

2

E

Bone marrow frequency (motor and sensory frequency)

36.50

4672 (E)

1

F

Psychic frequency, resonance with the dental, oral and maxillary
regions, and the subcortical parts of the brain (e.g. the
dicephalon and mesencephalon, and hypothalamus)

73.00

9344 (F)

7

G

Psychosomatic frequency, resonance with the cortex, eyes and
maxillary sinuses

146.00

18 688 (G)

6

Saving time. Depending on the power setting of a
modern laser pen, laser ear acupuncture takes
less time than NA (e.g. 2 min with five ear points
at 50 mW without selection of frequency, or
2.5 min for five ear points at 75 mW with selection of frequency). Therefore, it is also suitable
as a supplementary therapy that can be used
before, during and after surgery; for instance,
to reduce pain and drug dosages (e.g. see
Usichenko et al. 2006, 2007, 2008).
More accurate diagnoses. Points on the ear that are
relevant for therapy are not always painful. However, brief LLL stimulation of a relevant point on
the ear triggers a VAS.
Use of therapy frequencies. The therapist can employ
precise therapy frequencies only with an impulsemodulated laser beam.
Acupuncture laser devices
Either laser pens or multi-acupuncture systems,
which are also called laser needle systems, can be
used for acupuncture.
Laser pens. Laser pens, or point lasers, are
employed for the treatment of small areas, or to
stimulate acupuncture, trigger and pain points.
Ideally, the treatment tips can be replaced; for
example, by fibre-optic attachments (e.g. intraoral or intra-auricular accessories) with which
orifices in the body that are hard to reach can be
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5

accessed. Modern laser pens are cordless and
have a display that shows the therapy time,
dosage, laser output and battery status. When a
target dosage is entered, the therapy time is
calculated automatically. Some laser pens have
preset frequencies while others do not, and
therefore, the suitability of these devices for
resonance therapy depends on the particular
specifications of the unit.
Multi-acupuncture systems/laser needle acupuncture.
While acupuncture points can only be treated
successively with a laser pen, multi-acupuncture
laser devices typically have up to 12 fibre-optic
cables, which allows for simultaneous stimulation. Laser needle systems have therapy displays
that allow the therapy time, dosage and laser
output to be entered. The various fibre-optic
cables and light needles can be programmed
separately. In most cases, it is also possible to
treat areas with multi-acupuncture systems. To
this end, there are, for example, plug-in panels
available to which the fibre-optic cables are
attached. Therefore, in contrast to conventional
area laser systems, the number of laser diodes,
the size of the treatment area and the radiation
density can be controlled individually. The ‘‘laser
spots’’ can be secured with tripods.
Area lasers. Area laser systems, or so-called laser
showers, are suitable for the treatment of larger
regions. A modern area laser unit is equipped
with a display on which the therapy time, dosage,
 2014 Acupuncture Association of Chartered Physiotherapists

A. Füchtenbusch
Laser body acupuncture
The acupuncture points determined with the
diagnostic techniques of TCM are either stimulated successively (i.e. with a laser pen) or
simultaneously (i.e. with a laser needle system)
with 1–4 J. The anterior knee regions are
stimulated using 6 J.
Laser ear acupuncture
Diagnosis. The following ear points are tested
for their therapeutic relevance (e.g. via VAS):
Knee, Interferon, Prostaglandin E1, Thymus,
Thalamus, Shenmen, Kidney (KI), Polster, Sun,
Epiphysis and Master Omega.
Therapy. The active ear points are either successively (i.e. with a laser pen) or simultaneously
(i.e. with a laser needle system) stimulated with
1 J each.
Add-on (optional) laser ear acupuncture
with frequencies
Figure 4. Laser acupuncture system being used to treat
acupoints on the knee.

laser output and battery status are set and shown.
Furthermore, a few laser showers offer the
option of selecting frequencies so that this form
of therapy can also be performed in localized
treatment. Area lasers can irradiate regions of up
to 55 cm2. Depending on the field of application,
large or small laser showers are used. Area laser
units are usually guided manually and should be
in contact with the skin. However, these devices
may also be secured with a tripod, which always
entails a distance between the laser output opening and the treatment area, and therefore,
requires the duration of the therapy to be
adjusted accordingly.

A practical example: laser
acupuncture for arthrosis of the
knee joint
In disorders of the knee joint, points on the body
and/or ear that are relevant for therapy can be
stimulated by laser (Fig. 4).
 2014 Acupuncture Association of Chartered Physiotherapists

Diagnosis. One of the following frequencies triggers a clear VAS: Nogier C, F or G; Bahr 5; pain
frequencies according to Bahr (963.5 and
1152 Hz); knee joint according to Bahr
(893 Hz); and organ frequencies (Spleen,
Bladder, KI and LV).
Therapy. The active ear points are stimulated with
the VAS-positive frequency of 1 J.
Diagnostic technique for active ear points
Testing is done in the following way. As a laser is
passed over the auricular zones, the patient’s HR
is checked for a VAS trigger. If therapy frequencies are also to be employed, this procedure
is repeated for frequencies that might be suitable
for the treatment (these are selected depending
on the pathology). The frequency that provokes
the strongest VAS is used for the therapy. All
points that are relevant for therapy are now
stimulated with this frequency. If several frequencies trigger a strong VAS, the therapist has
to select one of them. During follow-up treatments, the therapeutic frequency may be retested
and the therapist may switch to a different
VAS-positive frequency.
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Area therapy
The area of the knee region is irradiated from all
sides, and there is direct contact with the skin.
To reduce pain and inhibit inflammation, higher
dosages are used than for LA (approximately
20 J cm–2 ).

Conclusions
It is clear from the present review that more
research needs to be carried out in the field of
LA. It is a pain-free modality that gives patients
who have a phobia of needles the opportunity to
receive acupuncture treatment. Nevertheless, LA
and NA both have pros and cons. Some research
suggests that LA and NA may have different
therapeutic effects. Physiotherapists have used
lasers for phototherapy for many years, but they
may not have treated acupuncture points with
laser beams. Individual therapists will be able to
make an informed decision about whether to
incorporate this modality into their clinical
practice by using their knowledge of LA and
acupuncture, gaining a better understanding of
the relevant research, and through additional
training.

Disclaimer
It should be highlighted that LA treatment must
only be carried out by those who have undergone appropriate training and are qualified to do
so because this is a specialized technique.
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Anja Füchtenbusch DipBiol MSc is an expert in the field
of photobiology and photomedicine, and has a diploma in
acupuncture and TCM. She has both written and
 2014 Acupuncture Association of Chartered Physiotherapists
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The road to pain reconceptualization: do
metaphors help or hinder the journey?
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Abstract
The process of facilitating a meaningful reframing of persistent pain often involves metaphoric
expression. In practice, this encompasses a variety of methods that attempt to find simplicity
amid the cluttered complexities of a biopsychosocial pain management model. With this in mind,
we must consider the impact that our metaphoric expressions have on our practice, and how
these might influence our patients’ understanding of pain. A critical exploration of the literature
surrounding metaphoric expression and pain reconceptualization highlights several key debates
regarding the application and value of metaphors when attempting to explain persistent pain.
While metaphors can promote a tangible advancement towards a meaningful reframing of
persistent pain, these figures of speech are also prone to oversimplification and misinterpretation. The evidence that clinicians and patients speak different metaphoric languages is
compelling. This is compounded by our divergent vocabularies, assorted histories and contextual
dissimilarities. In order to reduce the risk of unintended misinterpretations, clinicians should
seek collaborative metaphoric expression through dialogical co-construction. Such skills are
essential when we consider the sociocultural implications of metaphoric pain reconceptualization. If we are to further our understanding of metaphor application, future research must
embrace a broad spectrum of methodologies, while also creating a synthesis between pain
research and linguistic analysis. When viewed with an appreciation of the constraints of
metaphors, these figures of speech can provide an outlet for new perspectives, while facilitating
pain reconceptualization. However, this review also highlights a need to investigate any
subsequent impact that metaphoric pain reconceptualization has on pain and disability.
Keywords: acupuncture, biopsychosociology, metaphors, pain, reconceptualization.

Introduction
The reconceptualization of pain is a crucial
foundation for successful and sustained persistent pain management (Eccleston & Crombez
2007). While this requires an effective and meaningful transfer of complex information, the
optimal methods of delivery remain unclear
(Gallagher et al. 2013). Within practice, uncertainty stems from the tangled, idiosyncratic
Correspondence: M. Stewart, Queen Elizabeth the Queen
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nature of biopsychosocial pain management,
with many clinicians relying on metaphors to
help them and their patients make sense of
abstract, scientific concepts (Sullivan 1995).
However, considering the unpredictable complexities of practice (Fish & Twinn 1997), and
without a clear understanding of the application
of metaphors, how can we ensure that these
figures of speech serve a beneficial function for
patients and clinicians?
Despite widespread use, a long-standing
debate surrounds the application of metaphors
within healthcare. Historically, opponents have
31

Pain reconceptualization and metaphors
seen metaphoric expression as misleading and
potentially obstructive to cognitive reappraisals
(Locke 1894; Sontag 1979). While contemporary
literature is more accepting of metaphors within
pain management, the debate has advanced its
focus towards the differing methods of metaphor application.
Loftus (2011, p. 217) encapsulated the debate
by suggesting that, ‘‘A powerful and enabling
metaphor for one patient might be meaningless
or even threatening to another.’’ With this debate
in mind, the present paper sets out to critically
explore the literature surrounding the use of
metaphors within pain management while asking
the following questions:
(1) Can metaphors facilitate meaningful pain
reconceptualization?
(2) How should metaphors be used in pain
management to ensure best practice?
(3) What are the potential avenues for future
research?
Texts were selected for inclusion following a
systematic review of the keywords ‘‘metaphors’’,
‘‘pain reconceptualization’’ and ‘‘biopsychosocial’’ using the Cumulative Index to Nursing and
Allied Health Literature, Cochrane Library, and
Medical Literature Analysis and Retrieval System
Online databases.
In addition, the review will analyse the prevailing metaphors that exist within healthcare, and
assess the impact of these expressions on the
biopsychosocial model of pain. Considering the
crucial need for a synthesized view of healthcare
for the successful application of the biopsychosocial paradigm, the present paper also highlights
the unique differences between educational
metaphors that aim to promote pain reconceptualization and therapeutic metaphor delivery,
which seeks to facilitate behavioural change,
while acknowledging the existing overlap
between these within practice.
Given the cultural diversity of present-day
Western societies, consideration will also be
given to the sociocultural implications of metaphoric pain reconceptualization.

Literature review
Historical context
The nature of abstract scientific progress owes
much to metaphoric expression. Geary (2011)
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noted that quantum theory stemmed from Max
Planck’s metaphoric correlation between electron orbits and vibrating cello strings, while
Edelson (1984) considered how William
Harvey’s seventeenth-century metaphor of the
heart as a pump has permeated our understanding to such an extent that it has become somewhat literal. Lakoff & Johnson (1980) argue such
outcomes are inevitable since metaphors provide
a tangible method of perceiving much of the
world.
With this in mind, we can see how Melzack &
Wall’s (1965) pain gate theory has transfused
common consciousness of the neurobiology of
pain. In a comprehensive longitudinal analysis of
the adaptations of pain gate theory within educational texts, Semino (2011) found that, despite
an updated understanding through Melzack’s
(1999, 2005) redefined ‘‘neuromatrix’’ and ‘‘neurosignature’’ metaphors, many texts continue to
use pain gate theory.
This poses a dilemma: although useful, do
some metaphors obstruct the evolution of our
comprehension by their literal permeations into
common language? Many theorists have argued
that metaphors oversimplify human suffering
and insinuate false ideas. Sontag (1979) rejected
the assumption that these figures of speech suit
explanations of illness, arguing that metaphors
misdirect our understanding. Critics feel Sontag’s
work is implausible and cannot apply to all cases
since it is based on personal assumptions (Clow
2001).
Considering the need for pain reconceptualization within a biopsychosocial framework
(Gallagher et al. 2013), we must remain aware of
the potential misinterpretations that metaphors
can produce. Loftus (2011, p. 216) called for
caution when using metaphors to explain pain
because ‘‘there is a certain degree of ‘fuzziness’
and openness in metaphor, and their boundaries
are not always clearly defined’’. Conversely, this
ability for metaphors to blur our more literal
linguistic boundaries provides us with an
opportunity to reframe experiences that would
otherwise remain constrained.
Lost in translation
Meaningful communication is a key component
of pain reconceptualization (Warmington 2012).
Unfortunately, many patients with persistent
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pain experience poor communication within
healthcare settings, and become increasingly
frustrated when their worries go unheard
(Thomas 2000; Eccleston & Crombez 2007).
The evidence that clinicians and patients speak
different metaphoric languages is compelling.
Skelton et al. (2002) used corpus linguistics
research to comprehensively analyse the differences between the metaphors that general practitioners and patients used to describe and
explain symptoms. Doctors used the metaphor
‘‘body as a machine’’ to explain degeneration as
‘‘wear and tear’’, while patients gravitated
towards evocative metaphoric expressions such
as ‘‘cotton wool’’. Biber & Conrad (2004) argued
that corpus linguistics techniques provide
in-depth analyses of metaphoric nuances, which
could potentially lead to better communication
and clinical outcomes. In combination with
behavioural analysis, such research methods
should equip clinicians with a more informed
philosophical understanding of metaphoric
expression, thus reducing the perceptual space
for misinterpretations.
Practitioners must remain mindful of this communication gap, while also recognizing the value
of patient-generated metaphors (Hartley 2012).
This is not evident throughout the literature, with
clinician-led pain explanations ranging from burglar alarms to thermostats and computers (Butler
& Moseley 2003; Moseley 2007; Semino 2011; van
Wilgen & Keizer 2012). Although such comparisons might enable some patients to successfully
reframe their pain, these could also reinforce a
biomedical regression for others by augmenting a
body–mind partition. Hartley (2012) argued that,
while the information-processing model contained within the ‘‘brain as a computer’’ metaphor
can help some patients to understand the complexities of neurobiology, it misjudges the idiosyncratic, adaptive properties of an individual’s
nervous system.
By incorporating a philosophical perspective
into the biopsychosocial framework, we can
begin to appreciate the categorical inaccuracy of
the ‘‘brain as a computer’’ metaphor (Bennett &
Hacker 2003; Thacker & Moseley 2012). The
brain alone cannot provide a single source meaning for the vast complexities that clinicians face
when attempting to reconceptualize pain, but
when faced with such entangled obstacles, it is
 2014 Acupuncture Association of Chartered Physiotherapists

easy to see how we might lose sight of the bigger
picture.
For example, in a recent attempt to explain
pain as a brain construct, Louw & Puentedura
(2013) used hearing to illustrate how the ear’s
vibration and sound receptors are turned into
‘‘hearing’’ by the brain. While this might enable
both clinicians and patients to reconceptualize
the function of peripheral nociception, it does
not consider the broader significance of our
psychological, social and philosophical understanding of perception as a whole.
Skelton et al.’s. (2002) study pointed towards
an interesting miscommunication within persistent pain management. Patients frequently use
the terms ‘‘went’’ and ‘‘gone’’ to metaphorically
express painful flare-ups. Under a biomedical
paradigm, these sentiments, if taken literally,
could be misconstrued as damage, but when
viewed from a biopsychosocial perspective, such
responses could open communication channels
about feelings of loss and subsequent links to
sensitivity. Like pain, metaphors are dependant
upon context and perception. The ambiguity that
follows can be seen as an opportunity to create
new meanings (Nguyen & Umemoto 2012),
although for others, cognitive reappraisals are
stifled amid the confusion (Sontag 1979).
Military metaphors are commonly used
throughout healthcare (Wiggins 2012), and provide another example of how insidious metaphoric interpretations can influence pain
reconceptualization. Patients and clinicians have
long adhered to the notion of medicine as a
battleground, with injections, medications and
surgery acting as sophisticated weaponry. The
more we use these treatments, the sooner the
battle will be won.
In a cross-sectional observational study conducted within palliative care settings, Casarett
et al. (2010) found that patients rated clinicians as
good communicators when they used military
metaphors, such as describing the host’s immune
system as a defending army. However, while this
enabled effective communication for some
patients, when expressing her personal account
of healthcare delivery for cancer, Sontag (1979)
argued that ‘‘the fight’’ against cancer is both
unhelpful and misleading. Instead, cancer should
be viewed as a process that must be managed
and not a battle that must be won. The parallels
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with the reconceptualization of pain management are clear to see.
This perceptual gap between Sontag’s (1979)
view and the findings made by Casarett et al.
(2010) emphasizes the extent of individual differences in outcome when using metaphors in
clinical practice. When we consider the combined influences of our unique historical contexts, alongside the impact of differing
therapeutic environments and our idiosyncratic
transmission of metaphors, the blurred boundaries between science, art and philosophy
become self-evident.
The permeation of military metaphors into the
language of healthcare sheds light on poor outcomes in persistent pain management. Reisfield
& Wilson (2004) argued that military metaphors
lead us to assume that failure lies with the
patient, and not the treatment. Equally, these
might lead some clinicians to perceive themselves as incompetent soldiers. Practitioners and
sufferers who go in pursuit of a specific diagnosis
(i.e. the perceived enemy), often feel disappointed when faced with the complexities of
persistent pain. It is easy to see how military
metaphors mislead pain reconceptualization,
drawing it away from the biopsychosocial evidence base, and perpetuating the misguided
belief that the war can be won through biomedical escalation.
In a phenomenological study of chronic pain,
Thomas (2000, p. 689) quoted one patient’s
surrender following many lost battles: ‘‘I tried to
outlast it. I tried to tough it out. But it was boss.’’
This sharpens the need for prudence when
communicating beliefs that might seem veiled,
but are subconsciously operative (Tompkins &
Lawley 2002). Clarke et al. (2012) used qualitative
interviews to examine patients’ descriptions of
pain. They found that a narrative approach to
assessment that embraced metaphoric expression
helped patients and clinicians make sense of
pain. However, such a transition is limited by
time constraints within many practice settings,
and is dependent upon the clinician’s willingness
to listen (Dillon et al. 2009).
A reframing of practice beliefs away from
the battlefield and towards a more pragmatic
metaphor might offer patients, carers and clinicians a more meaningful solution. Therefore, if
military metaphors can hinder the journey, which
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metaphors might help us exit the biomedical
perseverance loop (Eccleston & Crombez
2007)?
A path to enlightenment
Unlike military metaphors, journey metaphors
shift the focus away from a win, lose or fail
scenario. Instead, these offer hope through individualized exploration (Hartley 2012). Reisfield
& Wilson (2004, p. 4027) suggested that journey
metaphors advance reconceptualization by offering ‘‘different roads to travel, various avenues to
explore, and, always, there are exits to take’’. For
example, ‘‘a light at the end of the tunnel’’
provides an optimistic cognitive reconstruction
heralding a brighter future.
However, while such metaphors facilitate personal growth, Southall (2013) contended that
journeys often involve arduous battles along the
way. This highlights an interpretative overlap between journey and military metaphors.
Journey metaphors enable inventive opportunities for pain reconceptualization, but remain
susceptible to misinterpretation (Sontag 1979).
While one person’s ‘‘bright light future’’ might be
tinged with the realism of ongoing setbacks,
others will perceive a permanent resolution. This
unrealistic outlook is likely to heighten negative
emotions should patients experience repeated
poor outcomes.
Within practice, metaphors create an external
therapeutic space that exists beyond linguistic
constraints. Following the formation of this
space, more flexible patterns of behaviour can
surface (Hayes et al. 2012). For sustained pain
reconceptualization within practice, the amalgamation of cognitive and therapeutic metaphoric
delivery is required. In their book, Therapeutic
Neuroscience Education: Teaching Patients about Pain,
Louw & Puentedura (2013) argued that education is therapy. Therefore, we must keep a broad,
contextual focus when considering the application of metaphors for pain reconceptualization,
while remaining mindful of the distinct aims that
metaphors serve when altering both cognitions
and behaviours.
Despite extensive use within pain management, there cannot be a panacea metaphor.
Therefore, how should we apply metaphors to
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ensure best practice and attenuate the risk of
distortion?
It takes two
Metaphors provide frames for the unique cognitive landscapes that we paint (Bolton 2010), but
we must remain mindful of our eagerness to
impose our brush strokes onto the canvases of
others. Bakhtin (1981, p. 294) argued that language which is not spoken by the individual
‘‘exists in other people’s mouths, in other people’s contexts, serving other people’s intentions;
it is from there that one must take the word, and
make it one’s own’’.
Traditionally, biomedical explorations of pain
experience have focused on categorical reasoning
related to structural harm. Thacker & Moseley
(2012) argued that, while this one-sided
approach to questioning might aim to increase
objectivity, it also negates the pressing need for
patients to express their psychological, social and
philosophical narratives. Therefore, we must
adopt a contextual, dialogical approach in order
to better understand our patients’ perspectives
(Yelland 2011). Such an empathetic and open
approach to examination will inevitably include
metaphoric expression (Lakoff & Johnson
1980).
Throughout the literature, collaborative
methods of metaphoric expression are occasionally discussed, but rarely examined (Breslin 1996;
Gaydos 2004). In a recent randomized controlled trial investigating the impact of metaphors on pain reconceptualization, Gallagher
et al. (2013) found greater understanding of pain
biology (73% versus 43%) when participants
used a booklet of metaphors in comparison to
those who were given an educational booklet of
cognitive-behavioural principles. By using the
Pain Catastrophizing Scale, they also found
larger reductions in catastrophic thoughts in the
metaphor group. Neither booklet had a positive
effect on pain or disability.
Although these findings underline the value of
written metaphors when helping patients to
reconceptualize pain, Gallagher et al. (2013) did
not mention the absence of metaphoric
co-construction. In practice, the use of such
therapist-generated metaphors risks weakening
valuable patient-originated expressions (Wiklund
2010). Shinebourne & Smith (2010) suggested
 2014 Acupuncture Association of Chartered Physiotherapists

that patient-generated metaphors offer a ‘‘safe
bridge’’ through which patients can express emotions that are too distressing to communicate
literally. If we are unable to detect when patients
are attempting to cross this bridge through
metaphoric expression, we risk squandering
opportunities for therapeutic rapport, thus hindering a meaningful reconceptualization of pain.
However, while patient-generated metaphors
permit access to personal narratives, it is essential
that we remain aware of the intrinsic ability of
these figures of speech to obstruct and regress
the therapeutic process (Haigh & Hardy 2010).
Continual Socratic exploration of the patient’s
understanding of pain is an indispensable component of therapeutic pain reconceptualization
through metaphor.
Although Gallagher et al. (2013) highlighted
the benefits of metaphor use for enhancing pain
education and lowering catastrophizing, clinicians must consider the inability of metaphors to
reduce pain or disability because it is these
outcomes which are most important to patients
(Yelland 2011). Clinicians and patients should
regard metaphors as an opportunity for pain
reconceptualization, and while this might act as a
catalyst for future functional gains (Sharoff
2013), it does not automatically lead to reduced
pain or disability.
Solberg et al. (2012) used a solution-focused
approach to improve self-management skills
through metaphoric expression. Like Gallagher
et al. (2013), they also overlooked co-constructed
metaphors, and found enhanced learning when
using the metaphor ‘‘captain of the ship’’. However, while one patient found illustrations of the
ship ‘‘hitting a reef’’ helpful when making sense
of setbacks, others found the images infantile.
Once again, this highlights the impact that personal appraisals have on the therapeutic process.
Behavioural analysis is needed alongside metaphor delivery if a complete contextual picture is
to emerge (Shinebourne & Smith 2010).
Loftus (2011) called for a dialogical approach
to metaphoric expression within pain management. He argued that a monological, didactic
approach ‘‘restricts perspective and narrows our
vision’’ (Loftus 2011, p. 229). Instead, conceptual thinking is needed for effective biopsychosocial management (Warmington 2012).
Tompkins & Lawley (2002) argued that a more
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Table 1. Metaphor dos and don’ts (adapted from Nguyen &
Umemoto 2012, p. 49).
Do

Don’t

Use metaphors sparingly,
carefully and respectfully
Take metaphors far enough
Think about the connotations
of metaphors
Make metaphors culturally
appropriate
Prepare, test and practice
metaphors
Take metaphors in a given
context
Use authentic metaphors

Mix and match
metaphors
Take metaphors too far
Mistake metaphors for
marketing language
Let metaphors stand alone

tailored, collaborative approach is needed. They
proposed introducing training to help clinicians
identify patients’ own use of metaphors. Autogenic, i.e. self-generated, metaphors have been
advocated by Hejmadi & Lyall (1991). Unfortunately, while such suggestions might facilitate
patients achieving a worthwhile reconceptualization of pain, these proposals remain speculative
opinions.
Equally, Nguyen & Umemoto (2012) compiled a table of metaphor dos and don’ts (see
Table 1) in which they urged us to consider
several risks and benefits when employing metaphors. Again, these authors’ suggestions are
opinion-based, and assume existing levels of
cultural competence and reflective skills by all
practitioners. In reality, such proficiencies vary
greatly within practice (Schön 1983; Beach et al.
2005).
Hartley (2012) reminded us that, when
employing a dialogical approach to metaphors,
we must remain aware of how our interpretations of patients’ metaphors might be seen as
contemptuous. Patient-generated metaphors
require a degree of intimacy because these hold
profound personal significance. However, clinicians must intervene when patients generate
metaphors that magnify unhelpful thoughts linking pain to damage. Otherwise, they risk consolidating misguided beliefs (Eccleston & Crombez
2007).
The dark side of metaphors
Although much of the literature points towards
the value of metaphors within healthcare
(Solberg et al. 2012; Sharoff 2013), many voices
of caution remain. Besides concerns regarding
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oversimplification
and
misinterpretations
(Sontag 1979; Carpenter 2007), when considering contemporary pain metaphors, Semino
(2011) feared that, by interpreting the brain as a
naïve, separate entity, patients might encounter a
sense of deficiency upon realizing that they
cannot always trick their nervous systems. Honesty and transparency are required if pain education is to facilitate a purposeful reframing
(Yelland 2011).
Although strong advocates of metaphoric
expression, Lakoff & Johnson (1980) warned
that metaphors may obscure other lines of inquiry. Taylor (1984, p. 11) argued that metaphors
can be ‘‘seductively reductionistic’’, while Paivio
& Walsh (1993, p. 307) saw these figures of
speech as a ‘‘solar eclipse [that] hides the object
of study, and at the same time, reveals some of
the most salient and interesting characteristics,
when viewed through the right telescope’’.
Sociocultural considerations
If we accept that metaphors, when appropriately
co-constructed, can help us make sense of the
world, we must also examine the sociocultural
implications of these expressions for pain reconceptualization. The complexity of divergent cultural interpretations adds to the already
challenging task facing clinicians when attempting to explain pain.
Most of the evidence base regarding persistent
pain management emanates from Western cultures (Waddell 1996). As Western societies face
an expansion of multiculturalism, we must consider how we can facilitate all patients to make
sense of their pain, regardless of cultural background, and within their cultural comprehension
(Free 2002). Lakoff & Johnson (1980) maintained that language is rooted in our cultural
beliefs, and that our interpretations of metaphoric expression can easily be lost.
In a review of multicultural healthcare, Gurung
(2013) called for increased cultural competence
from clinicians since cross-cultural health disparities stem from perceptual misunderstandings. Although further complicating our reasoning
process regarding metaphor application, an
awareness of such delicate variations should not
be underestimated. Wiklund (2010) considered
the possibility of data misrepresentation when
 2014 Acupuncture Association of Chartered Physiotherapists
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research participants speak the same language,
but live in culturally detached worlds.
When analysing the literature, the exclusion of
non-English-speaking participants is typical
(Casarett et al. 2010; Gallagher et al. 2013; Southall 2013). With Wiklund’s (2010) concern in
mind, we can appreciate how such subtle variations in cultural metaphoric meaning could distort results. Despite highlighting their specific
study limitations, no authors within the present
review underlined this concern. If we are to fulfil
our biopsychosocial aims for all patients, it is
essential that we improve cultural competence
(Narayan 2010). This is particularly true of
metaphoric expression, and will likely become
more prevalent with increasing global migration
(Gurung 2013).
Acupuncture and metaphors
The potential for misconstrued interpretations of
our metaphors must also be considered in relation to differing cultural models when using
acupuncture for pain management. The distinct
paradigms of traditional Chinese medicine
(TCM) and Western medical acupuncture present a challenge for both clinicians and patients
when exploring metaphoric expression in order
to explain how acupuncture works.
Within TCM, practitioners seek to explain disharmony and imbalance through metaphoric
comparison to Chinese landscape paintings
(Kaptchuk 2000). While this may provide a helpful graphic interpretation of overall health for
some, for those who view their health through a
Western conceptual model, this approach could
lead to confusion and, ultimately, a diminished
perception of acupuncture’s credibility.
Chinese acupuncture researchers have made
long-standing attempts to shift away from traditional metaphoric interpretations such as meridians (river channels) and Qi (water energy) to
illustrate how acupuncture works. Taylor (2005)
argued that, by associating acupuncture points
with a Western understanding of anatomy and
physiology, such researchers sought to validate
acupuncture on a global scale.
However, while such cultural adjustments
have certainly enabled a more universal acknowledgement of acupuncture within pain management, these modifications cannot negate our
fundamental need for metaphoric expression
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when attempting to explain pain. In aiming to
silence the metaphors that are linked to TCM,
practitioners are left with a Western scientific
understanding that resorts to its own metaphoric
interpretations, as previously discussed.
Regarding metaphors and acupuncture,
Robinson (2009, p. 644) concluded that ‘‘[t]ranscending the metaphor cultivates consistency and
elevates the dialogue between researchers and
practitioners’’. This seems impracticable when
we consider the indispensable part that metaphors play in international linguistics (Lakoff &
Johnson 1980).
Prospective avenues for research
Many authors have suggested future research
opportunities related to metaphoric pain reconceptualization. These include a more precise
definition of terms (Southall 2013), a call
for interpretative phenomenological analysis
(Shinebourne & Smith 2010), and a greater
understanding of metaphoric intelligence
(Nguyen & Umemoto 2012). The present literature review highlights a need to investigate any
subsequent impacts that metaphoric pain reconceptualization may have on pain and disability.
There is insignificant evidence regarding physical metaphor application within healthcare.
Williams & Bargh (2008) have shown a metaphoric correlation between physical warmth (e.g.
holding a cup of coffee) and interpersonal
warmth. Similar findings have been found when
participants metaphorically connected cold
stimulation with social isolation (Zhong &
Leonardelli 2008). These studies suggested further research opportunities for pain reconceptualization through multisensory trials. Additional
research related to physical metaphors might
develop our understanding of subconscious
metaphoric processing, and facilitate future
therapeutic reasoning (Cardillo et al. 2012).
Cognitive-behavioural therapy uses ‘‘Chinese
finger traps’’ as a physical metaphor to help
patients understand the need for relaxation. This
experiential learning method provides an
example of how physical metaphors can support
a reframing of pain behaviours. Unfortunately,
no evidence exists to support the use of Chinese
finger traps within pain reconceptualization. This
highlights a knowledge gap and points to an area
for future research.
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If we are to accurately represent the biopsychosocial model of pain management, we must
adapt the current research bias towards qualitative data, while ensuring increased rigour in
future studies. Loftus (2011, p. 228) argued that
many researchers adhere to the prevailing metaphoric notion that ‘‘evidence is numbers’’ without reflecting upon the concept that ‘‘different
purposes require different types of description’’.
Research must embrace a broad spectrum of
methodologies, while creating a synthesis
between pain research and linguistic analysis, if
we are to further our understanding of metaphor
application.

Conclusions
While a broad array of literature surrounds metaphoric pain reconceptualization, a substantial
debate continues regarding its usefulness within
practice. The evidence suggests that metaphors
can both help and hinder the journey towards
pain reconceptualization. Therefore, with such
conflicting viewpoints in mind, the key to unlocking the value of metaphors within pain management involves heightened awareness of the
potential impediments that these expressions can
create, while developing the necessary communication skills for effective application. We must
refine our ability to collaboratively reshape pain
through metaphoric expression (Tompkins &
Lawley 2002; Loftus 2011). By doing so, we
would limit the potential for unhelpful and unintended misinterpretations, while allowing the patient’s voice to be heard through Socratic inquiry.
The potency of metaphoric expression to both
help and hinder suggests the need for future
research to enable clinicians to make informed
choices when they intuitively utilize metaphors
to explain pain. Unfortunately, there is currently
a lack of worthwhile research findings, with
much of the literature being opinion-based.
When we consider the fundamental role that
metaphors play in human expression (Lakoff &
Johnson 1980), the need for further clarity
within practice settings is evident.
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The San Jiao/Triple Energizer meridian
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Abstract
One of the more fascinating aspects of acupuncture is the interplay between modern research
and traditional Chinese medicine (TCM). This masterclass explores the course and uses of the
Triple Energizer meridian. It describes the locations and actions of acupuncture points
frequently chosen by physiotherapists working in the musculoskeletal field. It also describes
some more unusual applications, which are supported by useful glimpses of TCM theory.
Keywords: meridian, San Jiao, Triple Burner, Triple Energizer, Triple Heater.

Introduction
The San Jiao or Triple Energizer (TE) is a
fascinating meridian that is perhaps somewhat
underused because the whole concept of the
Three Jiaos, or body spaces, is so alien to the
Western mind. Sadly, there is little or no useful
published research specifically about this channel
in the English language. Clinically speaking, and
in the present author’s experience, if the TE
points are used unilaterally, there is usually little
effect on traditional Chinese medicine (TCM)
‘‘physiology’’, but when bilateral treatment is
undertaken, the whole Jin Ye, or fluid circulation,
is susceptible to change.
The variety of names and abbreviations given
to the San Jiao channel perhaps expresses the
general confusion:
+ San Jiao (SJ);
+ Triple Burner (TB);
+ Triple Energizer (TE);
+ Triple Heater (TH);
+ Three Heater (TH); and
+ Triple Warmer (TW).
Correspondence: V. Hopwood, 18 Woodlands Close,
Dibden Purlieu, Southampton SO45 4JG, UK (e-mail:
val.hopwood@btinternet.com).
 2014 Acupuncture Association of Chartered Physiotherapists

Triple Energizer was the term that was originally
selected by the Acupuncture Association of
Chartered Physiotherapists (AACP) for its training programmes, and therefore, that name will be
used throughout the present paper. However, it
really does not matter which term you use, as
long as you are aware that there are alternatives.
The present author’s preference is for San
Jiao because this reminds her of the channel’s
functions.
The above list has led to the San Jiao
‘‘organ’’ being considered to a certain extent as
a form of central heating. This is not entirely
wrong since the general circulation of body
fluids will be affected by body heat, but it is
rather simplistic. Because the San Jiao is hard
to visualize as an individual organ, it is useful
to imagine it as merely a series of functions
that are brought into being at the moment
when the umbilical cord is cut (Pirog 1996).
Since there is no ‘‘scientific’’ proof of these
functions, some readers may choose to stop
after the sections on the course of the meridian
and the point locations. However, an understanding of some of the ideas of TCM may
help with the use of these points, and this is
offered towards the end of the paper.
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Not all of the TE points are described in the
present paper because, in the author’s opinion,
some are of very little use to the average physiotherapist, and in any case, the supporting evidence is poor. Most indications included can be
found in Jarmey & Bouratinos (2008).

Most important points
Triple Energizer 1: Guanchong, Surge
Gate
Location: This point is found on the ulnar side of
the fourth finger, 0.1 cun proximal to the corner
of the nail, at the intersection of two lines
following the ulnar border of the fingernail and
its base.
Needling: 0.1 cun, perpendicular insertion.
Indications: Triple Energizer 1 is mainly used to
clear exterior Wind and Heat, which cause symptoms such as earache and a sore throat.

Figure 1. Triple Energizer (TE) meridian: upper limb
(image  AACP).

Course of the meridian
The course of Triple Energizer meridian in the
upper limb and the lateral aspect of the head is
illustrated in Figures 1 and 2, respectively.
The primary channel starts at the ulnar corner
of the ring finger nail and runs up the posterior
aspect of the forearm (Fig. 1). It then passes
over the shoulder and the lateral side of the neck,
terminating at the lateral canthus of the eye at
TE23 (Sizhukong) (Fig. 2).
From behind the ear, a branch enters the ear,
re-emerges in front of the ear and links with the
Gall Bladder (GB) channel.
There is also a connecting channel, starting at
TE5 (Waiguan), which flows up the arm along
the main channel to the shoulder and chest (Fig.
1), where it links with the Pericardium (PC)
channel. This connection is said to increase the
soothing and calming effect of this point.
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Notes: However, as a Jing Well point, TE1 has an
important connection with the whole of the
channel. Pirog (1996, p. 79) presented an image
of ‘‘energy being aroused from the depths of the
body and spurred to its most extreme periphery
by an intense cutaneous sting’’. Once activated,
this energy can be used with other meridian
points to release static obstruction in Bi
syndromes.
Triple Energizer 3: Zhongzhu, Middle Islet
Location: This point is found in the depression
proximal to the metacarpophalangeal joint
between the fourth and fifth fingers.
Needling: 0.3–0.5 cun, perpendicular insertion.
Indications: These include deaf-mutism, tinnitus,
and pain in the shoulders, back, arm, elbow and
wrist. It can be used to treat opacity of the
cornea, red eyes, fever, a sore throat and motor
disorders of the fingers, as well as depression,
headache and dizziness.
Notes: Triple Energizer 3 is a Shu-Stream
(Wood) point. A tonification point, TE3 has a
 2014 Acupuncture Association of Chartered Physiotherapists
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Figure 2. Triple Energizer (TE) meridian: head (lateral aspect) (image  AACP).

connection with the Gall Bladder. It clears Heat
and Wind-Heat, moistens Dryness, dispels Wind,
regulates Qi, removes channel blockage, opens
the sensory orifices, moistens the throat, benefits
the ears and facilitates general channel flow. It is
also one of the four very useful Baxie acute pain
points on the hand, and is regarded as a specific
distal point for temporal mandibular joint (TMJ)
pain.
Triple Energizer 4: Yangchi, Yang Pool
Location: This point is found between the ulna
and the carpal bones on the dorsum of the wrist,
in the depression between the tendons of the
extensor digitorum communis and extensor digiti
minimi muscles.
Needling: 0.3–0.5 cun between the junction of
the triquetral and lunate bones, and the ulna.
(Caution: care must be taken to avoid the
cutaneous veins and arteries of the dorsal carpal
network.)
Indications: These include restriction, swelling or
pain around the wrist. Triple Energizer 4 regulates and tonifies Yuan Qi, and is widely used in
Japanese acupuncture.
 2014 Acupuncture Association of Chartered Physiotherapists

Triple Energizer 5: Waiguan, Outer
Frontier Gate
Location: This point is found between the radius
and the ulna, 2 cun above TE4 on the radial edge
on the extensor digitorum communis tendon,
close to the radial border. It is located in the
extensor pollicis brevis muscle.
Needling: 0.5–1.0 cun, perpendicular insertion.
(Caution: pronation or supination of the forearm
could result in a bent needle.)
Indications: Triple Energizer 5 is used for local
pain in the meridian, arthritic joints, and pain or
paralysis in the upper extremities and neck. It has
a helpful effect on painful fingers and an inability
to hold small objects. This point is occasionally
used for febrile diseases; for example, parotitis,
keratitis, temporal headache, intercostal pain and
constipation.
Notes: This is the Luo connecting point, and it
forms a link with the Pericardium channel. It is
also the confluent or opening point for the Extra
meridian, Yang Wei Mai (Low 1983), and the
cardinal point for the ear and hand. Triple
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Energizer 5 is said to dispel Wind and WindHeat, eliminating all external pathogens and toxins. It removes channel obstructions, relaxes the
tendons and subdues Liver Yang, while also
regulating Water and controlling Damp. Triple
Energizer 5 is commonly referred to as the
‘‘point for a thousand pains’’, meaning that it can
frequently be used when there is a complex
picture of symptoms that are difficult to define
or relate to a single meridian. It can be used
with Large Intestine (LI) 4 (Hegu) or GB31
(Fengshi) to reduce tremors in the fingers if the
Wind pathogen is a suspected factor. Triple
Energizer 5 is useful for reducing tone in the
upper trapezius muscle, and it can be used as a
distal point in neck and shoulder pain, particularly when this has a diffuse distribution.
Triple Energizer 6: Zhigou, Branch Ditch
Location: This point is found 3 cun proximal to
TE4 (Yangchi), between the radial side of the
extensor digitorum communis muscle and the
radius. It is situated in the abductor pollicis
muscle. [Note: TE7 (Huizong), which is not
detailed here, is situated one finger’s breadth
away, on the radial side of the ulna.]

Triple Energizer 8: Sanyangluo, Three
Yang Luo
Location: This point is found 4 cun proximal to
the dorsal flexure of the wrist, and 1 cun proximal to TE6, between the ulna and the radius.
Needling: 0.5–1.0 cun perpendicular insertion.
(Note: this depth is contraindicated by some
authorities.)
Indications: These include deafness, local pain,
ocular affections, narcolepsy, toothache and
aphasia.
Notes: Triple Energizer 8 clears Heat, dispels
Wind, opens the sensory orifices and facilitates
flow in the channel because it is said to connect
all three Yang meridians in the arm. It is the
major Luo or linking point.
Triple Energizer 10: Tianjing, Heavenly
Well
Location: This point is found on the elbow in the
depression of the olecranon fossa, 1 cun proximal to the tip of the olecranon process when the
arm is flexed.

Needling: 0.8–1.2 cun, perpendicular insertion.
Needling: 0.5–1 cun perpendicular insertion.
Indications: Triple Energizer 6 is used to treat
chronic conditions of the shoulder, arm and
back. It can also be used for chronic constipation, vomiting, tinnitus, deafness, sudden hoarseness, aphasia, lactation and menopausal
disorders, as well as herpes zoster, chest disorders, intercostal pain, angina, oedema, cholera,
febrile disorders and lockjaw.
Notes: Triple Energizer 6 is a Jing River (Fire)
point. It is a Horary point, i.e. a Fire point on a
Fire channel, that is used for chronic disorders,
and regulates and clears obstructions in the
channel. Triple Energizer 6 also dispels Wind,
Wind-Heat and Wind-Dryness as well as generating fluids, transforming Phlegm, regulating and
moistening the LI, and expanding and relaxing
the chest. This is one of the points on the TE
meridian that has many effects in the three
Jiaos.
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Indications: These include pain and stiffness of the
elbow, arm and shoulder, particularly difficulty
with flexion and extension of the elbow itself.
Notes: Triple Energizer 10 regulates Qi and
Blood, and alleviates swelling.
Triple Energizer 14: Jianliao, Shoulder
Foramen
Location: This point is found postero-inferior to
the acromion, 1 cun posterior to LI15 (Jianyu).
Needling: 0.7–1.5 cun either perpendicular to the
skin, or vertically following the shaft of the
humerus. (It is more effective to insert the needle
downwards, parallel with the humerus, when the
arm is adducted and supported at the elbow.)
 2014 Acupuncture Association of Chartered Physiotherapists
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Indications: These include a heavy sensation in the
shoulder, arm pain, paralysis and local spasm.
Triple Energizer 14 can also be used for pleuritis.
Notes: This point dispels Wind and Cold, transforms Damp, facilitates Qi flow in the channel,
and relaxes the tendons. It is well known as the
posterior ‘‘eye’’ of the shoulder, and is used
by physiotherapists for most chronic or acute
shoulder pain.
[Triple Energizer 15 (Tianliao) is not described
here because it is very similar in its action to
GB21 (Fengshi). However, caution is needed
since deep insertion could be hazardous, as a
result of the similar location.]

Triple Energizer 17: Yifeng, Shielding
Wind
Location: This point is found posterior to the ear
lobe, in the depression between the mastoid
process and the mandible.
Needling: 0.5–1.0 cun, perpendicular insertion.
Indications: These include all ear disorders, facial
paralysis, trismus, a swollen cheek, parotitis, eye
pain, mutism, toothache, aphasia, jaw inflammation and TMJ disorders.
Notes: This point dispels Wind and Cold. It also
clears Heat, transforms Phlegm, relaxes the
tendons and facilitates channel flow. Triple
Energizer 17 intersects with the GB meridian
here. Loud, low-pitched tinnitus is generally
associated with the meridian, and this point,
combined with TE3 (Zhongzhu), can have an
effect on the acute Heat type of tinnitus. It can
be effective in disorders along the course of the
facial nerve. There is a charming TCM poem
about this point in Clinical Application of Commonly
Used Acupuncture Points that summarizes many of
the precautions and applications for the meridian
(Li 2007, p. 627):
‘‘Triple burner point Yifeng,
Depression rear of earlobe,
Jiao-hui-intersection point
Of the two Shaoyang channels,
 2014 Acupuncture Association of Chartered Physiotherapists

Stagnation dissipating,
Congestion, block dispersing,
Clears, discharges retained Heat,
And frees the network vessels;
Most excellent for treating
Ear, tooth and cheek disorders,
Diffuses orifices
and sharpens up the hearing.
Insert one cun reducing.
Do not use moxibustion.’’
Triple Energizer 20: Jiaosun, Angle Vertex
Location: This point is found in the shallow
depression directly above the apex of the ear, just
within the hairline. (Locate the apex by folding
the ear forward.)
Needling: 0.3–1.5 cun, transverse insertion,
towards the area being treated. The insertion
could also link to GB8 or GB5 (Jarmey &
Bouratinos 2008).
Indications: This is used for regional pain, and
problems with the ear or mouth.
Notes: Like the local GB points, Triple Energizer
20 can also be used for stiffness of the neck,
particularly in neck/shoulder syndromes, and to
treat an inability to chew (Deadman &
Al-Khafaji 1998).
Triple Energizer 23: Sizhukong, Single
Bamboo Hollow
Location: This point is found in the depression on
the supra-orbital margin at the lateral end of the
eyebrow.
Needling: 0.2–0.4 cun, transverse insertion, medially along the eyebrow, into a pinch (use a 13- or
25-mm needle).
Indications: This point dispels Wind, and alleviates
pain both locally and in the eye
Notes: Triple Energizer 23 is said to clear the eye.
It has similar functions to GB1, and is indicated
for local swelling, itching or numbness.
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Relevance of the Triple Energizer
meridian
Segmental applications
This meridian is often used for cervical radicular
pain since it covers many dermatomes, including
T1, T2, C4 and C8. As in all acupuncture pain
treatments, points should be selected that are
local to the pain, together with any Ah-Shi or
temporary trigger points. The best distal point is
usually TE5 (Waiguan), but TE3 (Zhongzhu)
can be used for problems localized in the head,
ear and neck, or where inflammation is involved.
Symptomatology addressed with by the TE
meridian tends to be concentrated on the upper
and outer parts of the body. In terms of physiotherapy, the most frequent application is probably as part of treatment for both acute or
chronic shoulder pain, with TE14 (Jianliao) and
LI15 (Jianyu) as the posterior and anterior eyes
of the shoulder, respectively. Triple Energizer 14
itself is recommended for both improved blood
flow (segmental dorsal horn inhibition) and relief
of pain (descending inhibitory control) in frozen
shoulder (Longbottom 2010).
A good example of the use of TE14 (Jianliao)
can be found in a controlled trial comparing
corticosteroid injection, acupuncture and home
exercises for a frozen shoulder that was published in the previous edition of the Journal of the
Acupuncture Association of Chartered Physiotherapists
(JAACP) (Taş-Cebe & Cummings 2013). Triple
Energizer 14 is never the main point, but nearly
always present in these cases, in conjunction with
LI15 (Jianyu).
Triple Energizer 14 is associated with an
inability to elevate the arm at the shoulder joint.
There is an interesting link with Western medical
theory with regard to TE16 (Tianyou), which
often corresponds with a trigger point in the
levator scapulae that direct pressure is applied to
when mobilizing C2. If this nerve root is
affected, the symptoms shown by the patient, i.e.
reduced mobility and single-sided headache with
eye pain and tinnitus, are similar to those mentioned in the literature as being alleviated by
TE16 (Tianyou).
Triple Energizer 5 (Waiguan) is often used as
a distal point for shoulder or arm pain, especially
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when it is difficult to establish whether this is
predominantly anterior or posterior.
The TE meridian, particularly the TE17
(Yifeng) and TE21 (Ermen) points, can also be
included with some confidence when treating
TMJ dysfunction (Rosted 1998).
An interesting case study was described by
Sert et al. (2009), who used TE5, TE17 and
TE21, among other points, to treat resistant
trigeminal neuralgia.
The Three Jiaos
The acupuncture points on the TE meridian
facilitate the movement of Qi through the Three
Jiaos, and are appropriate for conditions in
which the movement of fluid is required to make
this flow possible. The meridian is related to the
physiological functions of all the Yang organs
within the body. The most effective points for
balancing this are TE5 (Waiguan) and TE6
(Zhigou).
Triple Energizer 5 (Waiguan) is frequently
included in treatment of oedema, particularly in
the upper body, along with Conception Vessel
(CV) 9 (Shuifen) and Spleen 9 (Yinlingquan). It
is thought to clear Heat from the middle and
lower Jiaos, thus treating both constipation and
abdominal pain. Interestingly, the consumption
of steroids used to be taken as an indication that
acupuncture would not have much effect. However, because steroids are thought to increase
Damp in TCM terms, the specific addition of
TE5 (Waiguan) bilaterally to help control this
seems, in the present author’s experience, to
allow acupuncture to work normally.
With regard to general pain control, there has
been some research into physiological changes
that affect the parasympathetic nervous system.
At least two papers have cited work on TE5
(Waiguan) to support this (Mori et al. 2002,
2008).
The trajectory of the meridian and the influence of the Fire element mean that it is logical to
assume that it can have an effect on pain
disorders of the head, nosebleeds, toothache,
swelling of the cheek and ulceration of the
mouth.
The points on the meridian are also useful for
local pain, being appropriate for hand and wrist
problems, and also for the face and ear. Triple
Energizer 17 (Yifeng), TE21 (Ermen) and TE23
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(Sizhukong) are all useful both for the ear and
for facial paralysis. The Shu-Stream point, TE3
(Zhongzhu), is useful where there is an acute or
hot ear problem, and can be effective in treating
tinnitus where the cause is Liver Heat or Wind. It
has little effect where the cause is more likely to
be Kidney Xu.
Triple Energizer 13 (Naohui) and TE15
(Tianliao) are both associated with the Yang Wei
Mai, and TE5 (Waiguan) is related to Dai Mai,
the Girdle Vessel, but space does not permit a
fuller explanation here.
Further ideas
This section offers an explanation of how the TE
or San Jiao, as we should call it, is able to
influence matters in the trunk, well away from
the course of the meridian. One of the aspects of
the San Jiao organ is that it is ‘‘the sum total of
all the cavities and spaces in the body’’ (Maciocia
2006, p. 46). The biggest of these is that of the
Three Burners or Jiaos. The Three Jiaos or
chambers in the trunk are natural divisions of the
imagined working of the organ. The Upper Jiao,
known as the chamber of mist, contains the
Heart and the Lungs, and lies above the diaphragm. The Middle Jiao, known as the chamber
of maceration, or of ripening and rotting, lies just
below the diaphragm, and contains the Spleen
and Stomach. The Lower Jiao, known as the
drainage ditch, simply lies below that, and effectively contains everything else, i.e. the Small
Intestine, Large Intestine, Kidneys and Bladder.
However, the Upper Jiao is not actually the
Heart and Lungs, but the chest cavity that
contains them. Thus, the spaces in and around
the major organs, and the fluids both within
them and within the interstitial spaces throughout the body, form the fluid circulation said to be
controlled by the San Jiao. For further reading,
an interesting account of the controversy surrounding this TCM organ can be found in the
previous edition of JAACP (Shaw 2013).
The San Jiao can be considered as a thermostat
that maintains homeostasis by regulating the distribution of Fire (Yang) and Water (Yin). A good
thermostat will be able to maintain equilibrium
between internal and external environments,
but in order to fulfil this function, the San Jiao
must maintain a constant connection with every
relevant aspect of an individual’s surroundings.
 2014 Acupuncture Association of Chartered Physiotherapists

Table 1. Differentiation of Jin and Ye
Jin

Ye

Yang
Thin, clear, watery
Found superficially beneath
the skin
Flows with Qi and Blood

Yin
Thick, sticky
Found in Zang-Fu organs

Perfuses and warms the tissues
and the whole of the San Jiao
Includes sweat, tears, saliva
and urine

Does not flow with Qi and
Blood
Functions interstitially as a
moistening lubricant
Some forms of mucus
included

The functions of the Zang Fu San Jiao organ
relate mostly to fluid or Jin/Ye circulation. The
term ‘‘Jin/Ye’’ includes the two main kinds of
body fluids, which are described in Table 1.
The San Jiao Qi regulates the movement of
fluids (essentially Qi, Blood and Jin/Ye, all of
these being manifestations of Qi) between the
Spleen, Kidney, Stomach, Large Intestine, Small
Intestine and Urinary Bladder. The San Jiao has
an overall connecting function, bringing together
all of the organs within the trunk.
The circulation of Jin/Ye is shown in Figure 3.
Clear, pure Qi is required for general health and
fluid circulation within the body. This comes in
various forms, as does all Qi in TCM. The easiest
to understand is, perhaps, air. The intake of clean
air by the Lungs into the Upper Jiao is an obvious
activity whether you are dealing in TCM or Western paradigms. However, TCM holds that air is
drawn down immediately, passing to the Kidneys,
and as it condenses, becoming liquid. The energy
of the Kidneys is then vital to warm it, causing the
air to rise back through the Three Jiaos as a mist,
where the Lungs use the Qi, converting some of it
into Wei Qi or defensive Qi.
Equally eccentric is the use of food and water
by the Stomach and Spleen. These two organs are
closely linked, and both serve to separate the
pure from the impure. The Spleen actually sends
part of the pure fraction to the Lungs, while the
rest passes through the Stomach, where the purer
fraction is used, and the rest passes on through
the Small Intestine, Large Intestine, Kidney and
Bladder in the Lower Jiao, thus justifying the
term ‘‘drainage ditch’’. Kidney energy is said to
drive all this with the help of Liver Qi.
Many acupuncture points are offered for the
expulsion of the external pathogenic factors
Wind, Cold, Damp and Heat, and the TE merid47
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Figure 3. The Three Jiaos, and Jin and Ye circulation (the Pericardium and Gall Bladder meridians are not shown). Figure
reprinted with permission from Hopwood (2004) (image  Butterworth-Heinemann).

ian has some points that are said to be effective
for this. Dampness is one of the pathogenic
factors that has a profound effect on general
health, and is categorized as Yin. Sticky and
heavy, Damp tends to slows things down, and its
presence in the system causes blockages in and
around the central organs, i.e. the Spleen and
Stomach. Thus, the ‘‘ripening and rotting’’ function of the Middle Jiao is impeded since the
pure fraction will not rise, and the remainder
accumulates and festers. This can start a chain
reaction by slowing the vital transportation and
transformation of food substances.
For many reasons, our modern lifestyle often
causes the appearance of internal Damp. Stress
eating, or overeating of heavy, starchy or oily
foods can lead to the slowing of the flow of Qi
and fluids through the San Jiao organ. If the
general symptoms are present, i.e. a full feeling in
the abdomen, no appetite, thirst with little desire
to drink, a heavy feeling in the limbs and a
cloudy, muffled feeling in the head, TE5 and
TE6, and to a lesser degree, TE14 can influence
the balance of fluids in the body.
The only febrile symptoms listed for the TE
meridian are sore throat, swollen throat and
abnormal swelling, but these should respond to
needling of TE1, the Jing Well point, and TE3,
the Shu-Stream point.
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Conclusions
The TE meridian is easily accessible, has few
hazardous points and works logically within a
Western medical acupuncture approach, with
relatively clearly defined myotomes and dermatomes. Muscle problems in and around the neck,
shoulder, elbow, wrist and hand will respond
readily to treatment.
To venture further into TCM, it will be necessary to establish some more facts; for example,
that the ruling element is Fire and the coupled
organ is the Pericardium. The ‘‘tissue’’ considered to be most influenced by the organ (San
Jiao) rather than the meridian itself would be the
blood vessels and the blood within. Chronic
problems with the San Jiao can be detected in the
tongue. The optimal time of day for influencing
the Qi within the meridian is between 21:00
Table 2. Traditional Chinese medicine summary of the characteristics of the Triple Energizer meridian
Variable

Characteristic

Element
Coupled organ
Tissue
Sensory organ
Optimal time of day
Alarm point
Back-Shu point

Fire
Pericardium
Blood and blood vessels
Tongue
21:00–23:00 h
Conception Vessel (Ren) 5 (Shimen)
Bladder 22 (Sanjiaoshu)*

*Lateral to the L1 spinous process.
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and 23:00 h. The front alarm or Mu point is
CV5 (Shimen) and the Back-Shu point is BL22
(Sanjiaoshu), lateral to L1. Conception Vessel 22
is used only in a diagnostic sense, with tenderness offering the possibility of a San Jiao problem; however, BL22 can be needled as part of a
supportive treatment for either the organ or the
course of the meridian.
See Table 2 for a TCM summary.
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Abstract
The National Institute for Health and Clinical Excellence guidelines recommend acupuncture as
a clinically effective treatment for chronic back pain. However, there is insufficient knowledge
of which factors contribute to patients’ positive and negative experiences of acupuncture, and
how those factors interact in terms of the acceptability of treatment. This study used patient
interviews following acupuncture treatment for back pain to identify, understand and describe
the elements that contribute to or detract from the acceptability of treatment. The study used
semi-structured interviews. Twelve patients were interviewed using an interview schedule as
part of a sub-study nested within a randomized controlled trial of acupuncture for chronic low
back pain (LBP). The interviews were analysed using thematic analysis. Three overarching
themes emerged. The first, facilitators of acceptability, contained five sub-themes: experience of
pain relief; improvements in physical activity; relaxation; psychological benefit; and reduced
reliance on medication. The second overarching theme identified barriers to acceptability, which
included needle-related discomfort and temporary worsening of symptoms, pressure to
continue treatment, and financial cost. The third overarching theme comprised mediators of
acceptability, which included pre-treatment mediators such as expectation and previous
experience, and treatment-related mediators of time, therapeutic alliance, lifestyle advice and the
patient’s active involvement in recovery. These themes inform our understanding of the
acceptability of acupuncture to patients with LBP. The acceptability of acupuncture treatment
for LBP is complex and multifaceted. The therapeutic relationship between the practitioner and
patient emerged as a strong driver for acceptability, and as a useful vehicle to develop the
patients’ self-efficacy in pain management in the longer term. Unpleasant treatment-related
effects do not necessarily detract from the patients’ overall perception of acceptability.
Keywords: acupuncture, low back pain, patients’ experiences, qualitative study, randomized
controlled trial.

Introduction
Correspondence: Mrs Ann Hopton, Department of
Health Sciences, University of York, Seebohm Rowntree
Building, Heslington YO10 5DD, UK (e-mail:
ann.hopton@york.ac.uk).
 2014 A. Hopton et al.

Chronic low back pain (LBP) is a problem in the
UK (Webb et al. 2003). Pain-related anxieties and
fearful avoidance of movement are influential
psychological factors from pain inception to its
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chronic stage (Cedraschi & Allaz 2005; Newcomer et al. 2010). Concerns about back pain
raised through misinformation, learned pain or
distorted significance of the pain are associated
with increased disability (Rainville et al. 2011).
Tension between the recommendation of a general practitioner (GP) to stay active and a
patient’s expectation of prescribed rest can lead
to discord in the doctor–patient relationship
(Corbett et al. 2009). Constraints on time and
resources have led patients and doctors to feelings of frustration in the management of back
pain in primary care (Breen et al. 2007; Toye &
Barker 2012).
The results of the York Acupuncture for Back
Pain (YAcBac) trial (Thomas et al. 2006) showed
that, compared to usual care for chronic LBP, a
short course of acupuncture conferred a clinically significant reduction in LBP for minor extra
cost to the National Health Service (NHS)
(Ratcliffe et al. 2006). Within the YAcBac trial,
241 participants aged 18–65 years with a history
of non-specific LBP for a period of 4–52 weeks
were recruited by GPs at primary care practices
in York, UK. The participants were randomly
assigned to receive a course of up to 10 acupuncture sessions over 3 months as an adjunct to
usual care, or to receive usual care alone. Six
acupuncturists with a minimum of 3 years’
experience who were registered with the British
Acupuncture Council delivered up to 10 treatments, usually weekly, that were tailored to
individual patients’ needs. Additional care, such
as brief massage and acupuncture-specific advice,
was provided if considered appropriate by the
acupuncturists (MacPherson 2004).
Evidence from a trialists’ collaboration that
conducted a meta-analysis of nearly 18 000 cases
of acupuncture for chronic pain conditions
including non-specific back pain indicated that
acupuncture for LBP is more than a placebo,
although the difference between true acupuncture
and sham acupuncture is relatively modest (Vickers et al. 2012). The above study suggested that
factors in addition to the specific effect of needling are important contributors to therapeutic
effects. Based on the growing evidence of clinical
effectiveness and cost-effectiveness, the National
Institute for Health and Clinical Excellence
guidelines recommend acupuncture as a referral
option for patients with LBP (NICE 2009).
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According to the Medical Research Council
guidelines for the evaluation of complex interventions, an important part of an evaluation
process is an exploration of the way in which the
intervention under study is implemented,
because it can provide valuable insight into why
an intervention fails or has unexpected consequences, or why a successful intervention works
and how it can be optimized (Craig et al. 2008).
Given the combination of physical, psychological and social components associated with
chronic back pain, it remains unclear as to which
additional factors contribute to patients’ positive
and negative experiences of acupuncture, and
how these factors interact to influence the
patients’ perception of the treatment. Understanding why a treatment is acceptable to some
patients and not others is important because
acceptability may influence the patients’ rating
of clinical benefit. Quantitative data from the
YAcBac trial show on average that there is a
reduction in the intensity of back pain (Thomas
et al. 2006), but we know little about the factors
at an individual level that might influence a
patient’s recovery and his/her subsequent decision to try acupuncture again. These qualitative
data will help clinicians to be better informed
about who might benefit from referral to
acupuncture.
To extend our understanding of acceptability,
the present authors used qualitative methods that
were based on in-depth interviews with patients
who received acupuncture for chronic LBP
nested within a randomized controlled trial
(RCT). Their aim was to capture patients’ reports
on their thoughts, attitudes and experiences of
treatment, and to understand and describe the
elements that these individuals ascribe to the
acceptability, or not, of acupuncture.

Methods
Setting and ethics statement
This research was a qualitative sub-study nested
within the YAcBac trial (ISRCTN80764175)
(Thomas et al. 2006) funded by the National
Institute for Health Research (NIHR) Health
Technology Assessment (HTA) Programme.
The trial was conducted collaboratively by
researchers at the University of Sheffield and
 2014 A. Hopton et al.
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the Foundation for Research into Traditional
Chinese Medicine in York, and approved by
York’s NHS Local Research Ethics Committee.
Written consent was obtained from all participants using a consent document and procedure
approved by the Ethics Committee.
In a postal questionnaire sent out at 3 months
after randomization, 133 participants reported
on the treatment effects of acupuncture. Of
those, 12 interview participants were drawn as a
purposive sample that was designed to include a
range of known patient characteristics: age and
gender; previous experience of acupuncture
treatment; and both good and less-favourable
treatment outcomes. All 12 participants
approached agreed to participate in the study and
consented to a one-to-one, face-to-face, audiorecorded, semi-structured interview in their own
home, and were considered suitable to represent
the diversity of known patient characteristics.
Lucy Thorpe, a research associate experienced
in investigating acupuncture for back pain and
depression, and trained in conducting qualitative
research, recruited and interviewed all 12 participants, and Mike Fitter, a research consultant,
provided additional supervision.
The interview opened with an introduction
that was designed to draw out the participants’
account of the treatment received as part of
the trial, followed by prompts from a prepared
topic guide (‘‘Appendix S1’’; DOI:10.1371/
journal.pone. 0056806.s001) to elicit the participants’ expectations of treatment before receiving
acupuncture, the therapeutic aspects of the consultation and their experiences of the treatment
received. Interviews typically lasted for approximately 30–60 min; audiotaped recordings were
transcribed verbatim and checked for accuracy.
The interviews were conducted according to the
topic guide, and provided rich detail without
further need to re-interview the selected sample.
Iterative questioning was used within the interview to establish the credibility and trustworthiness of the interviewees. Statements regarding
the reduction in back pain experienced, the
degree of function regained, and aspects of
satisfaction with the time, attention, information
and explanations given by the acupuncturist
about treatment were cross-checked with quantitative data recorded as part of the trial.
 2014 A. Hopton et al.

Analytical methods
An inductive thematic analysis following the
methods of Braun & Clarke (2006) was used to
search across the data set of the 12 transcribed
interviews in order to organize and describe the
data in detail, and to actively identify, analyse and
report overarching themes and sub-themes. Thematic analysis was selected as a flexible research
method with the potential to allow the data to
speak for themselves, and to provide a rich and
detailed account of the data. The data were
analysed initially by the first author, A.K.H., who
read each transcript several times in order to
become immersed in the data, and who identified
interesting features within individual data sets
that might form the foundation of repeated
patterns.
All data sets were coded manually by annotating notes within the text and using colour coding
to highlight potential patterns. The inductive
codes developed from the data set captured and
summarized the participants’ experiences. As
codes were identified, recorded and organized
on a Microsoft Excel spreadsheet (Microsoft
Corporation, Redmond, WA, USA), sections of
text that demonstrated that code were then
added and collated.
Coding progressed by moving back and forth
across the data set in an iterative process during
which comparisons were made between codes
and phrases. Those with similar context or concepts were grouped together. Identified codes
were then matched to data extracts that demonstrated the code and collated together by copying
extracts from individual transcripts and inserting
these into an Excel spreadsheet. This coding was
performed sequentially on individual transcripts
without software, A.K.H. working systematically
throughout the entire data set. This process was
conducted within each interview and across
interviews, resulting in a codebook of 43 codes
and 21 sub-themes. Data saturation occurred
early, with all the codes appearing within the first
six interviews. Ongoing analysis refined the
specific content of each theme, and the position
of codes and themes on the thematic map.
Three overarching themes were identified and
developed from the codes (Fig. 1).
The data were checked independently by
co-author H.M., and the coding and identification of sub-themes were discussed and devel53
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Figure 1. Initial thematic map showing three overarching themes and related sub-themes.

oped collaboratively between A.K.H. and H.M.
throughout. The sub-themes are illustrated with
quotes that embody the participants’ experiences
embedded within the analytical narrative, as suggested by Braun & Clarke (2006). Additional
quotes that support each sub-theme within the
overarching themes are set out in Tables 1–3
(see original publication: URL http://goo.gl/
v4uvQ). To maintain anonymity, each participant was numbered. Coding and extractions
were checked to verify that the patients’ experiences were reflected and summarized accurately.
The Consolidated Criteria for Reporting
Qualitative Research (COREQ), a 32-item
checklist, is available online as ‘‘Appendix S2’’
(DOI:10.1371/journal.pone.0056806.s002).

Results
Participants
The patients who were interviewed were two
men and 10 women who were purposively sampled to reflect the diversity of known character54

istics across all the participants in the trial. In the
3-month questionnaires, which were completed
at approximately the same time as the interviews,
all study participants reported their health as fair
to excellent, and the majority reported satisfaction with the acupuncture they had received.
Only half of the patients who were interviewed
reported satisfaction with the level of their back
pain at 3 months.
Themes
Three overarching themes pertaining to the
acceptability of acupuncture treatment were
identified. The first overarching theme, entitled
‘‘Facilitators of acceptability’’, contained five
sub-themes: reduction in symptoms; improved
physical activity; relaxation; reduction of psychological symptoms; and reduced reliance on medication (Table 1; URL http://goo.gl/c5ozf). The
second overarching theme, entitled ‘‘Barriers to
acceptability’’, encompassed four sub-themes:
needle-related discomfort; temporary worsening
of symptoms; tiredness; and the pressure to
 2014 A. Hopton et al.
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continue treatment with its potential financial
cost (Table 2; URL http://goo.gl/REJnS). The
third overarching theme, entitled ‘‘Mediating factors’’, comprised pre-treatment mediators (Table
3; URL http://goo.gl/kgdQK) and treatmentrelated mediators with four separate sub-themes:
time; therapeutic alliance; lifestyle advice; and
patients’ active involvement. Each of these subthemes had the potential to induce positive or
negative influences on the patients’ perception of
the treatment.
Facilitators of acceptability
Reduction in symptoms. The first facilitator of
acceptability of treatment to be identified from
the coding was the sub-theme ‘‘Reduction in
symptoms of low back pain’’ (Table 1; URL
http://goo.gl/c5 ozf). Two patients reported
experiencing a reduction in pain symptoms from
the first treatment session. More commonly, the
pain relief became apparent gradually, following
a trajectory over a period of several weeks. For
example, several patients reported that they
noticed a reduction in symptoms of LBP about
4–6 weeks into treatment:
‘‘I had gone at first where it ached for two or
three sessions, and I thought, This is not going to
work, and then on the fourth session it was a
lot easier. It was either the fifth or the sixth
session when it was severe, and after that
great. Each time I went then I got better and
better. It got to the last one and I thought,
Well, really I don’t need it.’’ (P10)
Through the patients’ descriptions of pain relief,
different types of pain were identified; commonly, severe pain was referred to in threatening
terms such as sharp, stabbing, burning, while dull
and aching pain was considered more tolerable.
Two patients reported a reduction in their severe
pain, to leave a dull aching, which they considered a good outcome. The relief from constant
pain was reported in some cases, whereas for
others, the specific types of pain changed in
nature. Several patients reported a reduction in
the frequency of radiating nerve pain or sciatic
pain, bodily dissociation and numbness associated with back pain. One patient graphically
described improvement as a sensation of energy
flowing, warmth generated and ‘‘the nerves have
 2014 A. Hopton et al.

come back to life’’ (P7). Most patients still
experienced a degree of pain during specific
household or work-related tasks:
‘‘I don’t have constant pain like I did before, I
know when I do certain things I’m going to
get pain, but I don’t have it constantly, which
is a big difference to me in my life.’’ (P12)
The reduction in painful symptoms was not
limited to LBP; two patients reported that their
chronic knee pain had been relieved, and another
patient was pleased that her shoulder pain was
treated during the course of treatment. In summary, the perceived reduction in the symptoms
of back pain appeared to facilitate the acceptability of acupuncture.
Improved physical activity. A second sub-theme to
facilitate acceptability of treatment was the
improvement in energy levels and physical functioning. For the majority of patients, the awareness of the reduction in daily pain became
apparent through their ability to increase physical
activity. Several patients compared their levels of
activity before and after acupuncture. Their
descriptions allude to the debilitating nature of
chronic pain and illustrate how pain regularly
interrupted everyday tasks, whereby short periods of rest were necessary in order to complete
the task in hand. Over the course of treatment,
several patients noticed an increase in their levels
of energy, which enabled them to complete daily
chores more easily:
‘‘My energy level has increased. I can now
cook a meal without having to lie down every
couple of minutes in between doing something, which is better.’’ (P5)
The salience of improved physical function differed; for one patient, the ability to conduct
self-care and simple activities of daily living was a
very positive aspect. For several others, the
improvement in energy levels meant that they
could engage in beneficial exercise, an aspect that
helped to focus the patients on their abilities
rather than disability. This served to reduce
frustration, and for some, led to being able to
engage in gentle exercise activities to help regain
strength and fitness. These positive outcomes
in functioning were a welcome effect of the
treatment:
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‘‘You can get about, you can do things, you’re
not just kind of stuck to a chair or confined to
the house. . . I like to go swimming, which you
know I couldn’t do, and I’ve done it since the
treatment. I’ve been back swimming, I do that
and I hoover up now, which I didn’t do
before, and I’ve done a lot of walking’’ (P8)
Relaxation. A third facilitator of acceptability of
treatment was a positive and, for some, unexpected side effect of treatment, namely relaxation. Within this sub-theme, several patients
reported feeling very relaxed while the acupuncture needles were in situ, although the interpretation of relaxation differed between individuals:
‘‘While I was there having the treatment, I felt
relaxed. . . It was just nice to be peace[ful] and
quiet and just lay there. . . It’s a relaxant, it just
levels you, it levels you and talking relaxes you
so that you’ve got time. . . You walk home
floating.’’ (P6)
One patient cited a feeling of well-being, another
reported being able to clear his/her mind during
treatment. Two others actually fell asleep during
treatment, with one person reporting feeling
revitalized afterwards, an effect that continued
into the following day.
In summary, independent of whether there
was a reduction in symptoms of pain, the feeling
of well-being and relaxation during the treatment
enhanced the acceptability of the treatment.
Reduced psychological symptoms. The fourth subtheme of facilitators of acceptability was the
psychological change experienced by some
patients. Three linked the psychological components and physical components of chronic pain
from different perspectives. One patient was
clear in saying that the ‘‘awful’’ pain experienced
from neural symptoms was the cause of his/her
low mood and tearful state (P11). Another
acknowledged that stress was a major contributor to poor posture and other physical problems:
‘‘You get a load of stress in your head and
your body doesn’t work properly, you know
that stress is transmitted into your posture and
everything else.’’ (P3)
This patient explicitly acknowledged the benefit
of a holistic approach, where the acupuncturist
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was able to prioritize the treatment of his
psychological symptoms. Unfortunately, for one
patient, the lack of ability to find suitable work
because of chronic pain and the worry of the
subsequent financial difficulty created extreme
anxiety. Despite these worries, the patient said,
‘‘I’ve been listened to. . . I felt supported’’ (P5).
The ability to share the emotional or psychological aspects of chronic pain with a supportive
practitioner, who could include these aspects in
the treatment, was an important element of
acceptability.
Reduced medication. The fifth sub-theme identified
as a facilitator of acceptability was the reduced
use of medication. Several patients reported
reliance on a combination of over-the-counter
anti-inflammatory medication and prescribed
analgesics. One patient recounted how s/he took
analgesics as a prophylactic measure before
engaging in exercise. Another used analgesics as
an aid to sleep:
‘‘Prior to the acupuncture, I was taking painkillers for my back to get to sleep at night, and
then, as the acupuncture progressed, I didn’t
take any for my back. . . I don’t like taking pills
because of their effects on the body.’’ (P1)
Most patients disliked being dependent on medication, citing unpleasant side effects, fear of
addiction and the ineffectiveness of commonly
used analgesics as major drawbacks. Once acupuncture treatment had started, one patient
stopped taking medication as a means of testing
the efficacy of acupuncture. Several patients
reported a reduction in the dosage and frequency
of usage over the course of the treatment.
Overall, reduced reliance on medication, along
with reduced concern about unwanted side
effects, was a further contributor to the acceptability of acupuncture.
Barriers to acceptability
The overarching theme of barriers to acceptability comprised three sub-themes related to treatment: needle-related discomfort; temporary
worsening of symptoms; and tiredness. A further
sub-theme was the pressure to continue with
treatment and its potential financial cost (Table
2; URL http://goo.gl/REJnS).
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Reactions to treatment: needle-related discomfort. The
first barrier was associated with needling discomfort. Discomfort as a result of needling
varied across several patients. In most cases, the
type of treatment reactions reported were transient and mild:
‘‘Sometimes the needles themselves, when
they put them in a certain point, they twist
them and you get a sharp pain, and they do it
again till it’s a kind of achy pain.’’ (P5)
One patient described a possible needling injury:
one of his/her fingers twitched for 4 days after
treatment and s/he was concerned that a needle
had hit a nerve (P6).
Another patient reported finding the treatment
somewhat painful at times, but acknowledged
that subsequent physical activity may have contributed to his/her discomfort.
Reactions to treatment: temporary worsening of symptoms.
Two patients reported an unpleasant worsening
of back pain symptoms after treatment that
lasted into the following day and was relieved by
taking paracetamol. One patient had been
warned of the possibility of a reaction. This
warning helped to reduce the patient’s concern
and enabled him/her to view the reaction as an
acceptable temporary discomfort with potential
for overall improvement (P11). In contrast,
warning of a possible reaction led the other to
assume that the discomfort s/he experienced
was entirely caused by the treatment. This patient
did not link the worsening of his/her symptoms
to the effects of an extended car journey taken
immediately after treatment:
‘‘I got the most awful backache in the car . . .
really, really bad backache. I ended up taking
paracetamol that night. I think it was a temporary thing, a reaction to the acupuncture
’cause, in fact, she warned me I may get an
adverse effect to it to start with, and of course,
I did.’’ (P4)
Reactions to treatment: tiredness. Three patients felt
extremely tired during the earlier sessions of the
course of treatment. For one, this was quite
unexpected and inconvenient when lasting into
the following day. In contrast, the second patient
found the tiredness difficult to cope with initially,
but later construed this reaction as an acceptable
 2014 A. Hopton et al.

part of the healing process. The third patient
successfully managed the situation by carefully
planning appointment times. In doing so, the
tiredness s/he experienced became part of his/
her relaxation routine, and was viewed as recovery time:
‘‘I used to feel very tired. . . It was just a
progression maybe of just your body saying
you know you needed time to heal. . . I intentionally used to make my appointments later
on in the day so I could come home and
relax.’’ (P9)
Several patients had previous experience of acupuncture and expected minor discomfort, but
believed this to be an acceptable risk. Although
some patients continued to experience unpleasant reactions in later sessions, they had also
experienced some benefit and persevered with
the course of treatment. For a minority, these
reactions detracted from the overall acceptability
of the treatment, particularly where any overall
benefit from treatment was less than expected.
Pressure to continue treatment and potential financial
cost. The fourth barrier to acceptability was the
pressure to continue with sessions after the
course of treatment paid for by the YAcBac trial
had ended. None of the 12 people interviewed
reported 100% pain relief without later recurrence of some of their back pain symptoms.
Several patients were still in pain at the end of
the 10-session course, and reported that their
acupuncturist had suggested one or two (or
more) treatments as a private patient. Two
patients welcomed the opportunity to continue.
Another, who had not experienced pain relief,
felt unsure, but had appreciated the care and
concern that they had received, and agreed to
pay for additional sessions in the hope that it
would work eventually:
‘‘She suggested it, it was her who suggested
five more because she thought . . . she was
hoping we would have cracked it really in five
more sessions. I mean, that must have been at
the time when we were still feeling there was
some improvement being maintained.’’ (P12)
Two more patients would have liked to have
continued treatment, or would have considered
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treatment in the future, but were constrained by
the financial cost of each session. Another
patient tried to have the treatment continued via
the GP, but was told that funds were not
available. In summary, patients found the cost of
treatment more acceptable if they were experiencing some benefits; however, where the benefit was in question, or if they felt compelled to
pay or could not pay, then the pressure to
continue treatment and the potential financial
cost of ongoing treatment were not acceptable.
Mediating factors
The third overarching theme was that of mediating factors, which could potentially influence a
patient’s behaviour, experience and perception
of treatment in either positive or negative ways.
Pre-treatment mediating factors related to
aspects of expectation and previous experience
(Table 3; URL http://goo.gl/kgdQK). Two
treatment-related mediating factors, i.e. time and
the therapeutic alliance, highlighted contrasts
between the consultations with their acupuncturist and their GP. Two further treatment-related
mediating factors were lifestyle advice designed
to promote and sustain a reduction in back pain,
and the patient’s active involvement, both of
which were influenced by the type of advice
offered to patients and their willingness to act on
the advice.
Pre-treatment mediators: expectation and experience.
Expectation of efficacy varied: six patients with
previous experience of acupuncture believed that
it might be helpful. Of those without previous
experience, two patients expressed doubt, and
were influenced by the attitudes and experiences
of others; and one other had read extensively and
was very positive. Another felt excited at the
prospect, but realized that the effect might be
limited; one was convinced that belief was the
key to efficacy. Most patients welcomed the
opportunity to try acupuncture because their
pain was severe and they disliked taking medication. Only one patient, based on previous experience, offered an explanation of how s/he
expected acupuncture to work:
‘‘[W]ith acupuncture, it tends to keep the
energy flowing through everything so it can
obviously work better. . . If you’ve got energy
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going through properly, which is what acupuncture does really, it controls these hidden
energy lines which goes through and activates
or deactivates muscles really or invigours [sic]
them, so if you can organize that and get that
kind of thing balanced then your back’s going
to be straight, and that’s how I think it works
for me anyway.’’ (P3)
Treatment-related mediators: time. Time, the first
mediating sub-theme, represented a component
of treatment that had a multifaceted impact that
underpinned all aspects of the treatment process.
The majority of patients interviewed enjoyed the
time spent within an acupuncture consultation
and contrasted it with that of a GP consultation.
The acupuncture consultation was found to be
more acceptable by several patients because it
allowed them time to fully explain their experience of pain, receive individualized treatment for
their back pain and other concurrent physical
and psychological symptoms within the same
consultation:
‘‘It’s totally for you, not for anybody else,
totally for you and it’s lovely to have the
attention instead of being on this five-minute
list at a doctors and they don’t listen. They’ve
got to listen to you and she’s interested.’’ (P6)
One patient reported her enjoyment of the
acupuncture session as a personal time to relax
and reflect. In contrast, another patient who had
a pressing workload found the treatment too
time-consuming for the pain relief gained and
resented setting time aside to attend sessions.
Even where GPs had given a diagnosis, prescribed several medications and made a referral
to a physiotherapist, the brevity of the GP
consultation was the overriding memory for
most patients. For most people interviewed, the
disparity in the time allowed for the GP consultation enhanced the perceived acceptability of
the acupuncturists’ consultation:
‘‘It’s a very nice sort of atmosphere there, all
friendly there and very relaxed. It’s not like
sitting in the doctor’s waiting room, you
know, pretending not to look at each other
and waiting. . . You know, it’s completely
different . . . well, it’s holistic compared to
hustle-istic in the doctors.’’ (P3)
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Treatment-related mediators: the therapeutic alliance.
Underpinned by the sub-theme of time, the
second mediating factor was the sub-theme of
the therapeutic alliance. On a superficial level,
three patients reported that their acupuncturist
was kind, considerate and friendly. For two
patients, the development of good rapport and a
trusting bond were key components of the therapeutic alliance, and instilled faith in the acupuncturist’s abilities:
‘‘She’s well trained to do things, she’d know
what she was doing. . . They are more thorough in examining you and ironing out your
problems.’’ (P5)
For one patient, the level of courtesy and privacy
was a special feature of the acupuncturist’s care.
Two patients also commented on the acupuncturist’s care, concern and understanding of their
condition compared to a perceived lack of sympathy from their doctor. Although one patient
considered their doctor enthusiastic and sympathetic, the patient still lacked confidence in the
doctor’s knowledge of treatment for back pain:
‘‘I think, with backs, GPs just don’t know
what they are talking about. They just don’t
know. You have to go to someone that is a
specialist. . . If I do need to go back, then I
shan’t go to my GP.’’ (P10)
In contrast, where an acupuncturist was working
in a multi-bed setting in a college clinic and
moving between several patients at a time, the
attention was not as personal, and the patient
was left to glean information from passing acupuncture students.
In summary, for most patients, the provision
of sufficient time and one-to-one attention
clearly facilitated the development of the therapeutic relationship and contributed to the acceptability of the treatment.
Treatment-related mediators: lifestyle advice. The third
component within the theme of mediating factors was the provision of appropriate lifestyle
advice. For the majority of patients, lifestyle
advice was a common feature in consultations
within both acupuncture and GP care. Patients
were offered lifestyle advice related to their
acupuncture diagnosis over the course of treatment. For several patients, the supportive
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encouragement from the acupuncturist helped
them to engage in gentle exercise and regular
activity according to their individual ability and
with realistic expectations. In contrast, one
patient seemed to be irritated with advice on
exercise because, at the time, s/he regularly
engaged in exercise that s/he considered appropriate to help him/her regain function and
mobility. Three patients received dietary advice
to lose weight, whereas another was offered
individualized dietary advice to help him/her
understand the importance of warm and cold
foods in relation to their traditional Chinese
diagnosis. Several patients received advice from
the acupuncturist about their posture when
walking:
‘‘She did give me two exercises to do with my
hips which I have tried to do. She also talked
to me about trying to look at myself in the
mirror and see, try to be aware of my posture
and also try to walk . . . keep my hips mobile
and keep them moving in the right way really.
So it’s been more to do with physical posture
and things like that.’’ (P11)
Two patients were advised to take more rest.
One of them was specifically asked to do exercise to strengthen his/her back muscles, but very
clearly not to go beyond the point where the pain
would get worse. The second was advised not to
do anything and to take it easy, and the patient
summed up that, ‘‘I wouldn’t say they learned me
an awful lot’’ (P10).
Overall, lifestyle advice was reported to be
more acceptable when the acupuncturist provided it gradually over the course of treatment.
Treatment-related mediators: patients’ active involvement.
The fourth mediating factor was the sub-theme
of the patients’ personal involvement in their
own recovery. Three people reported that the
treatment had brought them to an acceptance of
their back pain. Two of those accepted that there
was always going to be a certain amount of pain,
but they could live with that. Another two
patients became more aware of their fragility, but
managed their back pain by maintaining personal
vigilance of their posture and engaging in specific
strengthening exercises.
Two patients reported regaining a strong sense
of control of their life, and cited taking personal
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control as a key feature of their ongoing recovery
and the importance of setting time aside for
themselves. Although acupuncture was not particularly effective for another person, s/he felt
better placed to seek other treatment rather than
putting up with back pain. In contrast, two
people knew what steps to take in order to
manage their back pain, but were unwilling to
make changes. One other patient felt that s/he
had taken all the lifestyle steps possible to ensure
a good recovery, and although capable of lifting
heavy objects, s/he remained fearful of taking a
labouring job that might lead to re-injury. In
summary, for most patients, the taking of
responsibility and being supported to gain control were potential facilitators of acceptability:
‘‘The start of curing yourself is to take steps to
do something about it. That’s an acceptance,
you know something’s wrong with you and
you’ve got to get it sorted out. It does help to
create a positive attitude. I deliberately altered
me posture, trying to get it back over a year or
two.’’ (P3)

Discussion
Key findings
The results of the present study show that the
acceptability of acupuncture for patients is based
on a complex and multifaceted appraisal of the
treatment, which incorporates potentially positive and negative experiences and perceptions.
The therapeutic relationship between the practitioner and patient appears to be a strong driver
of acceptability, but not the only factor. In
addition to offering care and compassion, the
supportive therapeutic alliance is a useful vehicle
to promote learning and develop the patients’
self-efficacy in pain management, two aspects
that might contribute towards a beneficial outcome and its maintenance. In this study, patients
reported a range of beneficial outcomes and
drawbacks of treatment. However, the judgment
on how each of the benefits and drawbacks
contributed to acceptability varied with the
patients’ individual experiences. These qualitative
findings should be considered in the context that
the quantitative data showed that acupuncture
had a clinically and statistically significant effect
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in reducing chronic pain. An understanding of
the underlying mechanisms of effectiveness was
not considered important by patients in their
reports of the efficacy or acceptability of treatment.
Strengths and limitations
Qualitative studies nested within RCTs are particularly suited to exploring in depth the reasons
why an intervention might be successful or not.
The present authors’ use of in-depth interviews
provided a deep understanding of what acceptability means to patients receiving acupuncture
for LBP, and presented rich detail on how they
interpret their experience of treatment. The
bottom-up process of thematic analysis was conducted following the steps recommended by
Braun & Clarke (2006). This method allowed the
themes to develop directly from the patients’
own voices, and enabled a more accurate representation of their experiences without the constraint of preconceived ideas.
The present findings provide an insight into a
key factor related to effectiveness, namely
acceptability of treatment. Acceptability is an
important factor because it will impact on the
take-up of the treatment offered, and the compliance or willingness to see the course of
treatment through. The authors have reported
on patients’ experiences of acceptability whether
the outcomes from acupuncture were beneficial
or not. A strength of this study is that they have
been able to qualify the quantitative results on
effectiveness with their data on acceptability. A
better understanding of the underlying factors
that impact on acceptability and effectiveness
enhances our understanding of the potential
transferability of the intervention to practitioners
of acupuncture across the UK. For example, the
study adds to the quantitative data by providing
an understanding of the impact of the patient–
practitioner relationship on the acceptability of
acupuncture treatment, and what steps the practitioner and patient might take to maximize the
likelihood of acceptability for the patient.
A limitation of the present study was the small
number of interviews; however, the coding for
each theme was congruent across the majority of
the sample and data saturation occurred within
six interviews. Individual differences were
included in the results to illustrate contrasts
 2014 A. Hopton et al.
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where these occurred and to avoid bias in representation. The researchers A.K.H. and H.M.
were in accordance with each other on the data
extracted and their interpretation; however, lack
of wider consultation may be a potential source
of bias. A further limitation was the minimal
integration with the quantitative data available
from the YAcBac trial (Thomas et al. 2005).
Although the qualitative data presented here
support the quantitative findings that the
majority of patients were satisfied with the treatment received in terms of time and attention,
and were willing to try acupuncture again, the
quantitative data provided insufficient depth of
detail to cross-check and integrate with the
components of acceptability reported in this
study.
Comparison with other studies
Willingness to have acupuncture again has been
found to be a quantitative indicator of acceptability among patients with LBP (Thomas et al.
2005). The present authors’ previous paper on
the willingness to have acupuncture after experiencing a reaction to treatment reported that the
benefit of reduced back pain over the course of
treatment outweighed negative experiences
associated with treatment reactions (Hopton
et al. 2010). The qualitative analysis conducted in
the current study is consistent with these previous findings, and complements them by identifying the therapeutic alliance and the active
engagement of the patient in his/her own recovery as a driving force for beneficial change.
The expectation of pain relief has been
reported to have a significant impact on outcomes in patients with chronic pain (Linde et al.
2007; Wasan et al. 2010). However, in the present
study, although expectation was a pre-treatment
mediator of acceptability of treatment, the
patients with no experience of acupuncture had a
higher expectation of pain relief and reported
less benefit than anticipated. In contrast, those
who had previous experience of acupuncture
were more realistic in their expectation of efficacy. This finding is consistent with the quantitative data from the YAcBac trial population,
who reported weak evidence of an interaction
effect whereby the positive belief of those receiving acupuncture was associated with less benefit
(Thomas et al. 2005). The finding is also consis 2014 A. Hopton et al.

tent with research suggesting that perceived outcomes are related to patient–practitioner relationship factors (So 2002; White et al. 2012).
An awareness of gaining greater control over
back pain enhanced the acceptability of the
treatment for some patients. Within the therapeutic alliance, the development of the learning
processes appeared to engender greater efficacy
in the patients’ personal management of back
pain. These findings are consistent with practitioner reports from two other qualitative
studies (MacPherson et al. 2006; Evans et al.
2011). In contrast, acceptability diminished in
patients who reported a reluctance or inability to
put self-care into practice or make adaptive
changes to working practices. This was more
apparent where patients continued to expect the
acupuncturist to provide an immediate and longlasting cure, and supports Foster et al.’s (2010)
finding that the lack of belief in a personal ability
to manage back pain and the assumption of the
inevitability of a future with pain are major
psychological obstacles to recovery.
Acceptability of acupuncture treatment
appears to increase when the combined processes of care lead the patient to accept responsibility for his/her ongoing back care, and helps to
shift his/her focus from pain elimination to
the restoration of function. This shift in focus
creates an opening for a transition from the
biomedical model, which focuses on healing
through techniques, towards the ‘‘healing
through adaptation’’, based on a biopsychosocial
explanatory model of back pain (Toye & Barker
2012).
Implications for practice and future
research
The time allowed for each acupuncture session
was an important contributor to acceptability;
however, the time frame needed for the processes of treatment to occur is not possible
within the consultation time available within the
GP surgery (Breen et al. 2007). The partnership
developed between the therapist and patient was
a key factor of acceptability, and this opened up
the potential for learning processes to be utilized
as a means of increasing patient’s self-efficacy in
pain management. The present research has
reinforced the value of improving patients’ perceptions of their personal control over pain, and
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of reducing the expectation of the inevitability of
an ongoing back problem and passive progression to disability. Looking at acceptability in this
way has opened up the possibility of investigating the mechanisms of action from the patients’
perspective, and generates the hypothesis that
increased self-efficacy is one such mechanism
that may underpin the long-term effects of acupuncture. These qualitative data suggest that the
inclusion of a self-efficacy measure (Nicholas
2007) in an RCT could identify whether those
patients who may be already predisposed to
improve irrespective of treatment do better, and
determine whether or not other patients can gain
efficacy in pain management through the processes of acupuncture treatment. Secondly, the
optimum time after the onset of back pain for
acupuncture treatment to reduce pain and
prevent chronicity and disability is unknown.

Conclusions
Acceptability of acupuncture treatment for LBP
is associated with a complex appraisal of the
treatment processes and outcomes, and reflects
the quality of the care received. Acceptability is
enhanced by beneficial physiological and psychological outcomes, and the development of
learning processes that engender personal
responsibility and increased self-efficacy in the
management of LBP. Dissatisfaction with the
amount of pain relief received and unpleasant
treatment effects do not necessarily detract from
the patients’ overall perception of the acceptability of the treatment.
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Abstract
This paper summarizes the process of developing and piloting of a standardized data collection
(SDC) tool for the audit of acupuncture treatment for low back pain, and presents the main
findings. A total of 37 completed SDC tools were received during the pilot data collection
period. The results show that 59% (n=22) of patients received acupuncture along with one or
more of the other treatment modalities recommended in the National Institute for Health and
Clinical Excellence guidelines (e.g. exercises and manual therapy). With regard to the type of
acupuncture administered, 19 patients received Western acupuncture, two underwent electroacupuncture (EA), and three patients were given a combination of Western and EA. Nineteen
patients reported decreased pain levels, two stated that there had been no change and one
patient described worsening pain. The patients reported being satisfied with both the treatment
that they received and its outcome. It is hoped that more members of the Acupuncture
Association of Chartered Physiotherapists will consider using the SDC tool in the future so that
a larger sample of patients can be audited.
Keywords: acupuncture, audit, low back pain, standardized data collection tool.

Introduction
According to what was then the National
Institute for Clinical Excellence (NICE), and is
now the National Institute for Health and Care
Excellence (NICE et al. 2002, p. 1):
‘‘Clinical audit is a quality improvement process that seeks to improve patient care and
outcomes through systematic review of care
against explicit criteria and the implementation
of change. Aspects of the structure, processes,
and outcomes of care are selected and systematically evaluated against explicit criteria.
Correspondence: Dr M. C. Cairns, School of Health and
Social Work – Physiotherapy Division, University of
Hertfordshire, College Lane, Hatfield, Hertfordshire
AL10 9AB, UK (e-mail: research@aacp.uk.com).
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Where indicated, changes are implemented at
an individual, team, or service level and further monitoring is used to confirm improvement in healthcare delivery.’’
The National Health Service (NHS), NICE, the
Chartered Society of Physiotherapists (CSP) and
the Department of Health all recommend that
clinicians should use audit to maintain and
improve standards in patient care. Although
physiotherapists have access to audit tools
through the CSP website (e.g. the Persistent Low
Back Pain Audit Tool; CSP 2009), until recently,
no audit tools had been developed to review
acupuncture treatments.
The project discussed in the present paper
was funded by the Acupuncture Association of
Chartered Physiotherapists (AACP) in response
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to requests from the membership for advice on
the auditing of acupuncture treatment. The
Association sought and then gained permission
from Professor Anne Moore of the School of
Health Professions, University of Brighton,
Brighton, UK, to adapt an established tool that
had been developed for the audit of musculoskeletal conditions. It was decided that a tool
would initially be developed for use with patients
with low back pain (LBP) since the recently
published NICE clinical guidelines on the management of persistent LBP had recommended
acupuncture as part of a management strategy
(NICE 2009).
The aims of the project were to:
(1) customize/adapt an established standardized
data collection (SDC) tool to the needs of
AACP members using acupuncture as part
of their clinical management;
(2) pilot the SDC tool in a number of clinical
sites and revise it as necessary; and
(3) distribute the tool widely among members
for their own use in clinical practice.

Participants and methods
A consensus building process was undertaken to
customize the tool over three phases:
(1) A small group of clinicians met in July 2010
to review the existing tool and suggest
changes.
(2) A larger group of members, including clinicians and researchers in acupuncture, met in
September 2010, and significant changes
were made based on the consensus of the
group. Following revision after this second
meeting, the tool was circulated electronically for further comments, which were
collated centrally.
(3) After modifications in response to these
further comments, the SDC tool was piloted
between May 2011 and April 2012.
The UK pilot sites that were used to generate
feedback on the revisions required to finalize the
SDC tool included Leicester, Southampton and
Lincoln in England, and Ulster in Northern
Ireland. Gopi Reddy, a clinician who was
involved in the original development of the tool
and former AACP Clinical Audit Lead, was
responsible for the facilitation of the audit.
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The results from the pilot data collection
period were presented at the AACP Annual
Conference in May 2012 (Anandaraj 2012), and
the SDC tool was officially rolled out in the same
month. It is now available for AACP members
to download from the Association’s website,
along with a Microsoft Excel spreadsheet for
data input that automatically calculates the results
(see p. 68).
The audit tool is presented in ‘‘Appendix 1’’
below.

Results
A total of 37 completed SDC tools were
received: 22 from Lincoln, and 15 from Birmingham Community Healthcare, Birmingham, UK.
Acupuncture was offered to 23 patients, and
22 of these individuals (59% of the total of 37)
received acupuncture along with one or more of
the other treatment modalities recommended in
the NICE (2009) clinical guidelines (e.g. exercises and manual therapy). One patient declined
acupuncture, and the remaining 15 patients
(41%) who did not undergo acupuncture were
treated with other modalities.
Type of needling used
All 22 patients (100%) who received acupuncture signed a consent form. With regard to the
type of acupuncture received, 19 patients
received Western acupuncture received electroacupuncture (EA). Two and three patients
received a combination of Western acupuncture
and EA. All those who received acupuncture
achieved De Qi.
Treatments
In terms of treatment time, 21 of these 22 patients
(99%) underwent 20–30 min of acupuncture
treatment, and only one patient received less than
20 min of treatment. The mean number of acupuncture treatment sessions [standard deviation (SD)] was 4.861.5 (range=2–8), which is
less than the NICE (2009) recommendation of a
maximum 10 treatments. No adverse reactions to
acupuncture treatment were reported.
Outcomes
In terms of treatment outcomes, 19 of the 22
patients reported decreased pain levels, two
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stated that there had been no change and one
patient described worsening pain. The patients’
mean acupuncture scores ( SD) were 6.70
2.26 (range=0–8) and 3.972.26 (range=
2–10) before and after treatment, respectively.
Improvements in functional scores were
reported by 18 patients, while four stated that
there had been no change in their scores. The
patients’ mean functional scores ( SD) were
6.842.17 (range=1–10) and 3.722.31
(range=0–9) before and after treatment,
respectively.
The patients overwhelmingly reported being
satisfied with both the treatment that they
received and its outcome (n=21; data were not
recorded for one individual). The mode and
median were 10 and 9.5 (range=3–10) for satisfaction with treatment, and 9 and 8 (range=1–
10) for satisfaction with outcome, respectively.

Discussion
Type of needling used
Most patients received Western acupuncture.
Western medical acupuncture (WMA) 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 the
principles of evidence based medicine’’ (White
et al. 2009, p. 33). The AACP Foundation Course
primarily teaches acupuncture using WMA reasoning (AACP 2012), and the results from the
audit suggest that members continue to practise
using this method. It is essential when working in
the NHS that we are able to provide both
patients and other health professionals with a
clear explanation as to why we are choosing
a treatment. Western medical acupuncture
reasoning allows us to be able to do this using
concepts and language that patients and health
professionals understand.
Some patients received EA treatment, either in
isolation or in combination with WMA.
Although research has found that EA produces a
more widespread increase in functional magnetic
resonance imaging signals than manual acupuncture (Napadow et al. 2005), it is not yet known
which patients would benefit more from EA
than manual acupuncture.
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All patients receiving acupuncture achieved
De Qi. A recent review of acupuncture questionnaires by Park et al. (2013) found that there were
40 different descriptions of De Qi; the most
popular were ‘‘tingling’’, ‘‘heavy’’, ‘‘dull’’, ‘‘numb’’
and ‘‘throbbing’’. It is common practice during
treatment to try to elicit a De Qi sensation.
Research findings are variable as to whether
experiencing De Qi results in a better outcome: a
study by White et al. (2010) found no difference
with regard to the presence and intensity of De
Qi, and the reduction of pain in osteoarthritis.
Treatments
The average treatment duration of 20–30 min
reflected the time allocated for a standard NHS
treatment period. Duration of treatment is one
component that forms the treatment dose, and it
will vary depending on many factors, such as the
diagnosis, chronicity and the individual patient.
There is considerable financial pressure in the
NHS, and this may be reflected in number of
acupuncture treatments that are offered to
patients. The mean number of treatment sessions
in this audit was 4.86, which falls short of the
NICE (2009) recommendation of a maximum
10 treatments. It may be that patients do not have
an adequate opportunity to experience the full
benefits of a course of acupuncture because of
financial restrictions. A recent study evaluating
acupuncture for chronic pain in geriatric patients
found that an average of five treatments were
required before there was a significant reduction
in pain (Couilliot et al. 2013). With these restrictions in mind, one option that some practitioners
employ is offering group or multi-bed acupuncture treatments to make better use of limited
resources (Asprey et al. 2012; White et al. 2012;
Waldock 2013).
It was reassuring to see that there were no
adverse reactions to acupuncture. This finding is in
line with other reviews that have reported that acupuncture has few side effects (White et al. 2001).
Outcomes
The Numerical Rating Scale (NRS) for pain,
which was used to assess pain levels before and
after treatment, is an 11-point scale from 0 (no
pain) to 10 (worst pain imaginable) (Williamson
& Hoggart 2005). A change of two points on the
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NRS for individuals with LBP is considered to
be clinically significant (Childs et al. 2005), which
indicates that, on average, the patients treated in
the present audit reported a clinically meaningful
reduction in pain.
Similarly, decreased physical functioning is
common in individuals with LBP, and deconditioning can progress to long-term disability. It
was encouraging to see an improvement in
functional scores within this small scale audit,
and it may be that acupuncture for pain could
provide a window of opportunity to maximize
the benefits of exercise and rehabilitation.
The patients were satisfied with the treatment,
which is in line with other patient surveys
reviewing acupuncture treatment for LBP
(MacPherson & Thomas 2007).

Limitations
The present study involved a very small sample
(n=37) from only two centres, and therefore,
although interesting, these results may not reflect
how acupuncture is practised across the rest of
the UK. Although auditing of practice is encouraged by professional bodies, it is increasingly
hard for clinicians to find the time to collect and
analyse data. Many do not know where to begin,
and feel daunted by the forms that have to be
completed even before they start an audit. This
tool is now available online (http://aacp.org.uk/
member-home/audit/audit), and further advice
for members is available via the AACP Office
(tel: 01733 390012; e-mail: manager@aacp.uk.
com).

Conclusions
On reflection, all three aims of this audit project
were met. Members of AACP now have access
to a SDC tool that will enable them to audit their
practice that is easily accessible on the AACP
website. If necessary, it may be revised and
improved following feedback. It is hoped that
more members will consider using the audit tool
in future so that a larger sample of patients can
be audited.
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audit of acupuncture treatment for low back pain
appears on the next page.
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CASE REPORT

Integration of physiotherapy and acupuncture
in the management of lateral epicondylitis
C. Wingfield
Wilson Hospital, Royal Marsden NHS Foundation Trust, London, UK

Abstract
This case study discusses how conventional physiotherapy interventions combined with
Western medical acupuncture can effectively and efficiently manage lateral epicondylitis. A
general practitioner referred a 34-year-old plumber for physiotherapy management of rightsided lateral elbow pain. The subject attended six sessions of physiotherapy and treatment,
which included acupuncture, education, advice and eccentric strengthening exercises, and
advice regarding a graded and progressive return to previous activities. The main outcome
measures used included the Patient-Specific Functional Score, a visual analogue scale and the
Numeric Pain Rating Scale, and these tested gripping, resisted wrist extension and resisted
third-digit extension. This paper discusses the rationale and current evidence for the integration
of acupuncture in the management of this condition, the specific interventions used, and the
limitations of the management approach.
Keywords: acupuncture, lateral epicondylitis, physiotherapy, tennis elbow.

Introduction
Lateral epicondylitis, also known as tennis elbow,
is a common work-related musculoskeletal condition that has been found to affect approximately 3% of the general population, with
symptoms persisting for up to a year in 20% of
sufferers (Buchbinder et al. 2008). An increased
prevalence has been identified among workers
with physical duties, especially those with roles
involving repeated lifting or exertion into supination (Fan et al. 2009). Therefore, identifying
the most efficient and effective method of treatment is not only imperative for sufferers, but
also for their employers and the National Health
Service in order to reduce the cost of managing
this condition.
Lateral epicondylitis is an overload injury of
the common extensor tendon and extensor
Correspondence: C. Wingfield, 136 Wickham
Avenue, Cheam, Surrey SM3 8EA, UK (e-mail:
Chantalwingfield@hotmail.co.uk).
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muscles of the forearm that results in lateral
elbow pain (Buchbinder et al. 2008). Altered
morphology of the extensor carpi radialis brevis
(ECRB) muscle has been identified in patients
with long-standing lateral epicondylitis. Muscle
biopsies have identified ‘‘moth-eaten’’ fibres,
fibre necrosis and signs of muscle fibre regeneration into more fast-twitch oxidative (type 2A)
fibres. This reflects the cumulative effect of
mechanical overload and the resulting decrease
in muscular performance in individuals with
lateral epicondylitis (Ljung et al. 1999).
One theory to explain the cause of pain in
lateral epicondylitis is that the continued
overload of the common extensor tendon and
deconditioned muscles causes an inflammatory
response. The release of inflammatory mediators
excites nociceptors, perpetuating pain stimulation (Khan & Cook 2000). Khan & Cook (2000)
suggested that tendinopathy pain may also be
caused by additional biochemical factors, such as
matrix substances, minor collagens, glutamate,
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chondroitin sulphate and many other unidentified factors. These noxious agents activate
peritendinous nociceptors, thus causing pain
(Khan & Cook 2000). Furthermore, research has
shown an excess of both blood vessels and
fibroblasts (neovessels/angiogenesis) in the tendon of the ECRB muscle immediately distal to
its origin in cases of lateral epicondylitis. This
abnormal tissue is rich in nociceptive fibres, and
thus, it may be part of the explanation for why
the condition is so painful (Brukner & Khan
2007).
Non-surgical management is the mainstay of
treatment for lateral epicondylitis (Calfee et al.
2008). A wide range of modalities have been
proposed to treat the condition, including
rest, non-steroidal anti-inflammatory drugs
(NSAIDs) (Green et al. 2001), cortisone injections (Coombes et al. 2010), blood/botulinum
toxin injections, supportive forearm bracing
(Brukner & Khan 2007; Calfee et al. 2008),
friction massage, joint mobilization (Vicenzino
et al. 2007), cervical spine mobilization (Herd &
Meserve 2008), electrotherapy (Bjordal et al.
2008), stretches, and isotonic and eccentricisokinetic exercises (Stasinopoulos et al. 2005;
Tyler et al. 2010). However, there is conflicting
information about and very little evidence to
support the effectiveness of some of these therapies (Labelle et al. 1992; Assendelft et al. 1996;
Buchbinder et al. 2002; Struijs et al. 2002; Trinh
et al. 2004).
Currently, the main recommendation in the
literature on the management of lateral epicondylitis is the provision of an isokinetic-eccentric
strengthening exercise programme; however, this
can often be limited by pain (Brukner & Khan
2007; Johnson et al. 2007; Tyler et al. 2010).
Lewis’s (2010) research into rotator cuff tendinopathy has highlighted the importance of pain
management for effective tendon rehabilitation.
He recommended not exercising into pain levels
above 1–2 on a visual analogue scale (VAS). At
present, there has been no specific research into
the effects of exercising into pain with lateral
epicondylitis, but given the evidence of the
negative effect of pain on muscle activation in
other areas (Arvidsson et al. 1986), it is fair to
assume that this would not be beneficial in cases
of lateral epicondylitis. Pain may be a barrier
to exercise, and short-term pain management
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strategies may be necessary in order to enable
progressive strengthening exercises.
Acupuncture has become increasingly recognized as an alternative treatment for pain, including epicondyle pain (Trinh et al. 2004). Fink et al.
(2002) performed a well-conducted randomized
controlled trial (RCT) of the use of acupuncture
in the management of chronic epicondylitis, and
found a significant improvement in the intervention group at 2 weeks post-treatment. While
there was still a greater improvement in the
intervention group at 2 months post-treatment,
this difference was no longer statistically significant. Subsequently, Fink et al. (2002) concluded
that the use of real acupuncture points in the
management of lateral epicondylitis may be beneficial for short-term pain management. The
intervention in the trial was well documented
and reproducible. While their sample size was
small (n=45), they matched the participants in
the intervention group with those in the comparison group, and no significant difference was
statistically identifiable between the two groups
at baseline. In addition, the reliability of their
outcome measures was assessed prior to use and
found to be statistically reliable to a 0.92 level.
The main limitation of this study was the lack
of a true control since sham acupuncture was
used as a comparison. Fink et al. (2002) tried to
manage this variable by using sham points that
were a minimum of 5 cm from the real acupuncture points and meridian lines. In addition, they
avoided any pain pressure, Ah Shi or trigger
points. However, basic scientific studies have
reported neurophysiological reactions to acupuncture, including an increase in -endorphin
levels within the cerebrospinal fluid (ClementJones et al. 1980; Han & Terenius 1982). Therefore, Molsberger & Hille (1994) suggested that
any puncturing of the skin may result in this
endorphin effect, and subsequently increase the
therapeutic results of any sham acupuncture
comparison group. Ezzo et al. (2000) supported
this theory because they found that the proportion of improvement reported in sham
groups was significantly higher than that
reported in inert placebo groups. However,
the above review did not include any studies
specifically examining lateral epicondyle pain.
Molsberger & Hille (1994) also performed an
RCT of the analgesic effect of acupuncture in
 2014 Acupuncture Association of Chartered Physiotherapists
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chronic tennis elbow pain. They used a placebo
acupuncture comparison group rather than sham
acupuncture, thus reducing potential bias as a
result of endorphin effect. This study involved
48 participants who had experienced tennis
elbow symptoms for more than 2 months
and less than 12 years (average duration=
15.4 months). The patients were randomly
assigned to either an intervention or a control
group. All participants received the same information and did not undergo any additional
treatment. The intervention group received a
single acupuncture treatment via a nonsegmental distal point on the tibiofibular joint of
the ipsilateral leg (Gall Bladder 34). This was
inserted to a depth of 2 cm, and manipulated
until a dull feeling of pressure and warmth
around the needle (i.e. De Qi) was reported.
During the treatment, the participants were
asked to move their painful arm. The duration of
the acupuncture session was 5 min. The comparison group received their treatment in prone
in order to restrict their view and maintain
patient blinding. An area that was 1.5 cm lateral
to the third thoracic vertebra was lightly stimulated with a pencil-like probe. This was repeated
again 5 min later to imitate the removal of an
acupuncture needle. The stimulation was slight
so as to avoid any resemblance to acupressure
treatment. The mean pain relief in the intervention group was 55.8%, and this had an average
duration of 20.2 h. In contrast, the mean pain
relief in the placebo group was 15%, and this had
an average duration of 1.4 h. These results were
statistically significant (P <0.01). Therefore, the
authors concluded that there is an immediate
analgesic effect from using non-segmental
acupuncture for chronic tennis elbow pain.
While this RCT had a more reliable control
group than that of Ezzo et al. (2000), the results
are not reproducible because of a lack of detail
with regard to randomization, inclusion and
exclusion criteria, and the intervention itself.
Molsberger & Hille’s (1994) study also had a
small sample size, thus increasing the potential
for chance findings (Farren 2012). In addition,
all their participants were volunteers, and therefore, this may have introduced potential bias. It
is possible that volunteers for an acupuncture
trial may have more positive views about acupuncture than the general population, and thus,
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this may potentially influence the results for the
better.
Farren (2012) performed a literature review of
the use of acupuncture in the treatment of lateral
epicondylitis. After a comprehensive literature
search, she included three RCTs that scored d 4
on the Jadad scale and were rated highly on the
American Academy for Cerebral Palsy and
Developmental Medicine classification of levels
of evidence. Farren (2012) concluded that the
use of acupuncture may have short-term benefits
in the treatment of lateral epicondylitis. However, she highlighted numerous limitations of the
current evidence base within this field. For
example, a consistent definition of lateral epicondylitis does not exist in the current literature, and
thus, the populations examined in these trials
were potentially heterogeneous with regard to
cause. Additionally, she discussed the importance
of blinding within a control group, although the
blinding of a therapist during an intervention is
virtually impossible in an acupuncture trial. Furthermore, the current evidence base varies widely
with regard to intervention prescription. There
are large discrepancies between the frequency,
duration, number of needles, points employed
and type of acupuncture used. This overall lack
of uniformity in intervention and outcome
measures limits clinical feasibility and generalizability (Farren 2012).
Finally, Trinh et al. (2004) conducted a systematic review of the use of acupuncture for lateral
epicondylitis. These authors included six RCTs
or quasi-randomized trials, all of which were
rated as being of high quality on the Jadad scale.
Their search method, inclusion and exclusion
criteria, and assessment strategies were all well
documented. This review also concluded that
there is strong evidence suggesting that acupuncture is effective in the short-term relief of lateral
epicondyle pain.
Many theories have been suggested in order to
explain how acupuncture can ease pain: the
stimulation of local afferent pathways and excitation of afferent A fibres causes segmental pain
modulation (Melzack & Wall 1965; Bradnam
2003); modulation occurs through the activation
of descending pain inhibiting systems (Le Bars
et al. 1979); and the modulation of several
chemical mediators involved in pain processing
(Lundeberg & Ekholm 1988). Bradnam (2003)
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described a supraspinal mechanism to explain
the analgesic benefits of acupuncture through
the activation of multiple descending inhibitory
systems, including descending pain inhibitory
pathways from the hypothalamus, neurohormonal responses and central control of the autonomic nervous system. Carlsson (2002)
suggested that acupuncture influences the
peripheral nervous system via the release of
neuropeptides from sensory nerve endings in the
spinal cord by blocking pain signals in the dorsal
horn, manipulation of sympathetic outflow and
influencing motor output. Bradnam (2003) also
proposed that the activation of nuclei in the
brain may result in the descending inhibition of
pain and the control of bodily processes, such as
autonomic and endocrine responses.
An alternative explanation is segmental
counter-irritation (Trinh et al. 2004); however,
this model cannot explain the difference between
sham and real acupuncture groups since most
real acupuncture and sham points used in
research into lateral epicondylitis occur within
the same dermatomes (C5–8). Additionally, it
has been suggested that potential morphological
differences may exist between acupuncture
points and other areas of skin or muscle. There
are unconfirmed hints in the literature that the
classic acupuncture points are located in regions
with a relatively high density of A fibres (Pan
1986). Therefore, needling real acupuncture
points might elicit a higher degree of stimulation
than that elicited at non-acupuncture sites.

Case report
Subjective examination
A 34-year-old, right-handed, self-employed
plumber with an interest in cricket reported a
9-month history of gradually worsening lateral
elbow pain of insidious onset. Upon referral to
physiotherapy, his symptoms were significantly
limiting his ability to work and function. The
subject reported an inability to lift, grip or play
cricket because of the pain he was experiencing.
After advice from a general practitioner, he
had previously tried a course of NSAIDs, but
had felt no benefit. The subject had not undergone any investigations. He denied having any
pins and needles, numbness, previous neck or
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Figure 1. Pain presentation: intermittent, superficial and
sharp (visual analogue scale score=8/10).

upper limb problems, a history of trauma, or
previous physiotherapy input. His past medical
history included only hypercholesterolaemia,
which was well controlled with simvastatin.
The subject’s pain was located over the
posterolateral aspect of the right upper forearm
(Fig. 1). It became worse with gripping, lifting
(especially with an overhand grip) and bowling
during games of cricket, but eased within 30 min
when the aggravating activity was stopped.
Although the pain did not wake him at night, it
was at its worst in the morning, and was then
dependent on activity throughout the course of
the day.
Objective examination
The subject had full active range of movement
(ROM) at the shoulder and cervical spine, and
was free of pain in all planes of movement. A
Spurling test was negative. Neurological integrity
tests and upper limb tension tests demonstrated
no abnormality, with his left side being equal to
his right. Elbow ROM was full in all planes,
active ROM was equal to passive ROM, but
there was pain at the end ROM in all planes.
Wrist ROM was also full in all planes, but
although ulnar and radial deviation were painfree, there was pain at the end ROM of flexion
and extension. On muscle strength testing using
 2014 Acupuncture Association of Chartered Physiotherapists
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Table 1. Details of treatment sessions, acupuncture points used and other therapeutic methods employed: (LI) Large Intestine; (TE) Triple
Energizer; (LU) Lung; (GB) Gall Bladder; and (VAS) visual analogue scale
Position
Session 1
Long
sitting

Session 2
Long
sitting

Session 3
Long
sitting

Acupuncture
points

De Qi

Time
(min)

Adverse effects

LI11 (right)
LI10 (right)
LI4 (bilateral)
TE10 (right)

Needle size
(mm)*

Yes
Yes
Yes
No

10

None

40
40
30
30






0.30
0.30
0.30
0.30

Progressed to unloaded eccentric
strengthening (three sets of eight or
more repetitions); subject advised to
self-progress repetitions, but not
into pain; VAS score no greater than
1–2/10

LI11 (right)
LI10 (right)
LI4 (bilateral)
TE10 (right)
LU5 (right)

Yes
Yes
Yes
No
No

15

None

40
40
30
30
30







0.30
0.30
0.30
0.30
0.30

Progressed eccentric strengthening
to 1 kg (three sets of six or more
repetitions); subject advised to
self-progress repetitions, but not
into pain; VAS score no greater than
1–2/10

LI11 (right)
LI10 (right)
LI4 (bilateral)
TE10 (right)
LU5 (right)
GB34 (bilateral)

Yes
Yes
Yes
No
No
Yes

20

Blood at LI4
(right), but none
elsewhere

40
40
30
30
30
40








0.30
0.30
0.30
0.30
0.30
0.30

Progressed eccentric strengthening
to 2 kg (three sets of six or more
repetitions); subject advised to
self-progress repetitions and load,
but not into pain; VAS score no
greater than 1–2/10

Other treatments

*Needle type: AcuMedic disposable acupuncture needles (AcuMedic Ltd, London, UK).

the Oxford scale, elbow flexion and extension
was found to be 5/5 and pain-free, pronation
was 4/5 and slightly painful, supination was
–4/5 and painful, and wrist flexion was 5/5 and
pain-free; it was not possible to test wrist extension because of pain. Lateral epicondylitis tests
were positive for grip (VAS=8/10), wrist flexion
with elbow extension stretch (VAS=6/10),
resisted wrist extension (VAS=8/10), resisted
third-digit extension (VAS=8/10) and palpation
(VAS=7/10). An improvement test retesting
grip with the common extensor tendon
offloaded demonstrated a reduction in pain.
Diagnosis
The differential diagnosis was right-sided lateral
epicondylitis; no peripheral neurological component was identified. Strengthening exercises
could not be recommended initially because the
subject’s pain was high to moderate with regard
to both severity and irritability.
Treatment
Following the assessment, the initial treatment
involved an explanation of the diagnosis, reassurance, education and advice regarding the management of lateral epicondylitis. This guidance
included avoiding aggravating activities, using
 2014 Acupuncture Association of Chartered Physiotherapists

ice and recommending that the subject purchase
an offload cuff. Because the subject’s ability to
perform eccentric and isometric strengthening
exercises was limited by pain, acupuncture was
suggested to help manage this in the short term
in order to enable him to do exercises. Contraindications and precautions were cleared, informed
verbal and written consent was obtained, and an
acupuncture information sheet detailing what
to expect, potential adverse reactions and
recommendations was provided.
The subject attended his first acupuncture
session the following week, and received a total
of three weekly acupuncture treatments (Table
1). He reported a significant improvement in
his pain levels and functional ability following
these sessions (for the progression of outcome
measures throughout treatment, see Table 2).
The subject was subsequently given advice
regarding a graded return to sport and other
aggravating activities. The eccentric strengthening home exercise programme was progressed,
and he was advised to wean himself off the
elbow cuff.
At his final review one month later, the subject
reported no ongoing pain or functional limitations. He had returned to playing cricket and had
no ongoing need for the elbow cuff. He reported
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Table 2. Progression of outcome measures during the course of treatment: (VAS) visual analogue scale
Physiotherapy session

Post-treatment VAS scores for lateral
epicondylitis tests

General VAS score

Patient-Specific
Functional Score

Initial assessment

Grip=8/10
Resisted wrist extension=8/10
Resisted third-digit extension=8/10
Wrist extensor stretch=6/10

8/10

Cricket=0/10
Work=4/10
Lifting=2/10

Session 1 (first with
acupuncture)

Grip=4/10
Resisted wrist extension=7/10
Resisted third-digit extension=3/10
Wrist extensor stretch=0/10

Not reassessed

Not reassessed

Session 2 (second with
acupuncture)

Grip=2/10
Resisted wrist extension=0/10
Resisted third-digit extension=0/10
Wrist extensor stretch=0/10

Not reassessed

Not reassessed

Session 3 (third and
final with acupuncture)

Grip=0/10
Resisted wrist extension=0/10
Resisted third-digit extension=0/10
Wrist extensor stretch=0/10

2/10

Cricket=0/10
Work=8/10
Lifting=8/10

Session 4

Grip=0/10
Resisted wrist extension=0/10
Resisted third-digit extension=0/10
Wrist extensor stretch=0/10

2/10

Cricket=0/10
Work=8/10
Lifting=8/10

Session 5

Grip=0/10
Resisted wrist extension=0/10
Resisted third-digit extension=0/10
Wrist extensor stretch=0/10

0/10

Cricket=8/10
Work=10/10
Lifting=10/10

no pain or limitation at work, and all lateral
epicondylitis tests were now pain-free. The subject was continuing with the eccentric strengthening programme that had been prescribed, and
self-progressing the load and repetitions. Therefore, he was discharged from physiotherapy at
this point, but advised to get in contact should
any further input be required.
Rationale for using acupuncture
The subject’s problem was characterized by its
severity and irritability, and pain restricted his
ability to perform adequate evidence-based
eccentric strengthening exercises (Tyler et al.
2010). Acupuncture was used to manage this
pain in the short term in order to enable exercise
progression and achieve a long-term outcome.
Furthering the rationale described in the introduction to the present case report, White et al.
(2008) proposed some additional potential
mechanisms to explain how acupuncture may
ease pain:
(1) Local mechanisms, the simulation of local
neural action potentials causes an axon
reflex – the subsequent release of local
peptides and hormones with secondary
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blood vessel vasodilation and an increase in
local blood supply results in the reduction of
local inflammation and the promotion of
common extensor tendon healing.
(2) Segmental mechanisms, the stimulation of
the C5–7 spinal segments (Kenyon &
Kenyon 2004) – as the action potentials
travel along the nerves to the spinal cord,
these depress the activity of the dorsal horn,
reducing its response to the primary stimulus
(in this case, the common extensor tendon).
(3) Extrasegmental mechanisms – as the action
potentials travel from the spinal cord to the
brainstem, these then stimulate the release of
neurotransmitters, resulting in a global
descending pain inhibition response.
In addition, the short-term pain relief for lateral
epicondylitis that acupuncture provides is supported by research evidence (Molsberger & Hille
1994; Fink et al. 2002; Trinh et al. 2004; Farren
2012).
Reasoning for each point selected
Large Intestine (LI) 10 and LI11 (right). Acupuncture points recommended for the treatment
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of lateral epicondylitis were chosen so as to
generate segmental benefits through the stimulation of spinal segments C5–7. These points were
also utilized to prompt a local axon reflex, and
elicit a peptide, hormone and blood supply
response in the ECRB/supinator in order to
reduce inflammation, pain and a potential myofascial trigger point (Lundeberg 1998; White et al.
2008).
Large Intestine 4 (bilateral). It has been suggested
that distal stimulation activates supraspinal
mechanisms, resulting in descending pain inhibition from the periaqueductal grey matter and
the release of natural opioids, including
-endorphins, enkephalins and dynorphins
(Bradnam 2003; Zhao 2008). This analgesic
mechanism is also thought to be important for
longer-term effects (Lundeberg 1998). Traditional Chinese acupuncturists consider LI4 to be
the master point for pain and relaxation because
it is a distal point along the Large Intestine
meridian (White et al. 2008). They also argue that
this point aids the flow of Qi along the entire
meridian (Bradnam 2007; Deadman et al. 2007).
Triple Energizer (TE) 10 (right). A recommended
point for elbow pain, TE10 triggers segmental
benefits by stimulating the C6–8 spinal segments,
and prompts a local axon reflex eliciting a
peptide, hormone and blood supply response
(White et al. 2008).
Lung (LU) 5 (right). Another recommended
point for elbow pain, LU5 triggers segmental
benefits by stimulating the C5–6 spinal segments,
and prompts a local axon reflex eliciting a
peptide, hormone and blood supply response
(Lundeberg 1998; White et al. 2008).
Gall Bladder 34 (bilateral). In traditional Chinese
acupuncture, this is a strong point for tendons
and muscles, and thus, has been linked to tendon
rejuvenation (Deadman et al. 2007; White et al.
2008). The use of GB34 is also strongly supported by Molsberger & Hille (1994), who solely
used this point in their RCT of the use of
acupuncture for lateral epicondylitis and found
that it produced a significant short-term
analgesic effect.
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Justification of treatment dose
Since the subject had not previously received
acupuncture, and his pain was high with regard
to both its severity and irritability, only five
needles were used during the first treatment
session to limit the risk of an adverse or overly
sensitive reaction. His response was monitored
during the insertion of each additional needle to
ensure safety and allow the present author time
to identify any potential adverse reactions. In
addition, a thin needle gauge was initially
selected, and a short treatment duration and
shallow depth were employed. Finally, the needles were only stimulated once during the first
treatment, although this was later progressed to
three times per session. These precautionary
measures were taken in accordance with the
recommendations of White et al. (2008).
At follow-up, the subject reported a positive
response, with a reduction in pain, an improvement in function and no adverse effects. The
treatment was subsequently progressed by
increasing the gauge of the needles employed,
and increasing the number of stimulations per
session in order to enhance the pain-relieving
effects of acupuncture (White et al. 2008). Haker
& Lundeberg (1990) recommended traditional
‘‘deep’’ acupuncture rather than superficial
needle insertion for short-term pain relief with
lateral epicondylitis because of the greater stimulation of C fibres associated with this technique.
With this in mind, the treatment depth was also
slightly progressed where this was appropriate
and anatomically safe to do so. The treatment
duration was increased to 20 min in accordance
with the time required for cerebrospinal fluid
-endorphin concentrations to reach maximum
levels (Bradnam 2007; White et al. 2008).
Treatment was also progressed through the
use of a layering technique. An additional needle
was inserted during each session to increase both
segmental and local stimulation (Deadman et al.
2007). Once again, the subject was monitored
throughout, and the treatment was only progressed if there had been a positive response to
the previous session and in the absence of any
adverse reactions (White et al. 2008).
Outcome measures
The VAS was chosen as an efficient and effective
subjective measure of the subject’s pain because
77

Management of lateral epicondylitis
this was the main concern and the barrier limiting function. A test–retest and cross-sectional
design study reported that the VAS has moderate
to good reliability, but its validity with chronic
musculoskeletal conditions is limited (Boonstra
et al. 2008).
As a result, the Patient-Specific Functional
Scale (PSFS) was also chosen since this has been
found to be a standardized method for eliciting
and recording the functional status limitations
that are important to an individual (McMillan &
Binhammer 2009). Furthermore, in a comparison study, the PSFS was found to be sensitive,
responsive and appropriate as an outcome
measure for patients with carpal tunnel
syndrome or finger contracture (McMillan &
Binhammer 2009). Unfortunately, no studies to
date have specifically measured the reliability
or validity of the PSFS for cases of lateral
epicondylitis.
Pain scores with grip, resisted wrist extension
and resisted third-digit extension were also used
as outcome measures because these are three
key components of a diagnosis of lateral epicondylitis (Brukner & Khan 2007; Buchbinder et al.
2008; Fan et al. 2009).

Discussion
The present case study describes a positive
outcome following the integration of acupuncture with physiotherapy in the management of
lateral epicondylitis. The use of short-term,
acupuncture-aided pain management enabled the
subject to achieve an increased exercise tolerance. Following each acupuncture session, the
results of the outcome measures significantly
improved, and after the full course of treatment,
no ongoing pain or functional limitations were
reported.
These results support the findings of the
available literature suggesting that acupuncture
can indeed have a positive influence on lateral
epicondylitis pain (Molsberger & Hille 1994;
Fink et al. 2002; Trinh et al. 2004). However, it
must be noted that the present subject’s positive
outcome cannot be solely attributed to the inclusion of acupuncture. There are other possible
explanations for his improvement since he was
not treated with acupuncture alone. During the
initial assessment, treatment also included educa78

tion and advice regarding lateral epicondylitis and
its management. It is well established that patient
education, reassurance and advice are key components to any physiotherapeutic management
(Sluijs 1991; Middleton 2004; NICE 2008, 2009),
and thus, these may have contributed to the
positive outcome. Similarly, during the subject’s
initial assessment, relative rest was also advised,
offload taping applied and an elbow cuff recommended. While these interventions do not have
any conclusive evidential support (Struijs et al.
2002), some studies reported that these have
benefits and they do have theoretical justifications to support their use (Buchbinder et al.
2008). Consequently, these may have also
contributed to the treatment outcome.
Although there is research in support of acupuncture for lateral epicondylitis (Fink et al.
2002; Trinh et al. 2004), it must also be noted
that there is also literature disputing its benefit
(Green et al. 2002; Johnson et al. 2007). Green
et al. (2002) performed an intervention review of
the literature on the use of acupuncture for
lateral elbow pain, but concluded that there is
insufficient evidence to support its use. They
reported that, while there has been some evidence to suggest that there short-term benefits
with respect to pain, this could not be conclusively generalized since it was based on the
findings of only two small trials. Furthermore,
Green et al. (2002) reported that no benefit
lasting more than 24 h following treatment had
been demonstrated. They concluded that further
clinical trials are needed before established conclusions can be drawn. This review was only
based on four small RCTs because of flaws in all
other study designs (including small populations,
uncertain allocation concealment and substantial
loss to follow-up) resulting in the exclusion of
these publications from the review.
Furthermore, as previously discussed, the
research in support of the use of acupuncture for
lateral epicondylitis has its limitations. Some
minimal, well-conducted, true and scientific
RCTs with adequate blinding methods have been
conducted in this field. However, all the available
studies had limited sample sizes with no true
control groups. While enabling a comparison and
patient blinding, sham acupuncture is not a true
control because of its potential non-specific
analgesic effects (Ezzo et al. 2000). Lateral epi 2014 Acupuncture Association of Chartered Physiotherapists
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condylitis has also been strongly linked to workload and repeated stressors/loads. This has not
been consistently accounted for in many of the
available RCTs, and thus, may have introduced
an uncontrolled variable between groups and
potential bias.
There is also very little evidence available
comparing treatment doses such as needle
gauges, treatment depth, the number of stimulations, and treatment duration and frequency.
Therefore, in the present case study, treatment
dose was primarily based on theoretical explanations and recommendations. There is definitely a
gap in the literature regarding acupuncture prescription and dose. Further research into this
area would greatly benefit the efficiency and
effectiveness of not only lateral epicondylitis
management, but also a wide range of other
musculoskeletal conditions.

Limitations
One limitation to the present study was that
the author had only recently completed her
Foundation Acupuncture course, and therefore,
had only a limited knowledge of needling techniques. Should a similar case present again, she
may consider the use of myofascial trigger points
and periosteal pecking.
Another limitation was appointment availability, which restricted treatment to once a
week. It might have been beneficial to initially
have scheduled twice-weekly appointments, as
suggested by Trinh et al. (2004).
Finally, Lundeberg (1998) recommended
needling for longer durations of up to 40 min in
order to maximize supraspinal effects. This
author suggested that brain systems are generalized and non-specific, and therefore, may require
high-intensity stimulation over a longer time
period to activate. In the present case, the
appointment options were unable to accommodate a longer treatment duration.

Conclusions
In conclusion, the present study found that the
use of acupuncture alongside additional physiotherapy interventions is a suitable and effective
approach in the management of lateral epicondylitis. It is acknowledged that this was a single
case study, and further research is recommended
 2014 Acupuncture Association of Chartered Physiotherapists

not only to establish the efficacy of acupuncture
for the treatment of lateral epicondylitis, but also
to help identify the optimal point prescription
for this condition.
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CASE REPORT

Use of acupuncture as an adjunct tool in the
management of pelvic girdle pain in pregnancy
E. Wild
Women’s Health Physiotherapy, Chesterfield Royal Hospital NHS Foundation Trust,
Chesterfield, Derbyshire, UK

Abstract
Pelvic girdle pain in pregnancy (PGPP) is a common condition that reportedly affects 20% of
women at any stage of their pregnancy. Acupuncture has been established as an effective tool
for the treatment of low back pain; however, evidence for its efficacy for PGPP is still in its
infancy. This case study drew on existing evidence to support the use of acupuncture combined
with other physiotherapy treatments for a woman with PGPP. Six acupuncture treatments
combined with other physiotherapy interventions over the course of 4 weeks improved the
subject’s pain (her visual analogue scale score fell from 9/10 to 3/10) and function (as
measured on the Pelvic Girdle Questionnaire). A short-term improvement was seen in her
dynamic pelvic stability, as demonstrated by her performance on the active straight leg raise test.
This case study and literature review supports the use of acupuncture as part of a combined
treatment modality in the treatment of PGPP.
Keywords: acupuncture, pelvic girdle pain, physiotherapy, pregnancy.

Introduction
Overview of clinical condition
Pelvic girdle pain (PGP) is defined as pain
experienced between the posterior iliac crest and
gluteal fold, especially in the vicinity of the
sacroiliac joint (SIJ) (Vleeming et al. 2008). This
can occur with or without symptoms from the
symphysis pubis (Vleeming et al. 2008). A diagnosis of PGP is reached when the clinician is
able to exclude lumbar spine pathologies through
the use of specific diagnostic tests (Vleeming
et al. 2008). It is important to note that PGP is
often seen in conjunction with low back pain
(LBP) in clinical practice (Guerreiro da Silva
et al. 2004).
Although there is a high incidence of PGP
in pregnancy (PGPP), with symptoms reported
Correspondence: E. Wild, Chesterfield Royal
Hospital NHS Foundation Trust, Calow, Chesterfield,
Derbyshire
S44
5BL,
UK
(e-mail:
Elizabethwild@ymail.com).
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in as many as 20% of all pregnant women
(Vleeming et al. 2008), the aetiology of the
condition remains unclear. Systemic effects of
pregnancy, such as changes in circulation and
hormonal influences have been recognized as
contributory factors (Guerreiro Da Silva et al.
2004; Langshaw 2011). Relaxin produced during
pregnancy stimulates the remodelling of all collagen fibres, which affect the tensile strength of
the ligaments, causing an increase in joint laxity
in the pelvic girdle (Bermas 2013). However, no
correlation has been found between the degree
of joint laxity at the pelvis and the severity of
PGP (Vleeming et al. 2008).
There is strong evidence to suggest that the
increasing demand placed on the musculoskeletal
system during pregnancy is the main contributor
towards PGPP (Bourne 2007; Langshaw 2011).
The increasing diameter of the abdominal wall
and the anterior shift of gravity during pregnancy
are thought to elongate the abdominal muscles
and those of the lower back, which compromise
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the dynamic stabilization of the pelvis in turn
(Elden et al. 2008b; Langshaw 2011).
What is evident from the research is that
PGPP is multifactorial in nature. Owing to its
high-load-bearing nature, the pelvis needs to
have static and dynamic stability (Vleeming et al.
2008). Hormonal influence causes a decrease in
static joint stability, and if this is not compensated for by the individual’s neuromotor and
biomechanical support, it will result in an
increase in irritation at the pelvic joints.
Acupuncture for pelvic girdle pain in
pregnancy
While evidence supporting acupuncture for the
treatment of PGPP is still in its infancy, the
published results have generally been positive.
Since 2007, acupuncture has been one of the
treatment options recommended by the European guidelines for the management of PGP
(Vleeming et al. 2008). However, all three randomized controlled trials (RCTs) comparing the
beneficial effects of acupuncture favourably with
those of pain-relieving medication (Guerreiro Da
Silva et al. 2004) and conventional physiotherapy
(Wedenberg et al. 2000; Kvorning et al. 2004) that
were used as supporting evidence have been
deemed as being only of low-to-moderate quality.
The recommendations made by the European
guidelines are that higher-quality studies need to
be conducted before specific guidelines can be
implemented (Vleeming et al. 2008).
Only one RCT investigating acupuncture and
PGP has been published since 2007. Elden et al.
(2008a) studied the effectiveness of sham needling in comparison to acupuncture. This research
was a high-quality double-blinded RCT. It is
useful to highlight that none of the 115 participants who took part in Elden et al.’s (2008a)
study showed any significant adverse reactions to
either treatment. However, the degree to which
acupuncture is effective in clinical practice is
difficult to ascertain because the other control
group underwent placebo treatment, and the
effects of this are difficult to measure. While the
underlying mechanisms of acupuncture are complex, what is evident from all four RCTs (see
Table 1), which involved a total of 722 participants, is that no significant adverse effects were
reported in any of these trials.
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Case report
Subjective assessment
The present subject was a 31-year-old nulliparous woman who was 20 weeks pregnant at the
time of referral. She complained of posterior
bilateral SIJ pain that radiated into both buttocks, and a sharp, shooting pain in the area of
her symphysis pubis [visual analogue scale
(VAS)=10/10]. Her discomfort was aggravated
when she stood up after sitting, climbed in and
out of the bath, walked up the stairs, or rolled
over in bed. The pain eased when she was sitting
upright or using heat. It took 1 h to settle. The
subject also reported leaking of urine with
coughing, laughing and sneezing. The pain in the
area of her symphysis pubis had manifested at
13/40 weeks, and had gradually worsened to
include posterior pelvic pain. She had no significant past medical history and was not taking any
medication. The subject worked 2 days a week
for a charity, and found this very difficult
because it involved frequent driving. She was
also doing a Master’s degree, which also involved
a lot of sitting and driving.
Objective examination
On observation, the subject had an increased
lumbar lordosis and anteriorly tilted pelvis. She
had full active range of movement (ROM) of her
lumbar spine, but was tender over the symphysis
pubis with end-of-range extension. She was
unable to stand on her right leg during the Gillet
or one-leg standing test, and reported pain in her
symphysis pubis. When walking, she bore weight
more through her left leg. The subject’s active
straight leg raise (ASLR) test was positive bilaterally, and eased with form and forced closure.
Pain provocation tests (P4) were also positive
bilaterally. She was tender on palpation over her
symphysis pubis, and had active trigger points in
her gluteus medius and piriformis muscles bilaterally. Her hip ROM into medial rotation in
supine was half normal ROM bilaterally, and she
reported considerable pain in her lateral hip
during testing.
Clinical impression
The clinical impression was that the subject was
suffering from PGP caused by poor neuro 2014 Acupuncture Association of Chartered Physiotherapists
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Table 1. Review of randomized controlled trials (RCTs) of the use of acupuncture to treat pelvic girdle pain in pregnancy: (BL) Bladder;
(KI) Kidney; (SI) Small Intestine; (TE) Triple Energizer; (GB) Gall Bladder; (HJJ) Huatuojiaji; (LR) Liver; (GV) Governor Vessel; (LI)
Large Intestine; (EX) Extra; (SP) Spleen; (ST) Stomach; and (VAS) visual analogue scale
Period of
gestation
(weeks)

Treatment
times/duration
of programme

Stimulation

Outcomes

60

20–32/40

Three sessions
in the first week
and two in the
following
2 weeks

30-min
treatment
time,
stimulated
after 15 min

Pain decreased
in acupuncture
group (reduced
VAS score)
compared with
controls

61

15–30/40

Between one
and two
sessions a week
over 8 weeks

Twelve
needles used,
25-min
treatment
time,
stimulated

Pain decreased
by 78% in
acupuncture
group compared
with 15% in
controls taking
hyoscine

100

Third trimester
(29–40/40)

Two sessions a
week for a
minimum of
3 weeks

Between four
and eight
needles used,
stimulated

Pain decreased
by 60% in
acupuncture
group compared
with 14% in
controls; pain
with activities
decreased by
60% in
acupuncture
group compared
with 9% in
controls

Local points,
GV20, LI4,
BL26, BL32,
BL33, BL54,
BL60, KI11,
EX21, GB30,
SP12, ST36

386

12–31/40

Two sessions a
week over
6 weeks

30-min
treatment,
stimulated
every 10 min

Acupuncture
superior to
stabilizing
exercises

GV20, LI4,
BL26, BL28,
BL32, BL33,
GB30, BL54,
BL60, KI11,
ST36

115

12–29/40

Twelve, 30-min
sessions twice a
week for
4 weeks, then
one session a
week for 4
weeks

30-min
treatment,
stimulated
every 10 min

Although
effective, there
was no
difference
between
acupuncture and
sham for pain;
acupuncture did
improve
functional ability

Reference

Type of
study

Point
selection

Wedenberg
et al. (2000)

Prospective
RCT

BL26, BL27,
BL28, BL29,
BL30, BL60,
local auricular
points

Guerreiro da Quasi-RCT
Silva et al.
(2004)

KI3, SI3, BL62,
BL40, TE5,
GB30, GB41,
HJJ points

Kvorning
et al. (2004)

RCT

LR3, GV20,
BL60, SI3,
BL22, BL23,
BL24, BL25,
BL26, tender
points

Elden et al.
(2005)

Single-blinded
RCT

Elden et al.
(2008a)

Double-blinded
RCT

Participants
(n)

muscular control of her transverse abdominis
and pelvic floor muscles (PFMs). Secondary
overactivity of her gluteal muscles was irritating
her SIJ. The pain was severe, her irritability
was high, and the problem was myogenic and
arthrogenic in nature.
Treatment
Initial treatment. The subject was initially referred
to a PGPP education class. Owing to the mechanical nature of the condition, the class not only
 2014 Acupuncture Association of Chartered Physiotherapists

discussed the aetiology of PGP, but also how to
avoid exacerbating postures in order to help with
pain and function. It also highlighted basic core
stability exercises for home use. This advice is
recommended in the European guidelines
(Vleeming et al. 2008), and by the Association of
Chartered Physiotherapists in Women’s Health
(ACPWH 2011). Crutches were provided for the
subject because of the high levels of pain that she
reported during walking. The use of crutches for
PGPP is advocated by ACPWH because these
85
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relieve load-bearing forces throughout the pelvic
girdle (ACPWH 2011).
Second treatment. The following week, the subject
reported that walking had improved, but that she
was experiencing high levels of pain (VAS =
9/10), which were affecting her function and
sleep, and was unable to do basic core stability
exercises. A Wiltshire pelvic support belt was
issued during this assessment because of a positive ASLR that eased with form closure, i.e.
increased static stability. The European guidelines do not recommend the use of belts as a
single treatment, but do endorse the use of such
devices to aid with symptomatic relief (Vleeming
et al. 2008). Evidence has shown that pelvic
support belts reduce rotational forces at the SIJ,
which leads to a reduction in symptoms (Bourne
2007; Vleeming et al. 2008). Acupuncture was
recommended for the next treatment session
because of the high pain and irritability reported
by the subject (Table 2).
Outcome measures
The Pelvic Girdle Questionnaire (PGQ) is the
first questionnaire that is condition-specific, and
has good internal consistency, validity and test–
retest reliability (Stuge et al. 2011; Grotle et al.
2012). The PGQ, as presented in Appendix 1 of
the paper by Stuge et al. (2011, p. 1107), can be
accessed online (URL http://ptjournal.apta.org/
content/91/7/1096.full.pdf+html).
The VAS has been shown to be good to
moderately reliable for identifying a patient’s
perceived disability (Boonstra et al. 2008). It was
used because of its ease of implementation and
comparability in a clinical setting.
The objective outcome measures used were
the ASLR and P4 since these have shown to be
reliable and valid tests for PGPP with high levels
of sensitivity and specificity (Mens et al. 2001;
Bourne, 2007). A positive ASLR indicates that
functional ability of the pelvic girdle to transfer
loads between the lumbosacral area and lower
limbs has been the compromised (Mens et al.
2001). The P4 differentiates between LBP and
posterior pelvic pain (Laslett et al. 2005).
The outcome measure results at the initial
assessment and after the six sessions of acupuncture are shown in Fig. 1 and Table 3.
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Rationale for point selection
It is difficult to assess from the current evidence
not only which acupuncture points are most
effective in the treatment of PGP, but also those
that are the safest to use in pregnancy (see Table
1). Guerreiro da Silva et al. (2004), Elden et al.
(2005, 2008a) and Kvorning et al. (2004) selected
different points, and used different treatment
times and dosages in their studies. Wedenberg
et al. (2000) also used additional auricular points.
Local and segmental points. Bladder (BL) 25 and
BL26 bilaterally, Gall Bladder (GB) 30 unilaterally, and one Ah Shi point in a local gluteal
muscle trigger point were used to provide local
pain relief by improving vasodilation, and the
supply of neuropeptides and local endorphins to
the affected area (Janson & Stein 2003). These
points were in the same segmental area (i.e. L4–5
and S1) as the pain experienced around the
pelvic girdle, and therefore, the objective was to
‘‘block’’ nociceptive input from C fibres (White
et al. 2008). Gall Bladder 31 is not located over
the sensitive tissue, but was selected for its
segmental innervations (L4–5) with the intention
of easing pain through the pain gate mechanism
(White et al. 2008).
Trigger points. The local active trigger point in the
gluteal muscle was needled with the aim of
increasing circulation in the area and aiding in
resolving the ‘‘energy crisis’’ (Srbely et al. 2010).
Needling muscle rich in type II and III sensory
fibres is likely to produce De Qi, and therefore,
facilitate a stronger segmental anti-nociceptive
effect (Wang et al. 1985; Srbely et al. 2010).
Distal points. Liver (LR) 5 and LR3 were added
bilaterally to evoke a stronger global response
because of the high levels of cutaneous receptors
in the skin at these points, which cause a
systemic release of serotonin and noradrenaline
when stimulated (White et al. 2008). These points
were added after the first two treatment sessions
once there had been time for any adverse effects
to acupuncture to be noted. Liver 5 replaced LR4
because this point is not contraindicated for
pregnancy in traditional Chinese medicine
(TCM) or by the Acupuncture Association of
Chartered Physiotherapists (AACP) guidelines
(Deadman et al. 2007; AACP 2012). The site of
 2014 Acupuncture Association of Chartered Physiotherapists
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20

30

30

30

30

30

Session 1

Session 2
(4 days later)

Session 3
(4 days later)

Session 4
(3 days later)

Session 5
(4 days later)

Session 6
(7 days later)

BL25
BL26
GB30
Ah Shi point
(1 cun superior/medial to GB30)
GB31
LR5 (bilateral)
LR3 (bilateral)

BL25
BL26
GB30
Ah Shi point
(1 cun superior/medial to GB30)
GB31
LR5 (bilateral)
LR3 (bilateral)

BL25
BL26
GB30
Ah Shi point
(1 cun superior/medial to GB30)
GB31
LR5 (bilateral)
LR3 (bilateral)

BL25
BL26
GB30
Ah Shi point
(1 cun superior/medial to GB30)
GB31
LR5 (bilateral)
LR3 (bilateral)

BL25
BL26
GB30
Ah Shi point
(1 cun superior/medial to GB30)
GB31

BL25 (bilateral)
BL26 (bilateral)
GB30
Ah Shi point
(1 cun superior/medial to GB30)
GB31

Acupuncture points

40  0.25
40  0.25
50  0.25
50  0.25
(depth=3 cm)
40  0.25
13  0.25
13  0.25

40  0.25
40  0.25
50  0.25
50  0.25
(depth=3 cm)
40  0.25
13  0.25
13  0.25

40  0.25
40  0.25
50  0.25
50  0.25
(depth=3 cm)
40  0.25
13  0.25
13  0.25

40  0.25
40  0.25
50  0.25
50  0.25
(depth=3 cm)
40  0.25
13  0.25
13  0.25

40  0.25
40  0.25
50  0.25
50  0.25
(depth=3 cm)
40  0.25

40  0.25
40  0.25
50  0.25
50  0.25
(depth=3 cm)
40  0.25

Needle size
(mm)*

Initial stimulation at all
points and then after
10 min
De Qi at all points

Initial stimulation at all
points and then after
10 min
De Qi at all points.

Initial stimulation at all
points and then after
10 min
De Qi at all points

Initial stimulation at all
points and then after
10 min
De Qi at all points

Initial stimulation at all
points and then after
10 min
De Qi at all points

Initial stimulation at all
points
De Qi at all points

Stimulation (manual)

*Needle type: Classic Plus sterile acupuncture needles, traditional Chinese style (HMD Europe Ltd, London, UK).

Time
(min)

Treatment

None

None

Subject reported feeling
relaxed and sleepy

Subject reported feeling
slightly drowsy after
session
Husband present
Blood pressure within
normal range

None

None

Adverse events

VAS=3/10
PGQ: see Fig. 1 for details
ASLR: positive, eased with form and forced
closure; subject reported that it was easier;
no doming of abdominal muscles evident
P4: positive; subject reported less pain than
at the initial assessment

VAS=5/10
Subject reported that she felt that she was
still improving functionally, was able to walk
further with crutches
Sleep: had not improved further after the
second session

VAS=5/10
Subject reported that she was able to do a
lot more at the weekend (e.g. able to have
friends over to stay)
Subject able to start with exercises with a
gym ball

VAS=6/10
No changes from last session
Sleep: still improved

VAS=6/10
Subject reported feeling much brighter
Sleep: getting an average of 5 h a night

VAS=9/10
PGQ: see Fig. 1 for details
ASLR: positive bilaterally, eased with form
and forced closure; doming of abdominal
muscles evident
P4: positive bilaterally
Sleep: 1 h at a time, average of 3 h a night

Outcome measures

Table 2. Acupuncture treatment: (BL) Bladder; (GB) Gall Bladder; (LR) Liver; (VAS) visual analogue scale, (PGQ) Pelvic Girdle Questionnaire; (ASLR) active straight leg raise text; and (P4) pain
provocation tests

E. Wild
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Figure 1. Pelvic Girdle Questionnaire scores before (
and after (n) treatment.

)

this point is still high in cutaneous receptors, and
therefore, likely to promote a strong global
response when used in combination with LR3
(White et al. 2008).
Dose and stimulation. There is a lack of heterogeneity about the appropriate dosage for acupuncture in current guidelines and the RCTs
reviewed in the present report. No concrete
recommendations have been issued regarding
how many needles should be used, the length of
time these should be inserted, the amount of

manual stimulation that should be employed and
the optimal number of sessions (Langshaw
2011). The treatment time of 30 min used in the
present study was intended to maximize the
effect on the central nervous system (CNS) in
order to aid with pain relief and sleep. This was
because most medication for pain relief is
strongly discouraged during pregnancy (Wang
et al. 1985). Current theories suggest that a
treatment session lasting for more than 20 min
will have an effect on the CNS (Langshaw 2011).
A minimum of six treatments has been proposed as being necessary in order to influence
chronic pain (Langshaw 2011). This recommendation was adopted by all the RCTs reviewed in
the present paper; however, the frequency of
these sessions differed both for individual participants in each study and also between the four
separate trials. The reliability of the RCT by
Guerreiro da Silva et al. (2004) should be examined because some participants underwent one
session of acupuncture per week, but others
received two. No distinction was made between
these in Guerreiro da Silva et al.’s (2004) results.
All the RCTs reviewed involved manual stimulation of needles so as to achieve stronger De Qi
with no significant side effects. Therefore,
manual stimulation was used in the present study
because it produces better pain relief by stimulating De Qi and causing the local release of
adenosine (Goldman et al. 2010).

Discussion
Safety
Varying opinions about treating women in pregnancy are contained in the literature, ranging
from no treatment to contraindicated points that
may cause spontaneous abortion (Betts & Budd
2011) to the theory that acupuncture is safe in
pregnancy and that ‘‘contraindicated points’’ can
be used (Cummings 2011).

Table 3. Outcomes measure results
Outcome measure

Initial assessment

After six sessions of acupuncture

Pelvic Girdle Questionnaire
Visual analogue scale
Active straight leg raise (ASLR) test

See Fig. 1
9/10
Positive bilaterally, eases with form and
forced closure; doming of abdominal
muscles and holding of breath
Positive bilaterally

See Fig. 1
3/10
Positive bilaterally; no doming of abdominal
muscles evident; subject reported that the
ASLR was more tolerable
Positive bilaterally; subject reported that the
tests were more tolerable

Pain provocation tests
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The AACP’s (2012) official stance is that
Large Intestine (LI) 4, Spleen (SP) 6, BL60,
BL67, BL31, BL32, BL33 and BL34 are to be
specifically avoided during pregnancy. It has
been hypothesized that needling the sacral area
(i.e. BL32, BL33 and BL34) could have a detrimental effect on the circulation of blood to the
developing foetus (Betts & Budd 2011).
Large Intestine 4, SP6, BL60 and BL67 have
been shown to influence the autonomic nervous
system, and recent reports have argued that
this may cause uterine contractions (Betts &
Budd 2011; Cummings 2011). These are also
‘‘forbidden points’’ in TCM, and are traditionally
used for facilitating induction and turning
breech babies (Bourne 2007; Betts & Budd 2011;
Cummings 2011).
Interestingly, Elden et al. (2005, 2008a) used
LI4, BL32, BL33 and BL60 in both their studies,
and Wedenberg et al. (2000) and Kvorning et al.
(2004) also used BL60 with no adverse side
effects. In addition to this, Cummings (2011)
reviewed a Chinese study of deliberate induction
of women between 15 and 23 weeks by strong
stimulation of LI4 and SP6. This treatment
failed, and all the women who participated
needed further artificial prostaglandins in order
to terminate their pregnancies. Despite these
findings, a literature review by Langshaw (2011)
found that some studies have reported strong,
recordable contractions after ‘‘very strong acupuncture’’ at LI4 and SP6. Although these points
never cause early delivery, this outcome could
cause great distress to a patient and potentially
outweigh the benefits of such an approach in
clinical practice.
In summary, the evidence surrounding the
safety of acupuncture in pregnancy is improving,
and no known or recorded premature deliveries
or adverse effects to the developing foetus were
reported in the RCTs discussed in the present
report. There has been a shift in the exploration
of previously ‘‘forbidden points’’ in pregnancy,
as demonstrated by Betts & Budd (2011) and
Cumming’s (2011) reports, making this an
interesting area of development.
Outcome measures
The present study could have measured other
effects of acupuncture, such as its effect on
emotional complaints. A study by Guerreiro da
 2014 Acupuncture Association of Chartered Physiotherapists

Silva (2007), although lacking validity because of
the non-blinding of participants and the bias of
acupuncture over no treatment, highlighted a
significant reduction in anxiety, depression and
irritability after acupuncture.
It has long been established that psychological
well-being influences the limbic system, and
therefore, an individual’s perception of pain
(Guerreiro da Silva 2007). In some ways, the
paper by Elden et al. (2008a) could reinforce this
point since it showed that both acupuncture and
sham needling significantly reduced pain. The
sham acupuncture needles in the above study
looked exactly like the real acupuncture needles,
except that the shaft of the sham needle collapsed into the handle, and therefore, did not
penetrate the skin. In the light of Elden et al.’s
(2008a) findings, it is justifiable to question
whether the specific effects of needling might
have less effect than the benefits of regular
attention by a qualified professional (Elden et al.
2008a; Witt 2011). Interestingly, some participants in the sham group in Elden et al.’s (2008a)
reported De Qi, needle pain and sleepiness
following treatment, which could be attributed to
the stimulation of mechanoreceptors in the skin.
This stimulation could be seen as promoting
both segmental and global pain relief (Elden et al.
2008a).
As in most physiotherapy interventions, it is
difficult to distinguish between specific physiological and psychological effects. It may have
been of use to use a self-report quality-of-life
questionnaire in the present case study so as to
evaluate the significance of this theory.
Limitations
The limitations of this study lie in the failure to
establish which treatment modality was predominantly responsible for the improvement
recorded. As discussed previously, the use of
support belts, crutches, and advice on pacing and
activities, could have had a beneficial effect on
the subject’s pain and symptoms. Activation of
the PFMs and transverse abdominis muscle
could have improved the dynamic stability of the
pelvic girdle, and therefore, could have been
directly responsible for the improvement seen in
the ASLR test.
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Conclusion
Acupuncture specifically for PGPP is still in its
infancy. The RCTs reviewed in the present case
report lack the quality, reliability and methodology needed to draw specific guidelines regarding
any preference over current treatments, point
selection and dosage of acupuncture. Further
high-quality studies are recommended, specifically ones investigating this condition in pregnancy, to allow conclusions to be drawn as to its
efficacy. Despite this, it is important to recognize
that acupuncture is now recommended by the
European guidelines for PGPP (Vleeming et al.
2008), and a positive trend overall is represented
by the RCTs reviewed in the present report.
Furthermore, as the evidence for the safety of
acupuncture in pregnancy has increased and
become more significant, this should support the
clinician in using this as an adjunct technique in
the treatment of PGPP.
Over the course of her treatment, the present
subject reported a decline in her perceived level
of pain, which fell from 9/10 to 3/10 on the
VAS scale. An improvement in the subject’s
perceived function was recorded on the PGQ
(Fig. 1). On retesting, there was also an improvement in the subjects’ ASLR. The P4 was still
symptomatic, but this may be a result of its
specificity at identifying SIJ irritation, which
would still have been present after six sessions of
acupuncture treatment. This case study demonstrates that there was an improvement in the
subject’s perceived pain, function and objective
outcome measures. It was difficult to establish
whether the subjective or objective outcome
measures showed the most improvement, and
whether this could solely be attributed to acupuncture. Furthermore, were these improvements caused by the specific or non-specific
effects of acupuncture, or a result of other
interventions such as exercise, support belts and
crutches?
Clinically, it could be hypothesized that acupuncture worked locally, segmentally and globally for this subject, reducing irritability at the
PGP joints, ‘‘blocking’’ painful stimulus at the
dorsal horn, and releasing serotonin and
noradrenaline to bring about an overall improvement in well-being and sleep. At a very basic
level, this reduction in pain could have given the
90

subject confidence, and enabled her to begin
gentle, pain-free exercises, which could have, in
turn, improved neuromuscular, dynamic control
around her pelvis.
The present case study does support the conclusions drawn by the RCTs evaluated in the
review, i.e. that acupuncture combined with
other physiotherapy interventions is a safe and
effective method of reducing pain and improving
function for a patient experiencing PGPP.
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CASE REPORT

Acupuncture and conventional physiotherapy
for the treatment of shoulder pain in a patient
with fibromyalgia
G. Marlow
Physiotherapy Outpatients, Medway Community Healthcare, Gillingham, Kent, UK

Abstract
Fibromyalgia is a chronic condition that presents many challenges for healthcare professionals.
Because widespread pain is a very significant part of its diagnosis, many believe that
psychosocial elements of this condition exist, and in the past, this made fibromyalgia very
difficult to identify and understand. However, fibromyalgia is now becoming more recognized
as a treatable condition, and different approaches are being investigated. As a result of previous
controversies, there has been a lack of quality research, and the conclusions drawn by many
previous authors were very dismissive of the benefits of treatments. Acupuncture was selected
in this case study because pain was overriding the patient’s ability to perform exercise, as well
as because of biopsychosocial elements such as increased stress, anxiety and fatigue, which may
have had an impact on her pain response. Since pain is multifactorial, this case report highlights
how acupuncture in both theory and practice can be beneficial not only for fibromyalgia, but
also other chronic conditions because the experience of pain is linked to symptoms such as
stress, fatigue and emotion. More specific and high-quality research needs to be carried out to
help formulate a more evidence-based approach to the treatment of fibromyalgia.
Keywords: acupuncture, chronic pain, fibromyalgia, shoulder pain, sleep.

Introduction
Fibromyalgia syndrome (FMS) is a common
chronic condition that affects one in every 25
people in the UK, and more women than men
suffer from this disorder (Arthritis Research UK
2013). It is characterized by widespread pain and
diffuse tenderness, as well as muscular stiffness,
sleep disturbance, fatigue and emotional distress
(Wallace & Clauw 2005; NIAMS 2012). In
clinical practice, presentations of fibromyalgia
vary a great deal from one person to another,
and can change on a daily basis, which has meant
that it is very hard to define and label using
Correspondence: G. Marlow, Physiotherapy Outpatients,
Medway Community Healthcare, Unit 6/7, Ambley
Green, Bailey Drive, Gillingham Business Park,
Gillingham, Kent ME8 0NJ, UK (e-mail:
marlowg@hotmail.co.uk).
 2014 Acupuncture Association of Chartered Physiotherapists

the medical model. As a result, there is much
debate about whether fibromyalgia is a valid
condition because of the lack of findings from
investigations such as blood tests and scans. The
American College of Rheumatology criteria for
the clinical diagnosis and assessment of the
severity of fibromyalgia highlight widespread
pain as a key feature, as well as the patient not
having any other disorder that would otherwise
explain the pain (Choy 2009). Research by Mist
et al. (2011) suggested that a traditional Chinese
medicine (TCM) approach can also be used to
diagnose fibromyalgia.
Chronic pain is complex and multifactorial. It
is not only defined as a sensation because there
are also emotional and affective aspects that can
affect patients in many ways. Acupuncture for
FMS is used within physiotherapy practice to
reduce pain via the pain gate mechanisms and
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the central nervous system (CNS), which allows
the patient to exercise. Research suggests that
muscles lose their normal anticipatory function
when pain alters activation patterns (Hodges &
Richardson 1996). In theory, the pain-relieving
elements of acupuncture can not only reduce
pain, but also allow muscles to restore normal
patterns, which avoids muscular overcompensation. Julien et al. (2005) demonstrated that
patients with FMS had deficits in the endogenous pain inhibitory systems. This means that
these patients have difficultly switching off pain
signals, but acupuncture could be used to stimulate the pain inhibition systems. Pain also has
affective and psychosocial components, including depression and fear avoidance. Acupuncture
has been shown to reduce activity in the limbic
system (Hui et al. 2010), which is the area of the
brain that processes and controls the emotional
aspects of pain.
Fibromyalgia treatment
In the UK National Health Service (NHS), FMS
management involves a variety of medications,
including painkillers, tricyclic antidepressants,
and serotonin re-uptake inhibitors such as amitriptyline and fluoxetine (NHS 2012). Research
comparing non-pharmaceutical treatments such
as acupuncture and medication has explored the
former as a possible adjunct to pain relief.
Hadianfard & Hosseinzadeh Parizi (2012)
undertook a randomized control trial (RCT) in
order to compare acupuncture with fluoxetine.
They found that 2 weeks of acupuncture three
times a week had superior effects than medication after 4 weeks, and significantly better levels
of fatigue and anxiety. Despite flaws such as the
sample size (n=30) and a lack of blinding, this
study is important because it highlights the
benefits of acupuncture within medical treatment
for FMS.
Early research by Spoerel et al. (1976) demonstrated that a course of 10 daily acupuncture
treatments improved the symptoms of 200
patients suffering from a range of chronic pain
syndromes. Over half the participants experienced a 99% improvement and 61% of these
individuals were pain-free. Despite the promise
of the above authors’ conclusions, this research
is an old study that lacked controlled methods
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and appears to be more anecdotal than robust
evidence.
Itoh & Kitakoji (2010) compared 10 sessions
of acupuncture to five after a 5-week period of
no treatment. They found that the 10-session
group had less-intense pain than the five-session
group after the fifth week of treatment. Overall,
these authors found that acupuncture reduced
pain intensity and improved quality of life
(QoL) scores in both groups. Itoh & Kitakoji
(2010) used methods such as blinding, but
did not compare the participants who received
acupuncture with a control group.
Despite these positive conclusions, systematic
review papers have consistently highlighted the
lack of high-quality research in this field. Berman
et al. (1999) found that, out of seven studies of
FMS and acupuncture, only one was of significant worth. The above authors suggested that
‘‘real’’ acupuncture was more effective than sham
needling for relieving pain, increasing pain
thresholds and reducing morning stiffness. Ezzo
et al. (2000) concluded that there is limited
evidence that acupuncture is more effective than
no treatment for chronic pain, and only inconclusive evidence that acupuncture is more effective than placebo, sham acupuncture or standard
care. A systematic review by Langhorst et al.
(2010) found that acupuncture produced a small
analgesic effect, but that this was not clearly
distinguishable from bias. These authors
boldly concluded that acupuncture ‘‘cannot be
recommended for the management of FMS’’
(Langhorst et al. 2010, p. 778). Mayhew & Ernst
(2007, p. 801) came to the same conclusion
because their systematic review of RCTs highlighted ‘‘mixed and frequently low’’ methodological quality. The RCTs that had positive
results all used electroacupuncture; however, a
systematic review by Cao et al. (2010) showed
that TCM therapies are all effective at treating
FMS. Although there is a lack of research comparing acupuncture to placebo and a mixture of
evidence, it appears clinically that acupuncture
has pain-relieving benefits, and therefore, that
needling could be beneficial in fibromyalgia.
Acupuncture for the shoulder
The shoulder is a difficult area to diagnose and
treat since it involves complex pathologies, pain
can be referred from cervical spine structures, and
 2014 Acupuncture Association of Chartered Physiotherapists

G. Marlow
shoulder musculoskeletal tests show variable
specificity and sensitivity. Acupuncture can provide relief for shoulder conditions through common acupuncture points, including Large Intestine
(LI) 15 and Triple Energizer (TE) 14, which are
together known as the ‘‘eyes’’ of the shoulder.
However, systematic reviews have concluded
that there is little evidence to support or refute
the use of acupuncture in shoulder pain,
although there may be short-term benefits with
regard to pain and function (Green et al. 2005).
Research by Vas et al. (2008) agreed with this:
they found that the treatment of a single acupuncture point [Stomach (ST) 38] three times a
week while stimulation and shoulder mobilization were performed simultaneously helped to
improve shoulder pain and function.

Case report
Subjective examination
The present subject was a 51-year-old female
who cared full-time for her son, who is disabled.
She also had a teenage daughter, who worked
part-time. The subject was a single mother, and
had no hobbies because of her responsibilities as
a carer. She was waiting for a job centre assessment to gauge her ability to work, which was
making her feel anxious because she believed
that she would not be able to do so.
The subject had been suffering from right
shoulder pain for 3 years following a traumatic
fall onto that side of her body. The pain was
located over her upper right trapezius muscle,
and spread down the medial, middle and lateral
aspect of her right arm to the proximal aspect of
her wrist joint (see Fig. 1). The subject’s symptoms had progressively worsened over the past
year: the amount of sleep that she was able to get
had been reduced; and the deep ache had
increased in intensity and become constant. Her
24-h pattern was activity dependent, and aggravating factors included lifting, pulling objects and
getting dressed. Pain medications helped to ease
her pain, as did rest, although a deep ache
remained, albeit at a lesser intensity. Further
questioning about the subject’s sleep patterns
highlighted her poor history of sleep for the
previous 15 years, over which she had only
managed to get 2–3 h a night. Intermittent
 2014 Acupuncture Association of Chartered Physiotherapists

Figure 1. Body chart showing the location of the
subject’s pain at the initial assessment.

paraesthesia had occurred on the posterior
aspect of her upper arm.
Following the injury, the subject had sought
help from her general practitioner. After suffering from the pain for 2 years, she was referred to
an extended scope practitioner service. Ultrasound imaging revealed distension of her right
subacrominal bursa and supraspinatus tendinopathy. The subject received a corticosteroid
injection into the subacrominal bursa, which
helped to ease some symptoms, but this relief
subsided after 1–2 weeks and she was referred
for outpatient physiotherapy.
Her past medical history included: fibromyalgia; depression; gastric banding; panic attacks;
palpitations (an electrocardiogram ruled out
cardiac causes); hysterectomy; and gynaecological operations. Her blood clotting agent level was
also low. She was using the following medication
to help ease the pain: morphine patches, tramadol (four times a day) and BuTrans patches.
Objective examination
The physiotherapy assessment highlighted the
following:
+ The subject had a forward neck posture,
rounded shoulders and increased upper
thoracic kyphosis.
+ There was no reproduction of pain with
cervical spine movements, only stiffness into
extension and tightness in the right trapezius
area when side flexing to the left.
+ No neurological deficit was found with reflex,
sensory and myotome tests.
+ Pain limited shoulder active range of motion
(ROM) in all directions, especially flexion
(<80), abduction ( >50) and medial rotation
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(hand behind back to S1). More movement
was available passively; however, pain limited
end-feel.
+ Resisted tests were all painful, but no gross or
segmental weakness was highlighted. The
Empty Can and Hawkins–Kennedy tests were
positive for pain.
+ Neurodynamic tests were not performed
because of the subject’s pain and reduced
ROM.
+ Palpation revealed pain in the right upper
trapezius and levator scapulae muscles. There
was a degree of hypersensitivity on palpation
generally, especially around the right neck and
shoulder.

There was evidence of mechanical and inflammatory pain mechanisms, and this was supported
by the ultrasound findings. In addition, there
were a number of yellow flags that would have
contributed to an affective component to the
pain, as well as evidence of a central pain
mechanism, with fear-avoidance behaviours and
stress making pain worse, and work-avoidance
strategies also being evident.
The subject’s main problems were:

Clinical impression
The subject’s condition had many components
in terms of both the pain mechanism and the
source of the symptoms. With regard to the
latter, her shoulder was involved, a finding
supported by the results of the ultrasound scans,
the temporary benefit that she gained from the
injection, and also the reduction of ROM and
pain on resisted tests. The ultrasound imaging
revealed shoulder bursitis and supraspinatus tendinopathy, and these findings were supported
clinically by the Empty Can and Hawkins–
Kennedy tests.
In addition, it was likely that there was a neural
component to the problem in that the subject’s
ROM was restricted and she experienced intermittent paraesthesia. It was not possible to carry
out any neurodynamic tests because of her level
of pain at the initial assessment, although, in
hindsight, a modified version of the assessment
would have been helpful. There were no signs of
neural compromise when reflexes, myotomes
and sensation were checked.
In terms of a muscular component, in addition
to the involvement of the rotator cuff, the
subject’s upper trapezius and levator scapulae
muscles were tender. This could have been a
result of compensation caused by the painful
movement at the glenohumeral joint or a
response to adverse neurodynamics. The subject
had active trigger points (TrPs), which are a
common feature in patients with fibromyalgia.
There was little evidence of somatic spinal
referral on active movement tests, but spinal
palpation would have fully cleared the area.

Her expectations were that she would ‘‘just get
better’’.
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(1) pain in her right arm;
(2) reduced shoulder ROM;
(3) increase upper trapezius muscle activity and
tightness; and
(4) reduced sleep and depression.

Treatment
Before acupuncture was considered, physiotherapy treatment focused on postural education,
supported sitting, neck stretches of the upper
trapezius and levator scapulae muscles, and the
application of heat. Because the subject’s pain
limited all her shoulder movements and was not
relieved with analgesic medication, acupuncture
was offered in order to enable a pain-relieving
element to work alongside the home exercises
that had been prescribed to allow better-quality
movement.
Screening prior to acupuncture treatment. The subject
was screened for contraindications to and precautions for acupuncture before treatment. Her
past medical history had highlighted a risk of
panic attacks, bleeding with low levels of blood
clotting agent and palpitations. These conditions
were taken into account, but all were stable. It
was made clear that the subject was to report
any adverse post-treatment effects to the physiotherapist as soon as possible.
Clinical reasoning
Treatment 1. The primary goal of the acupuncture
treatment was to reduce pain. It was thought that
this would promote rehabilitation, reduce painrelated muscle inhibition and correct abnormal
biomechanics.
 2014 Acupuncture Association of Chartered Physiotherapists
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Table 1. Treatment details: (LI) Large Intestine; (LR) Liver; (GB) Gall Bladder; (TrP) Trigger point; and (ROM) range of motion
Treatment

Acupuncture points

Needling technique*

Dose

Response/adverse effects

Session 1
(baseline)

Four Gates
(bilateral): LI4 and
LR3

Half the length of the
needle perpendicular to
skin

10 min;
no stimulation

Subject reported feeling drowsy
after the walk from the cubicle
to the computer to rebook;
slept for 22 h

Session 2
(1 week later)

Treatment reduced to
LI4 (right) and LR3
(right)

As above

15 min;
no stimulation

Less drowsy after treatment;
reduced pain for ‘‘a few hours’’

Session 3
(1 week later)

Four Gates (bilateral)

As above

20 min;
stimulation  2

Pain relief for 1 day;
De Qi effect stronger on her
right side than her left

Session 4
(2 weeks later)

Four Gates (bilateral);
GB21, LI10 and LI11
added

As above;
LI points less than quarter
the length of the needle
perpendicular to skin, and
GB21 towards the spinous
process

20 min;
no stimulation

Pain relief in status quo;
right shoulder ROM beginning
to improve

Session 5
(3 weeks later)

Four Gates (bilateral);
LI11, LI12, LI15 and
local TrPs around T5
and 6 added

As above;
TrP angled with care at
60 over the rib margins

20 min;
reduced TrP response;
stimulation  2

Pain worsening because of
difficulties with children and
neighbours;
developing a medial epicondyle
pain

*Needle type: 0.25  30-mm Scarborough sterile acupuncture needles for single use (Scarboroughs Ltd, Crewkerne, Somerset, UK).

For the first treatment session, the ‘‘Four
Gates’’, i.e. LI4 and Liver (LR) 3 bilaterally, were
used because these points are distal to the painful
shoulder (Table 1). The aim was to stimulate the
supraspinal mechanism without producing an
inflammatory response in the affected right
shoulder. Large Intestine 4 is a well-recognized
point for shoulder dysfunction (White & Ernst
1999; Hecker et al. 2008). The physiological
impact of needling these points can create a local
analgesic response around the hand, with needles
causing inflammatory cells to release local
peripheral endorphins (Carlsson 2002), which
could have a secondary effect along the LI
meridian to the shoulder. The Four Gates are
well known as some of the strongest painrelieving points in the body (Carlsson 2002; He
et al. 2005), which allowed the initial treatment to
employ minimal needles while providing maximum analgesic benefits. Theoretically, this would
allow more effective muscle activity around the
shoulder to help restore movement. Also,
because of the central elements of pain, the
spinal segment may be highly sensitized, and
therefore, extrasegmental points might be a
better option to avoid exacerbating the pain
(Bradnam 2007).
As well as local effects, the aim of acupuncture
in the present case was to target the affective
 2014 Acupuncture Association of Chartered Physiotherapists

component of pain. There would probably be
increased activity in the limbic system because of
the presence of yellow flags. Hui et al. (2010)
demonstrated that the use of acupuncture during
functional magnetic resonance imaging (fMRI)
can reduce the activity of the amygdala and
hippocampus that is associated with the storage
of emotional events and behaviour. This evidence suggests that acupuncture could facilitate
a change in behaviour to give patients more
confidence to exercise and enhance management
of their condition.
The initial treatment dose lasted for 10 min
and involved a minimal number of needles
(Table 1). There was also no stimulation so as to
gauge the patient’s response, since this was her
first ever acupuncture session. White et al. (2008)
mentioned that the dose required to treat different health conditions will vary depending on the
intended mechanism of the effect (e.g. whether it
is local, segmental, extrasegmental or central),
and that conditions like fibromyalgia may require
the activation of several of these mechanisms for
acupuncture to be effective. This demonstrates
the complexity of the nervous system, but White
et al. (2008, p. 113) went on to suggest that
treatment dose should be modified ‘‘according to
the degree to which the nervous system is
sensitised in a particular patient’’. Therefore, it
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was wise to give a low dose in order to minimize
a large or adverse response as a result of the
potential increased sensitivity of the present
subject’s nervous system.
Research by Witt et al. (2011) demonstrated
that patients with chronic pain who had certain
characteristics could experience an increased
effect from acupuncture. These attributes include
ones that are similar to those of the present
subject, such as being female, living in a multiplemember household and the failure of other
therapies before the acupuncture treatment (Witt
et al. 2011).
Subsequent treatments. Because the subject experienced instant fatigue and reduced insomnia after
the initial treatment, the second session was
modified to reduce the fatigue response.
Additional points were later selected to progress
treatment towards proximal areas of tension
around the scapula, and upper and middle trapezius to allow for greater shoulder ROM through
scapular kinetics (Table 1). Gall Bladder (GB) 21
was selected, as was local TrP needling to the
medial scapular region.
Apart from anecdotal evidence reported on
websites (Wang 2005), there appears to be no
standardized approach to acupuncture in fibromyalgia, which made it hard to select points
based on research. In the present case, the LI
meridian was needled at a number of points, i.e.
LI10, LI11, LI12 and LI15, which were selected
because these were located in the area of pain
and along the channel. This approach was
intended to instigate connective tissue release
along the myofascial planes. Ideally, these treatments should have been performed as regularly
as possible. Research has shown that better
results were achieved in patients with FMS who
underwent 10 acupuncture sessions for 30 min
once a week than those who received treatment
less regularly (Itoh & Kitakoji 2010). However,
this was not possible in the present case because
of caseload and time pressures.
In order to progress the treatment, the length
of each acupuncture session was gradually
increased, and the needles were stimulated to
create a cumulative De Qi effect that would
support the activation of A fibres (Table 1). As
a result of the limited research into treatment
doses and the difficultly of standardizing treat98

Table 2. Outcome measures
Data collection point
Outcome measure

Pre-treatment

Post-treatment

Fibromyalgia Impact
Questionnaire (score)
Visual analogue scale
(score out of 100)
EuroQoL-5 Dimension
Questionnaire (scores)
Shoulder flexion ()
Shoulder abduction ()

69

59

81

69

2, 3, 4, 4, 2

2, 3, 2, 3, 2

79
50

180
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ment because of individual variability, the dosage
was based on the present subject’s response.
Future acupuncture research should investigate
the optimal dosages for different conditions.
Outcome measures
Progress was monitored subjectively dependent
on patient feedback. However, other, more
robust measures were used to support this
subjective information, including:
+ the Fibromyalgia Impact Questionnaire
(FIQ);
+ a visual analogue scale (VAS);
+ the EuroQoL-5 Dimension Questionnaire
(EQ-5D) health state questionnaire/QoL
measure; and
+ ROM, as measured with a goniometer.
As with most outcome measures, there is some
debate with regard to the validity of those cited
above, and research can be conflicting. Generally, the EQ-5D QoL is used throughout NHS
healthcare, and its use is supported by research
into chronic conditions, which has shown that it
is as good or better than all other measures
except the Health Assessment Questionnaire
(Hurst et al. 1997). Sarmer et al. (2000) have
shown the FIQ to be reliable and valid in the
Turkish female population with fibromyalgia,
and although the VAS has many variations, its
reliability for predicting disability is moderate to
good (Boonstra et al. 2008).
Table 2 shows the differences in the present
subject’s outcome measure scores before and
after the course treatment.

Discussion
The present case study was interesting because
of the mixed response to acupuncture. The
 2014 Acupuncture Association of Chartered Physiotherapists
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subject presented with a traumatic shoulder pain
in addition to a chronic condition. She had a
number of biopsychosocial issues (i.e. yellow
flags), including a son with disabilities, depression, a child who did not believe in her
condition, disruptive neighbours and a reluctance
to work. All of these factors appeared to have
combined to affect local joints and muscles, as
well as the CNS, producing a state of hypersensitivity to pain.
In this case, acupuncture appears to have been
beneficial not only with regard to pain relief, but
also with respect to improving sleep patterns. A
known side effect of acupuncture is drowsiness,
and research has found increases in the measured
release of melatonin from urine samples following acupuncture (Spence et al. 2004). Spence et al.
(2004) studied 18 adult subjects with anxiety and
insomnia, and found not only an improvement in
sleep time, but also better sleep efficiency and
reduced anxiety scores. This link with sleep may
explain the reduction of pain in patients with
fibromyalgia after acupuncture. In theory, the
release of melatonin could stimulate a significant
sleep response that could not only allow the
nervous system to rest and painful structures to
relax, but also provide an opportunity to reduce
biopsychosocial factors like anxiety about pain.
Research into melatonin has found that it has
antioxidant properties (Pieri et al. 1994) that help
assist with tissue healing by increasing collagen
formation and angiogenesis (Shukla et al. 1999).
Although the initial effect of acupuncture was
prolonged sleep, the present subject’s sleep pattern then returned to her pre-morbid levels. A
sleep response was elicited after each acupuncture session, but the effects wore off quickly.
This may have been because the subject had
other factors in her life that increased her levels
of stress and anxiety, such as work assessment
and carer responsibilities, that were not modified
throughout the course of treatment.
Initially, the increase in the present subject’s
sleep after the first treatment was considered to
be an adverse reaction because of the length of
time that she slept. It has been proposed that
needling LI4 may alter sympathetic outflow to
the head and neck (Bradnam 2007). Large Intestine 4 is located within the adductor pollicis
muscle, which is innervated by T1, and stimulation of this point may activate the sympathetic
 2014 Acupuncture Association of Chartered Physiotherapists

lateral horn at T1 (Tucker 2010). In theory, the
extra rest may have allowed the patient to
recover from an overactive CNS. Research into
acupuncture and chronic pain using electroencephalography has suggested that acupuncture
stimulation is beneficial for relieving chronic
pain because it inhibits sympathetic nervous
activity (Sakai et al. 2007). This inhibition could
affect anxiety levels by reducing the fight-orflight response to pain; if this is lessened, a
calming effect on the patients reaction to chronic
pain could be achieved.
On reflection, the treatment used in the present case was effective because it provoked the
response that was needed to allow the subject to
rest and begin exercises with reduced pain inhibition. However, because of the scale of the
reaction, and the fact that the Four Gates needle
points in the hands and feet are in highly
sensitive areas (as mapped by the sensory
homunculus), this created an overwhelming
response that may have been too strong for a
first acupuncture experience. In the future, the
present author may use LI4 and LR3 in the
contralateral limbs of patients suffering from
chronic pain in order to allow them to build up a
tolerance to acupuncture. As the course of treatment described in the present study progressed,
the author felt that the effects of acupuncture
were successfully moderated by initially reducing
the point prescription and then rebuilding the
treatment over subsequent sessions.
However, other points like TE14 could have
been added later in the course of treatment in
order to directly target the subject’s shoulder.
Triple Energizer 14 occupies the same shoulder
dermatome as the LI15 point that was used in
treatment 5, and studies have shown that both
points are effective in the treatment of shoulder
pain (White & Ernst 1999; Hecker et al. 2008).
Treatment of TE14 could have potentially
improved the effectiveness of the fifth session.
A research study by Hadianfard & Hosseinzadeh Parizi (2012) used a number of specific
points for FMS: ST36, GB34, Conception Vessel
(CV) 6, Spleen 6, LI4, ST44, Bladder 40, Heart 7
and Governor Vessel 20. Any of these points
could have been considered for the present
subject; however, it is not yet known whether
these are the optimal points for the treatment of
FMS and further research is required.
99

Treatment of shoulder pain in a patient with fibromyalgia
Limitations
The patient featured in this case study was not
seen on a weekly basis because of the present
author’s caseload and time pressures. The
outcomes might have been better if the treatment had been carried out weekly for 10 weeks,
as it was in the study by Itoh & Kitakoji (2010).
When this subject experienced increased levels
of stress, the intensity of her pain increased,
which will have affected the outcome of the
acupuncture treatment. Additional support from
mental health services alongside the physiotherapy and acupuncture treatment might have
helped to address the psychosocial aspects of the
subject’s condition, which could have improved
her long-term prognosis. Other limitations to the
present case study were the placebo effect, and
whether or not therapist interaction played a part
in the subject’s response to acupuncture. All
these factors, as well as a non-controlled
environment and the fact that this was a singular
case study, limit the validity of the conclusions
that have been drawn.

Conclusions
The use of acupuncture for fibromyalgia has not
been widely researched to date. Future studies
should evaluate the effectiveness of acupuncture
using RCTs comparing acupuncture to both
standard care and sham needling. It would be
helpful to identify key acupuncture points for the
treatment of fibromyalgia. This could be done by
reviewing research, i.e. case studies, using the
Delphi method and complex network analysis.
As technology develops, it would be interesting
to explore the global effect of fibromyalgia on
the CNS using fMRI in order to see how the
brain responds to acupuncture.
Overall, the integration of acupuncture with
physiotherapy care in this case evoked significant
pain and sleep responses in the present subject.
The study highlights the complex needs of
chronic patients and how the nervous system
responds to pain, but it also demonstrates that
acupuncture alone may not improve outcomes if
all aspects of the condition are not addressed.
Future research may benefit from comparing a
holistic treatment approach that includes acupuncture, cognitive behavioural therapy and
physiotherapy to conventional therapy alone.
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CASE REPORT

Treatment of acute biceps femoris muscle pain
with acupuncture and physiotherapy
S. Farnworth
Morecambe Football Club, Morecambe, Lancashire, UK

Abstract
This case study describes the use of dry needling and acupuncture in the treatment of trigger
points and increased tone within the mid-belly of the right biceps femoris muscle, which are
common problems in sportspeople. A 33-year-old male football player with no recent problems
suddenly presented with hamstring pain 20 min prior to the kick-off of a Football League Two
match. Immediate dry needling of and acupuncture to the area resolved the issue, allowing the
player to complete the full 90 min of the game. Further treatment continued over the following
7–10 days, and this involved acupuncture, soft-tissue massage, stretching and neural tension
exercise therapy. The player had returned to full training by the following Friday and played in
the next game, reporting no adverse effects or pain. The current available research is reviewed,
and the way in which dry needling and acupuncture fit alongside traditional physiotherapy
treatment is discussed. This case, particularly the unique timing of the trauma, shows how
important acupuncture can be as an adjunct to physiotherapy within the sporting environment
for both improvement of function and reduction of pain.
Keywords: acupuncture, biceps femoris, dry needling, sports injury, trigger points.

Introduction
There is a growing body of evidence that dry
needling and acupuncture are being used more
routinely in the treatment of sports injuries.
Anecdotally, the present author is aware of a
number of international athletic teams who use
acupuncture as a routine part of their maintenance programme. The use of acupuncture in the
treatment of sports injuries is not new, but its
clinical effectiveness and potential have never
been fully established.
Therapists working within professional football
clubs are always looking for ways in which to
accelerate healing rates for injuries, as well as
introducing prophylactic measures to prevent
Correspondence: S. Farnworth, 6 Eton Way, Orrell,
Wigan, Lancashire WN5 8PN, UK (e-mail:
simon.farnworth@hotmail.co.uk).
 2014 Acupuncture Association of Chartered Physiotherapists

impairment. No recent research has been carried
out into the use of dry needling and acupuncture
in football, but in 1999, Richard A. Stacey carried
out a study with the English Premier League to
ascertain how many teams were already using
acupuncture. He received 13 replies (65%) from
the 20 Premiership clubs, seven (54%) of which
were using some form of acupuncture. Stacey
(1999) then recorded that two teams used Western
acupuncture, two employed traditional Chinese
acupuncture and three utilized both methods. In
four teams, the club physiotherapists administered
acupuncture; in one, this was performed by the
club doctor; and in two, an external acupuncturist
was employed. The numbers involved in the above
study were small, but these data are a clear indication that acupuncture is being used at one of the
highest levels of sport in the UK and a follow-up
study would be highly informative.
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Three muscles running the length of the back
of the thigh comprise the hamstring muscles.
The functions of these muscles are to flex the
knee and extend the hip backward. During activities such as football, which require explosive
sprinting, cutting and blocking motions, hamstring injuries are not uncommon. Depending on
the severity, an injury to one or more of these
muscles can be mildly to severely debilitating.
Proper diagnosis and treatment are crucial to
long-term recovery.

Case report
Subjective examination
The present subject was a 33-year-old male
football player who presented with insidious
onset of right-sided hamstring pain during a
pre-match warm-up. He complained of pain
within the mid-belly of his biceps femoris
muscle and a decreased range of motion
(ROM) in the right lower limb, leading to an
antalgic gait and a loss of function. The subject
was experiencing sharp pains while running,
especially during the acceleration phase. He was
able to bear weight, but could only run with an
antalgic gait, and was unable to sprint or strike
a ball. The player felt that he would be unable
to play in the football game because of this
pain and loss of function.
He had had no previous history of hamstring pain within the previous couple of
months, and no history of low back or gluteal
pain. He reported no paraesthesia or bladder
or bowel problems, and red flags were ruled
out.
Objective examination
The subject had no obvious malalignment in the
lower back or sacroiliac joint. His straight leg
raise (SLR) on the right was restricted to 60
compared to 80 on the left. Hip flexion and
extension, lateral rotation, and medial rotation
were normal and equal bilaterally. Knee flexion
and extension were also normal and equal with
the hip in neutral. There was marked tenderness
and increased tone in two trigger points (TrPs)
within the right biceps femoris muscle. Time was
limited; therefore, a full objective assessment was
not completed.
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Figure 1. Bladder (BL) points in the leg (image 
AACP).

Diagnosis
The clinical impression was that TrPs within the
subject’s right biceps femoris muscle were causing pain and a loss of function. Therefore, the
initial treatment was directed to the TrPs within
the muscle belly.
Treatment
Immediate treatment (15 min prior to kick-oﬀ on the day
of the match). Two TrPs were palpated in the
mid-belly of the subject’s biceps femoris muscle.
These TrPs were dry needled with a 70-mm
acupuncture needle along with acupuncture
points Bladder (BL) 37 and BL38 (see Fig. 1).
Bladder 37 (Yinmen) is located 6 cun inferior to
BL36, and is in the belly of the hamstring group.
The actual point is located in a depression
between the biceps femoris on the lateral side,
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and the semimembranosus and the semitendinosus on the medial side. The sciatic nerve lies deep
to this point. Bladder 37 was the first point to be
considered for hamstring pain and muscle tightness. As the obvious point to needle in order to
alleviate the muscle tightness, it was chosen
along with the BL38 (Fuxi), which runs adjacent
to the tendon of the biceps femoris.
Time was obviously limited and so treatment
was restricted to 4 min. Ideally, the needle would
have been left in situ for 20 min. Twitch
responses were elicited from both TrPs using a
pistoning action, and full function was restored.
Pain decreased from a visual analogue scale
(VAS) score of 8/10 to a 2/10 on palpation, and
an immediate increase in SLR was evident. No
difference in the movement of the two limbs was
discernible.
Light effleurage was performed over the whole
of the biceps femoris muscle belly for approximately 2 min, and then the player returned to the
pitch. Following some running, exercises and ball
work, he declared himself fit to participate in the
game. He completed 90 min of football with no
adverse effects. On palpation at the end of the
match, the player reported a VAS score of 3/10
over the TrP areas, but had a full ROM.
This case presented difficulties because of the
situation, and obviously, in an ideal setting, the
subject would have been treated and not played
in the game. However, because he was the only
fit centre-half on this particular day, both the
manger of the club and the player himself were
keen that he should take part in the game, if he
was able. Treatment continued over the next
7–10 days and full resolution was achieved.
Day 2. The following day was a rest day and no
treatment was performed. The player was
advised to go for walk (d 30 min) to increase
the circulation in his legs.
Day 3. Both TrPs were inactive, and the player
reported a dull ache (VAS = 1/10) over the sites
of the needling. His ROM had decreased by 10
(SLR) on the affected side, and an increased tone
was evident throughout the right biceps femoris
muscle.
Bladder 36 (Chengfu) was treated with a
70-mm needle that was left in situ for 20 min in
an attempt to increase the subject’s ROM. A
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hamstring injury may affect the tendon at its
attachment to the ischial tuberosity in the region
of BL36. Bladder 36 was needled deeply towards
the tendon, and care was taken to avoid penetration of the tendon and its sheath, which could
have irritated the tissue.
Bladder 37 (Yinmen) was also treated with a
70-mm needle that was left in situ for 20 min in
an attempt to increase ROM.
Bladder 67 (Zhiyin) was treated using a bleeding technique with a 30-mm needle that was left
in situ for 20 min. Bleeding the Jing-Well point
was mainly performed to increase ROM. Bladder
67 can also help with pain control, but this was
less of an issue since the present subject only had
a low VAS score of 1/10.
The corresponding Ah-Shi points on the contralateral side (BL36 and BL37) were used. After
needle insertion, the player performed an active
movement of the affected extremity. It was observed that an optimum ROM had been attained.
Effleurage was continued for 20 min after
needling to improve circulation/blood flow to
the area, and then the subject was given neural
tension exercises to perform in order to maintain
neural plasticity.
Rehabilitation consisted of stationary bicycle
exercise for 24 min at low resistance, crosstrainer work for 18 min at low resistance and
exercises in the pool that mainly consisted of
drills designed to maintain/optimize ROM.
Day 4. Once again, the subject’s ROM on the
affected side was decreased by about 10 compared to the left limb (SLR test). His VAS score
was still 1/10 on palpation and stretch. Therefore, the aim of the treatment was to increase/
maintain ROM.
Bladder 37, a local point, was treated with a
70-mm needle that was left in situ for 25 min.
With regard to distal points, the Shu-Stream
combination was chosen: BL65 (Shu-Stream) on
the affected side and Small Intestine (SI) 3
(Houxi) on opposite side were treated with a
25-mm needle that was left in situ for 25 min.
This is a very effective point combination utilizing the upper/lower and right/left Shu-Stream
points of the SI (Taiyang) channel. This combination should be considered to be a foundation
distal treatment for most cases of hamstring
pathology.
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Bladder 67 (Zhiyin) was treated as described
above. Once again, full ROM was attained while
distal points were needled in situ.
Localized massage was again carried out along
with the previously mentioned neural tension
exercises. Rehabilitation was confined to pool
exercises, thereby decreasing the load that had
been applied to the hamstrings during the
previous day’s rehabilitation.
Day 5. The subject reported no pain on palpation
or on stretch, and had maintained a full ROM
overnight. Therefore, treatment was carried out
exactly as it had been performed the previous
day.
Day 6. The subject again reported no pain and
demonstrated an equal ROM throughout both
hamstrings; therefore, no acupuncture was carried out. A 20-min massage and neural exercises
were done as part of a warm-up along with
stationary bicycle exercise. The player completed
a session of running and an exercise programme
involving footballs, and reported no adverse
reaction. No particular strengthening exercises
specific to the hamstrings were involved in the
subject’s rehabilitation because of the nature of
the injury and the length of time it had taken to
resolve.
Overall, no adverse reaction to acupuncture/
dry needling was reported by the player. Classic
Plus acupuncture needles (HMD Europe Ltd,
London, UK) were used for all treatments.

Discussion
The present subject initially complained of pain
and stiffness within his right biceps femoris
muscle, which led to an antalgic gate and loss of
function. This had been caused by the sudden
onset of TrPs within the muscle belly. No
specific reasons for the onset of these points
were identified. In this particular case, the pain
mechanism in question was nociception, which
has been described as a painful stimulus to
peripheral tissues, creating a ‘‘stimulus–response
relationship [. . .] between pain provocation and
pain experience’’ (Bradnam 2007, p. 22).
Both an inflammatory and a mechanical component should be considered, and an appropriate
rehabilitation programme implemented to reduce
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sensitization of the dorsal horn neurons within
the spinal cord (Bradnam 2007). In accordance
with the clinical reasoning process described by
Bradnam (2003), points were chosen based on
the reduced ROM and the pain mechanism
involved. The aim of the treatment was to
exploit the peripheral, segmental and supraspinal
benefits of acupuncture (Bradnam 2007) at
relevant points throughout the rehabilitation
process.
The BL36, BL37 and BL38 local points were
used in an attempt to stimulate A and C fibres
so as to encourage the release of substance P and
neurokinin, and calcitonin gene-related peptides
(Weidner et al. 2000). Sensory neuropeptides
modulate an immune response and will assist in
tissue healing (Brain 1997). However, Longbottom (2006) argued against the use of local
points in initial treatments because these could
lead to the release of peripheral neuropeptides,
which could have a detrimental overloading
effect leading to increased pain.
Segmental effects were utilized by inserting
needles into the contralateral limb. Bladder 36
and BL37 were chosen as segmental points
because these lie on the same dermatome as the
affected tissue (S1). Acupuncture has previously
been shown to be effective in the modulation of
pain via the pain gate mechanism (Carlsson
2002), which involves stimulation of A nerves
that communicate with the dorsal horn of the
spinal cord, brainstem and periaqueductal grey
matter, triggering descending inhibitory pathways in the form of endogenous opioid
mechanisms (Kaptchuk 2002; Longbottom
2010). Acupuncture also leads to the release
of enkephalins and endorphins, exerting an
inhibitory effect on nociceptive reflexes at the
segmental level.
Bladder 67 (Zhyyin) is the most distal point of
the Bladder meridian. The Jing-Well points all lie
on the extremities, and being the first and last
points of their respective channels, these are
used to treat channel disorders. In traditional
Chinese medicine (TCM), the most distal points
on any channel are the strongest ones to use in
order to clear excess Blood and Heat from that
channel. In this context, the point was used to
treat stiffness, pain and discomfort along the
course of the channel as a whole, as advocated
by Reaves & Bong (2011).
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Small Intestine 3 (Houxi) is the Shu-Stream
point of the SI channel, and it can be used as an
important point to treat pain, stiffness and contraction along the course of its related channel. It
was used in conjunction with BL65, a distal point
of the Bladder meridian lying close to the lateral
malleolus of the ankle, as described by Boyd
(2002).
Other treatments
As well as being treated with dry needling/
acupuncture, conventional physiotherapy techniques were used during the subject’s
rehabilitation. These mainly consisted of neural
mobilization exercises, sports massage and a
controlled exercise programme.
Neural mobilization exercises. Neural mobilization
techniques are intended to increase the movement of a nerve, and at the same time, provide
enhanced nutrition to that nerve in order to
promote pain relief, improve ROM and increase
neural input into the tissues that it innervates.
Increased neural tension can lead to an increased
tone within the tendinomuscular structures (Turl
& George 1998). The key to using neural mobilizations is to focus on the word ‘‘mobilizations’’,
not ‘‘stretch’’. In this way, treatment is concentrated on the resistance of the nerve glide,
ensuring that nerve irritation will not result from
the intervention. Neural mobilizations are shown
to the football players at the present subject’s
club, and are used as part of an ongoing prehabilitation programme, leading to the ‘‘free’’
movement of neural tissue through the lower
limb and lower back. These exercises are accentuated during times of injury to the lower limb.
Sports massage. Massage has been shown to
increase the blood flow to an area (Tiidus 1997),
and can have a positive effect on an athlete’s
mentality prior to exercise (Cafarelli & Flint
1992). Both classic massage techniques and deep
transverse friction massage are performed in
clinical rehabilitation settings. Despite the popularity of these forms of manipulation with both
therapists and patients, very few studies have
been conducted to assess this type of intervention, making it a challenge to draw conclusions
regarding its efficacy. Massage has been pro 2014 Acupuncture Association of Chartered Physiotherapists

posed as a treatment modality to increase blood
flow (Goats 1994). Its proponents argue that
local circulatory changes occur, as evidenced by
the changes in skin temperature and superficial
hyperaemia (Hemmings et al. 2000).
The rationale behind the lactic acid theory is
that lactic acid produced after exercise contributes to the pain and soreness experienced by the
athlete (Monedero & Donne 2000). Theoretically, massaging a muscle or muscle group experiencing delayed onset muscle soreness (DOMS)
could help to facilitate the removal of lactic acid
from those areas. Studies evaluating the effects
of manipulation on athletes have failed to demonstrate any positive effects (Gupta et al. 1996;
Hemmings et al. 2000). Smith et al. (1994)
designed a study to investigate the effects of
massage on variables other than lactic acid. The
above authors theorized that a massage intervention performed 2h after exercise interferes with
neutrophil emigration, which may reduce the
intensity of pain caused by inflammation. The
initial results indicated that the 30-min massage
protocol applied 2 h after the exercise programme helped to reduce DOMS and creatine
kinase. The Cochrane Collaboration acknowledges the use of massage for chronic pain (Van
Tulder et al. 1995).
Trigger points and dry needling. Gerwin (2011) suggested that the first phase of TrP formation
consists of a taut band in the muscle fibres or
contractures in these tissues, which may or may
not be painful. While the exact mechanism
remains undefined, an excessive release of
acetylcholine at the motor end-plate, combined
with an inhibition of other modulating factors,
are hypothesized to trigger the development of
these contracted fibres. This is expressed in
the integrated TrP hypothesis developed by
McPartland (2004). Trigger points can develop
after repetitive low-load tasks, following eccentric and concentric exercises, and in association
with visceral pain and dysfunction (Wu et al.
1999).
The present subject reported having done
lunge patterns prior to the onset of his pain and
dysfunction. Although the exercise patterns had
been practised in training programmes, these
were not movements that were commonly used
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as part of the pre-match warm-up. Lunge patterns cause the hamstrings to work eccentrically.
No specific reason could be identified that could
explain what caused the two TrPs, but this could
have been a contributing factor. Trigger points in
the biceps femoris muscle are generally located
lateral and inferior to BL37 (Travell & Simons
1992).
Dry needling is an invasive procedure in which
a needle is directly inserted into the skin and
muscle at a myofascial TrP (MTrP). Deep dry
needling for treating TrPs was first introduced by
the Czech physician Karel Lewit in 1979. He had
noticed that the success of injections into TrPs in
relieving pain was apparently unconnected to the
analgesic used (Lewit 1979). Dry needling of an
MTrP may elicit a local twitch response (LTR),
which is an involuntary spinal cord reflex in
which the muscle fibres in the taut band of
muscle contract. The LTR indicates the proper
placement of the needle in a TrP. Dry needling
that elicits LTRs improves treatment outcomes
and may work by activating endogenous opioids
(Tough et al. 2009). Inserting the needle can itself
cause considerable pain, although this is not a
common occurrence when performed by welltrained practitioners. No study to date has
reported the reliability of TrP diagnosis, and
physical diagnosis cannot be recommended as a
reliable test for the identification of TrPs (Lucas
et al. 2010).
Studies by Langevin et al. (2002) have showed
that a common finding when using dry needling
on a TrP is the phenomenon of ‘‘needle grasp’’.
Langevin et al. (2002) have demonstrated that
this is not only a result of a muscle contraction,
as originally thought, but that it is also caused by
the reaction of connective tissue, which responds
to the needle by releasing local chemicals and
other substances that may have healing properties.
Even in a world of increasing technology,
many questions pertaining to medical interventions remain unclear. How dry needling actually
eliminates TrPs also remains uncertain. Trigger
point dry needling has been recognized by
prestigious organizations such as the Cochrane
Collaboration, and is recommended as an option
for the treatment of people with chronic pain
(Furlan et al. 2005). Several clinical outcome
studies have demonstrated the effectiveness of
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TrP dry needling; however, questions remain
regarding the mechanisms of needling.
In the present case, the use of dry needling to
clear TrPs within the muscles was followed by
acupuncture to address the underlying reasons
for the onset of those TrPs. This treatment was
used alongside conventional physiotherapy
modalities such as stretching, massage and neural
tension exercises in order to achieve a return to
full fitness in an optimum time frame. Dry
needling or TrP inactivation is rarely a standalone form of intervention, and as demonstrated
in the present case study, it is just one aspect
of a comprehensive manual physiotherapy
approach. Dry needling is usually combined with
other manual therapies (Fernández-Carnero et al.
2009), and should be considered an instrumentassisted manual therapy technique like any other.
Dry needling is not solely within the scope of any
one particular discipline. An overlap in scope of
practice is not only inevitable, it may even be
desirable so as to best meet the needs of patients.
Dry needling is an easy-to-learn technique in the
hands of qualified healthcare providers.
While carrying out the literature review for the
present case study, it became obvious that there
are differences of opinion within the ‘‘needling’’
world about the roles of acupuncture and dry
needling. Dry needling and acupuncture are
often compared and contrasted, and several
organizations within these fields have contradictory views on the efficacy of dry needling within
the acupuncture compass. Dry needling for the
treatment of MTrPs is based on theories similar
to those of TCM acupuncture, but not exclusively so; however, dry needling targets TrPs,
which are the direct and palpable source of
patient pain, rather than the traditional ‘‘meridians’’ that are accessed via acupuncture. The
distinction between TrPs and acupuncture points
for the relief of pain is blurred. As reported
by Melzack et al. (1977), Melzack (1981) and
Dorsher (2006), there is a high degree of correspondence (71% based on their analysis)
between published locations of TrPs and classical acupuncture points for the relief of pain.
However, while some authorities believe that
TrPs are nearly always acupuncture points,
especially in pain management (Dorsher &
Fleckenstein 2009), another well-known
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acupuncturist (Birch 2003) maintained that, at
best, there is only an 18–19% overlap.
Unfortunately, in recent years, acupuncture
associations in the USA have opposed dry needling by physiotherapists (Hobbs 2007). This is an
American phenomenon that has no correlates in
other countries. The Council of Colleges of
Acupuncture and Oriental Medicine suggested
that ‘‘professions such as physiotherapists and
others also recognize the efficacy of acupuncture
and are attempting to use acupuncture and
rename it as a physical therapy technique’’. What
distinguishes dry needling from traditional acupuncture is that it does not use the full range of
conventional TCM theories. Dry needling would
be most directly comparable to the use of Ah-Shi
points in acupuncture (Hong 2000). The hotly
debated distinction between dry needling and
acupuncture has become a controversy because
it relates to an issue of the scope of practice of
various professions.
The present author believes that it does not
really matter whether you are practising acupuncture or dry needling as long as the effects on the
patient are positive and are part of a structured
treatment programme. In his opinion, the patient
has to be at the centre of the treatment plan. If
time is not an issue, the therapist should use as
many skills as possible in order to optimize a
player’s return to fitness. All medicines have their
strengths and weaknesses, and one great benefit
of multiculturalism is the availability of other
medical systems. Western medicine offers excellent tools for diagnosis and surgery. Traditional
Chinese medicine also offers great tools for
diagnosis, as well as offering non-surgical and
non-pharmaceutical interventions for any health
issue. As long as the therapist has a thorough
understanding of the treatments being used, and
a good rationale for the use of these treatments
within the rehabilitation programme, then as
many as possible should be used in order to
expedite a return to full fitness.

Conclusion
In the present case study, dry needling and
acupuncture alongside traditional physiotherapy
modalities were effective in the treatment of
TrPs, which were causing pain and decreased
movement within the biceps femoris muscle of a
professional football player. The author recog 2014 Acupuncture Association of Chartered Physiotherapists

nized that this was a unique case in terms of both
the onset and timing of the injury. It must be
assumed that the remarkable initial improvement
was primarily the result of dry needling of TrPs.
However, the multifaceted approach adopted
makes it difficult to attribute the improved function and reduced VAS score to a single modality.
Further research is needed with larger sample
sizes to confirm the applicability of these results
to a wider population, and a follow up to review
the longer-term effects of these techniques is
necessary.
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Network analysis of acupuncture
points used in the treatment of
low back pain
Complex network analysis is being used more
frequently to examine the selection of acupuncture points for different symptoms. This research
paper by Lee et al. (2013) statistically analysed 53
papers (28 from Korea and 25 from around the
rest of the world) using acupuncture for the
treatment of low back pain (LBP). The 33 most
common points were included (frequency >5%)
in the study. The design used a bottom-up
approach, which may seem odd at first when
considering the holistic meridian approach of
acupuncture. The reason why the authors chose
this method was that it captures the modern
research procedure for analysing the common
acupuncture point patterns that are used to treat
LBP. As a result, this methodology includes a
range of practices that clinicians use in the
treatment of LBP, including the holistic
approach.
Unless you are a statistician or have a degree
in mathematics, there are few people whom
I believe would understand the equations
used by this research team. It is hard to
understand the representation of acupuncture
points as nodes/vertices and meridians as
edges/lines, but the graphs and illustrations
make the findings of the study much easier to
digest. Lee et al. (2013) subdivided points
into:
(1) local points, i.e. Bladder (BL) 22–27, BL31–
34, BL52, BL57 and Governor Vessel (GV)
3–4;
(2) distal points along the meridian, i.e. BL37,
BL40, BL60, BL62, Gall Bladder (GB) 30,
GB34, Stomach (ST) 36, Small Intestine (SI)
3 and SI6; and
(3) distal
points
based
on
symptom
differentiation, i.e. Large Intestine (LI) 4,
Kidney (KI) 3, KI7, KI10, Lung (LU) 8,
Spleen (SP) 2, SP3, SP9, Heart 8 and Liver
(LR) 3.
 2014 Acupuncture Association of Chartered Physiotherapists

This research study highlights frequently used
acupuncture points for LBP and how these are
used in combination with one another, and gives
a snapshot of the patterns and practices currently
reported in the available research on the treatment of LBP. It was not within the scope of the
paper to consider any specific symptom presentation since LBP is a broad area and often
involves radicular symptoms that may change a
clinician’s approach to point selection. Lee et al.
(2013) were unable to give details of therapeutic
effects or biomedical information, but hoped to
provide an insight into current framework being
used by those who select acupuncture points for
LBP.
With regard to my own practice, this paper
supports many of the local (i.e. BL23–28,
GV3–4, GB30 and BL54) and distal points (i.e.
LI4, LR3, BL37, BL40, BL60 and KI3) that I
frequently use for LBP. However, Lee et al.
(2013) did not report the use of Huatuojiaji
(Ex-B2), Xiajishu (Ex-B5) and Shiqizhui
(Ex-B8), local extra points that I also needle
for LBP.
This paper provides clinicians with a useful
summary of the acupuncture points that are
commonly used to treat LBP, and therefore,
would be a good reference to help guide you
towards broadening the range of points
employed when treating LBP. In the future, I
would consider: incorporating some of the
sacral points such as BL31–34; using pairings
of distal points such as BL40 and GB34, GB34
and ST36, and BL40 and BL60; and learning
more about the distal points around the hand
(i.e. LU8, SI3 and SI6), knee (i.e. KI10 and
SP9), calf (i.e. BL57), ankle (i.e. BL62 and
KI7) and foot (i.e. SP2 and SP3) described by
Lee et al. (2013).
Darren Base
Senior Occupational Health Physiotherapist
William Harvey Hospital
Ashford
Kent
UK
E-mail: dbase@nhs.net
111

Research reviews

Reference
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low back pain. Evidence-Based Complementary and Alternative
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A literature review of de qi in
clinical studies
De Qi is a sensation that can be experienced by
patients during acupuncture treatment that is
considered to add to the effectiveness of such
interventions. Following advancements in medical screening technology, we now have a better
understanding of the physiological processes
facilitated by needling. The achievement of De
Qi has been shown to elicit brain activity: the
greater its intensity, the greater the blood flow to
the cortical regions; and it is involved with the
activation of the descending inhibitory pathways.
A literature review of clinical studies of De Qi
published up to 2012 was undertaken in South
Korea by Park et al. (2013), who searched three
English databases (PubMed, The Cochrane
Library and ScienceDirect) and seven Korean
ones. The review focused on key elements of
De Qi, including measurement tools, the relationship between De Qi and acupuncture points,
stimulation and treatment effects, and attitudes
and opinions towards De Qi.
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Park et al. (2013) concluded that the current
literature evaluating De Qi is not sufficiently
adequate to allow clear conclusions to be
derived. They reported that the most commonly described sensations related to De Qi
were ‘‘heavy’’ and ‘‘numb’’, although many
others were also described. A few studies
showed specificity to acupuncture points, but
these varied from study to study and so no
clear conclusions were able to be drawn. However, many studies still demonstrated that
greater De Qi was elicited by real acupuncture
in comparison to sham. Park et al. (2013)
recommend that further studies should be
undertaken that employ more objective indices
and more rigorous methodologies.
Lesley Darlington
Senior Physiotherapist
William Harvey Hospital
Ashford
Kent
UK
E-mail: Lesley.darlington@nhs.net
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Book reviews

The Mystery of Pain
By Douglas Nelson
Singing Dragon, London, 2013, 224 pages,
paperback, £15.99
ISBN 978-1-84819-152-5
A central theme running through this book is
that, the greater our understanding of pain, the
more power we have to affect it positively.
Therefore, the text covers many aspects of discomfort, including how it is measured, and the
differences between acute and chronic pain, and
peripheral and central sensitization. There are
also individual chapters on placebos, phantom
limb pain, fibromyalgia and the value of social
support. The author uses many metaphors and
analogies to explain concepts such as allodynia
and the gate control theory, which makes The
Mystery of Pain more interesting to read.
The longest chapter is on ‘‘Fear and Pain’’,
which I found relevant to my role as a physiotherapist. The fear of movement, catastrophizing, hypervigilance and anxiety of some patients
is something to which we can all relate. This
book explains how these fears can intensify pain
sensations, and how, in our role as therapists, we
can lessen such feelings and restore a sense of
control. This, in turn, is a step towards decreasing pain and restoring function. This chapter also
describes how medical visualization techniques
such as magnetic resonance imaging can show
false positives and negatives, but I think that this
point would have been better made with the use
of illustrations.
Unfortunately, The Mystery of Pain doesn’t
cover acupuncture at all, and the only pharmacology mentioned is the use of propranolol
for post-traumatic stress disorder and amitriptyline to help patients with fibromyalgia to sleep.
There was also no mention of acceptance
and commitment therapy, or the process of
mindfulness.
In Chapter 2, ‘‘Alarms, Fires, and Alarms
without Fires’’, I found that some of the author’s
views contradicted my own. For instance, his
impression is that, in problems such as tennis
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elbow, ‘‘resting it often does nothing to help’’
(p. 26). Furthermore, in patients with low back
pain, he states that correcting shifts ‘‘will prove
disastrous’’ and that this ‘‘is not to be corrected;
it is to be heeded’’ (p. 28). Unfortunately, these
opinions are not referenced, and I suspect that it
would be interesting to debate this issue with
McKenzie therapists!
Chapter 11, ‘‘Trigger Points and Referred
Pain’’, was very relevant to me, and the author
does a good job of explaining what trigger points
are and how these refer sensations. He makes a
valid point when he argues that, since the source
of pain cannot be viewed with diagnostic technology, for many in healthcare, if it cannot be
seen, it does not exist. This is why pain presents
us with many challenges.
Overall, this book is simply written and easy to
read. It is generally aimed at clinicians who treat
patients with chronic pain, or those with a friend
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or family member suffering from pain who want
to provide more empathetic support.
I would recommend The Mystery of Pain to
physiotherapy students since it will give them
a basic grounding in this subject, and also
those with specific interests in pain and its
management.
Suzanne Brooks BSc(Hons)
Senior Physiotherapist
Solent NHS Trust
Rehabilitation Centre
Queen Alexandra Hospital
Cosham
Hampshire
UK
Eight Extraordinary Meridians – Qi Jing
Ba Mai: A Handbook for Clinical
Practice and Nei Dan Inner Meditation
By David Twicken
Singing Dragon, London, 2013, 240 pages,
paperback, £24.99
ISBN 978-1-84819-148-8
The eight extraordinary meridians are a traditional Chinese medicine (TCM) concept that
may not be too familiar to practitioners
of Western acupuncture. Eight Extraordinary
Meridians – Qi Jing Ba Mai: A Handbook for Clinical
Practice and Nei Dan Inner Meditation covers the
history of over 1000 years of Chinese medicine,
and looks at the channel system, the three-layer
theory, the concept of three ancestries and the
interaction between these hypotheses.
The eight extraordinary vessels may well be
the oldest energetic system of the body. The
original use of these meridians was most likely as
channels for Taoist alchemy, in which Qi, Jing
and Shen were circulated by meditative intention
for the purpose of self-cultivation. There is a
clear link between the eight vessels, qigong and
Nei Dan meditation. By the time of the Han
Dynasty, the use of the eight vessels for the
purposes of disease prevention began to be
integrated into the developing channel complex.
The eight extraordinary vessels are: Ren Mai,
Du Mai, Yin Qiao, Yang Qiao, Chong Mai, Dai
Mai, Yin Wei and Yang Wei.
Some of the fundamental qualities of these
channels are as follows: the extraordinary vessels
regulate and influence cycles of life; store,
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distribute and regulate vital substances; control
the 12 primary meridians; are closely related to
the kidneys, gall bladder and the Fu organs; and
have no associated organs.
The author discusses each of the eight extraordinary vessels in depth. Individual chapters are
devoted to each of the channels, and these
include full descriptions of the pathways and the
conditions that these could be used to treat.
Crucially, he explains treatment methods and
strategies, and provides eight case studies as
examples.
Nei Dan may well be a concept that is unfamiliar to readers, but the author offers an
in-depth explanation of this form of meditation
and the Chinese philosophy underlying it. He
then demonstrates how Nei Dan inner meditation can be incorporated into treatment using the
eight channels.
The author states that:
‘‘A unique insight of Chinese culture is that
the body–emotions–spirit is an inseparable
whole. It is for the practitioner to convert
physical pathology and conditions to their
corresponding emotional, psychological, and
spiritual qualities.’’ (p. 44)
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This is a fundamental concept that underlies
TCM practice.
Eight Extraordinary Meridians takes a complex
aspect of Chinese medicine, and gives a clear and
structured explanation of how it can be used in
practice. However, the concepts explained in the
book would not be easy to understand without a
thorough knowledge of TCM, and as such, it is
not be suitable for new practitioners. Nevertheless, for those of us who are more experienced in
TCM, this is a very interesting book and a good
introduction to Nei Dan meditation, as well as a
clear and in-depth study of the eight extraordinary vessels.
Rosemary Lillie
Proprietor
West Wimbledon Physiotherapy Clinic Ltd
London
UK
Tui Na: A Manual of Chinese Massage
Therapy
By Sarah Pritchard
Churchill Livingstone, Edinburgh, 2010,
200 pages, paperback + DVD-ROM, £42.99
ISBN 978-0-443-06903-1
This book will be of particular interest to physiotherapists who have maintained their massage
skills. The manipulation techniques used in TCM
are characteristically simple and forceful, but can
be applied relatively easily in the clinical setting.
The author describes these approaches
carefully, and Tui Na: A Manual of Chinese
Massage Therapy is accompanied by a fascinating
DVD-ROM that ensures correct practice. That
being said, I think that it would be a very good
thing for physiotherapists to study these in
conjunction with a practical training course in
order to give themselves real confidence. ‘‘Tips
for Practice’’ are highlighted in pink boxes
throughout the book, and these offer helpful
comments to reinforce both the text and the
excellent photographs.
Tui Na avoids being prescriptive, offering
instead the reasoning for and background to
Chinese massage therapy in order to enable a
sensible choice of technique to be made for each
individual condition. There have been other
books on this topic, of course. Lee & Whincup’s
(1983) Chinese Massage Therapy: A Handbook of
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Therapeutic Massage was very similar, but it is now
out of print, and while this text was very good on
clinical application, it did not have anything like
the range of beautiful photographs that fill
Pritchard’s book.
While Tui Na can stand alone simply as a
practical guide to this technique, a knowledge of
TCM would be very helpful. There is a very short
but vital introductory chapter offering some
ideas on not only the history and development of
Tui Na, but also, more importantly, on how
operators should prepare themselves and
look after their own bodies when applying this
vigorous but precise stimulus.
Pritchard describes the roots and development
of Tui Na and makes a good case for its
continued use in modern clinics. She is clear that
the technique is not meant to be used in isolation, but can be accompanied by other ancillary
therapies with a primarily mechanical action such
as Gua Sha and cupping. There are some really
helpful case studies that explain not only what
has been done, but also exactly why it was done
and how changes were made to the treatments.
To summarize, Tui Na presents a hands-on
adjunct to acupuncture that may be welcomed by
physiotherapists who are long used to working
with their hands. It would be useful to start by
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introducing just one or two simple techniques as
a different way of mobilizing tissues, perhaps
following one of the case histories.
Dr Val Hopwood FCSP
Retired Physiotherapist
Southampton
UK

Reference
Lee H. M. & Whincup G. (1983) Chinese Massage Therapy: A
Handbook of Therapeutic Massage. Routledge & Kegan Paul,
London.

Editors’ note: The above review was originally published
in the Spring 2011 edition of JAACP (pp. 110–111),
and has been reprinted with minor amendments because
we feel that it is very pertinent at the moment, following
Kevin Young’s workshop at Conference 2013, especially
since the text is now available as an e-book, priced
£35.83.
Pocket Handbook of Particularly
Effective Acupoints for Common
Conditions
By Guo Changqing Guoyan and Zhaiwei Liu
Naigang
Singing Dragon, London, 2013, 272 pages,
paperback, £13.99
ISBN 978-1-84819-120-4
The study of acupuncture points plays an essential part in the effective practice of acupuncture
treatment. The Pocket Handbook of Particularly
Eﬀective Acupuncture Points for Common Conditions
was written with the aim of introducing the
standard locations and indications of key acupuncture points that are effective in the treatment of different conditions, including
musculoskeletal pain and breathlessness. It is a
handily sized paperback book that could be kept
either at home or in the clinic as a useful
reference guide, to be dipped into quickly when
needed. The authors provide information on
acupuncture point location, needling technique,
and functions and indications for point use.
The book is divided into nine chapters: ‘‘Five
Shu Antique Points’’, ‘‘Yuan-Source Points’’,
‘‘Luo-Connecting Points’’, ‘‘Xi-Cleft Points’’,
‘‘Back-Shu Points’’, ‘‘Front-Mu Points’’, ‘‘Lower
He-Sea Points’’, ‘‘Eight Influence Points’’ and
‘‘Eight Confluence Points’’. Each of these is
helpfully colour-coded. However, an understand116

ing of the TCM approach to acupuncture gives
the reader a strong advantage because the lack of
an acupuncture point index would otherwise
impede quick and easy point identification.
Acupuncture point names are provided in
both Chinese and English. Clear information is
provided on how to accurately locate and needle
each of these, and on the application of moxibustion. The functions and indications of the
points are also clearly and succinctly stated. The
layout is logical and easy-to-use, and illustrations
that enhance the written content are used frequently throughout, allowing the reader to locate
points precisely.
The Pocket Handbook of Particularly Eﬀective
Acupuncture Points for Common Conditions provides
a useful pocket-sized reference tool for those
with a working knowledge of the TCM approach
to acupuncture treatment in the clinical setting,
and as such, would make a helpful addition to a
workplace or personal reference collection.
Katy Clay MSc
Extended Scope Physiotherapist in Trauma Management
Royal Liverpool University Hospital
Liverpool
UK
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Pain Relief with Trigger Point Self-Help
By Valerie DeLaune
Lotus Publishing, Chichester, 2011, 336 pages,
paperback, £19.99
ISBN 978-1905367252
Pain Relief with Trigger Point Self-Help is primarily
aimed at patients rather than clinicians. The
focus is very much on self-management using
easily accessible pieces of equipment, such as
tennis balls or towels.
The first part of the book describes the
physiology of trigger points and its relationship
with pain. The author provides practical information on minimizing the development of trigger points, including advice on posture, nutrition
and the medical causes of these hyperirritable
spots. This guidance is clear and easy to read,
even for those without medical training.
The author consistently gives descriptions of
self-help techniques and solutions to common
problems.
The second part is divided into colour-coded
sections relating to the areas where pain referral
occurs. The author covers trigger points
throughout the whole body, including those in
the head, stomach and perineum. Each muscle is
allocated a page that describes it, the common
causes and symptoms of trigger points, and
self-help treatment solutions. There are pictures
of the location of the muscle, trigger point
referral and where to apply pressure during the
use of self-help techniques.
As stated, Pain Relief with Trigger Point Self-Help
provides information about trigger points
throughout the whole body. It is very easy to use,
and has excellent pictures and descriptions on
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each page. Although this book is aimed at
patients, it is also a good quick reference guide
for any musculoskeletal practitioner. However,
those that have prior knowledge of trigger point
therapy may find the information too basic.
Annabel Cremin
Musculoskeletal Physiotherapist
Buckinghamshire Musculoskeletal Integrated Care
Service (MuSIC)
High Wycombe
Buckinghamshire
UK
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CPD Regional Event - Newcastle, NE1 5DH
th
11 July 2014
Cost: £85.00 Members £99 Non-Members
Tutors: Andrew Oliver, Steve Bailey, Jon Hobbs &
John Wood

Clinical Acupressure – Calne, SN11 9PR
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th
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Tutor: Paul Blacker
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th
12 July 2014, Stoke, ST4 6NW
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Tutor: Jon Hobs

AACP Acupuncture Foundation Course
5/6 Apr, 12/13 Apr & 31May/1Jun 14
Glyndwr, LL11 2AW
Cost: £495.00

AACP Acupuncture Foundation Course
5/6 Apr, 12/13 Apr & 24/25 May 14
Sittingbourne, ME10 4DT
Cost: £495.00

AACP Acupuncture Foundation Course
16/17/18 May & 27/28/29 Jun 14
Fife, KY12 0SU
Cost: £495.00

AACP Acupuncture Foundation Course
17/18 May, 24/25 May & 12/13 Jul 14
Mansfield, NG17 4JL
Cost: £495.00

AACP Acupuncture Foundation Course
23/24/25 May & 4/5/6 Jul 14
Buckden, PE19 5UY
Cost: £495.00

AACP Acupuncture Foundation Course
24/25 May, 31May/1Jun & 12/13 Jul 14
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Cost: £495.00

AACP Acupuncture Foundation Course
31May/1Jun, 7/8 Jun & 19/20 Jul 14
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Cost: £495.00

AACP Acupuncture Foundation Course
28/29 Jun, 5/6 Jul & 16/17 Aug 14
St Albans, NW5 1QY
Cost: £495.00

AACP Acupuncture Foundation Course
8/9/10 Sep & 20/21/22 Oct 14
Leamington Spa, CV32 6RG
Cost: £495.00

AACP Acupuncture Foundation Course
13/14 Sep, 20/21 Sep & 1 /2 Nov 14
Darlington, DL1 4PL
Cost: £495.00

For further information or to book a place please contact Sarah Brand on
01733 390044 or email courses@aacp.uk.com
Alternatively you can book online at www.aacp.org.uk/find-a-training-course
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Product review: book or e-book?

Amazon Kindle
Amazon.com, Seattle, WA, £69.00
(Wi-Fi, 6 e-ink display)
www.amazon.co.uk

An electronic book (e-book) reader, also known
as an e-book device or e-reader, might be an
ideal way to read your favourite novel, but is this
electronic format any good for physiotherapy or
acupuncture textbooks? In this product review, I
will weigh up the pros and cons of abandoning
paper for pixels!
You can read an e-book on a number of
devices such as a personal computer, tablet,
smartphone or e-reader. The obvious benefit of
this electronic format is that a large volume of
data can be stored, and this information is
extremely portable and readily available when
you need it, whether this is in the clinic or when
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travelling. From a purely manual handling point
of view, physiotherapists should be in favour of
these devices, but many of us are resistant to new
technology and might not consider this as a
better option.
A number of e-readers are available, and one
of the most popular is the Amazon Kindle. This
device uses e-ink and has a matt screen that
provides a similar experience to reading a paper
book. You can read e-ink in bright sunlight
(great for the beach!), and it is supposed to be
easier on the eyes than a tablet computer since
there is no glare. Unlike a tablet, you can read
e-books on the Kindle in any position without
losing quality, and the battery is supposed to last
for 1 month. If you do not own one, you can
download e-reader and Kindle apps to a tablet or
smartphone to allow you to read books with all
the benefits of a device such as this. The only
downside is that you will have the problem of
glare, but this is probably not an issue when
reading in the clinical setting.
So why might you choose to purchase an
e-book rather than a paper one? E-books are fast
to download, which is great if you need the
information that day. You can change the font to
suit your eyes, although this loses some aspects
of the book, such as the intended layout. You
can also change the background to black with
white writing, which can be easier to read for
people with certain eye conditions because of the
sharper contrast.
What about the benefits of paper books over
electronic ones? Textbooks are great for flicking
through, and it is not possible to do this with an
e-reader. An e-book always starts on the first
page, although you can skip to chapters through
the table of contents. On the other hand,
e-readers have a search engine option that might
help you to find a reference more quickly than
with a paper textbook if you are writing an
article. However, the pages on an e-book are not
numbered, which can make it hard to cite a
reference. E-books are not always cheaper than
hard copies, and unlike a paper book, you can’t
lend it to a friend or colleague. Most importantly,
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if you drop an e-reader, you won’t lose your
page, but you may break the device!
When I was studying, I found it helpful to
highlight relevant sections with pens, mark pages
with Post-its and write notes in the margins of
my textbooks. It is also possible to add annotations, highlight sections of text and bookmark
pages using an e-reader, but it definitely takes
longer than when you do this on paper. The
advantage of making a note with an e-reader is
that you can delete or change it. However, digital
notes and highlighting lack a personal feel: when
I look back at my physiotherapy textbooks, my
own notes make each one unique to me. I use
some of my textbooks like folders or scrapbooks, and store articles to reference in the
future between the covers.
I compared a popular acupuncture point
manual in both its electronic and paper formats
in order to get a feel for which I would prefer
using. I was surprised to find that the search
engine option made it quicker to look up points
in the electronic version than in the paper one.
The e-book could be viewed on my phone,
making it much more accessible in the clinic.
The diagrams were clear in both versions. Therefore, I would use the electronic version of an
acupuncture point manual at work.
I also reviewed an acupuncture theory book
on both formats, but this time, I found that I
preferred the paper version because it was easier
to flick back to sections that I wanted to read
again. I also preferred to feel how far I had read
through the book. Although an e-reader tells you
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what percentage of the text you have read, I like
to judge my progress by thickness!
In order to gain a broader view, I searched
online to get a feel for how others view the issue
of paper textbooks versus e-books, and discovered that it is certainly an emotive and popular
topic to write about! One review listed the things
you cannot you do with an e-reader, such as
prop up a wonky book case or squash a fly (we
have all done it!). . . Another commentator complained that buying a Kindle meant that they had
to store yet another charger in the drawer.
Aside from academic texts, books are great
presents, but do e-books compare? Probably not,
I would argue. You are unlikely to remember
who bought you an e-book in 10 years’ time, but
a paper one may contain a message from a friend
or relative. And what would we put on our
bookshelves if we no longer owned printed
matter? Most of us appreciate that new books
have a particular smell, as old ones do too, and
for some of us, this is an integral part of the
reading experience. How many books do we
need to carry when we are on the train or at
work? Future generations may be conditioned to
prefer the electronic format, but those of us who
are older may not feel ready to make this change.
There is probably a place for both formats, and I
hope that you would be entitled to the electronic
version in the future if you have purchased the
hard copy.
Helen Oakes
Clinical Editor
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News from the front

Interviews with Mike Cummings
and Frauke Musial
During the AACP Annual Conference at
Wokefield Park near Reading on 18–19 May
2013, I interviewed Dr Mike Cummings (Fig. 1),
Medical Director of the British Medical Acupuncture Society, and Dr Frauke Musial (Fig. 2),
head of the research unit at the National
Research Centre in Complementary and Alternative Medicine at the University of Tromsø,
Tromsø, Norway.
Both speakers made fascinating presentations at
the meeting, and I was keen to discuss their
different approaches to the thorny topic of research into acupuncture. Frauke feels that we
should first understand the mechanisms behind
the efficacy of acupuncture. In contrast, Mike
believes that we need to continue with randomized
controlled trials (RCTs), but accept that sham
acupuncture is not actually a sham. He also argues
that we can then gain more acceptance of acupuncture in clinical practice by producing research.

Figure 1. Dr Mike Cummings.
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I would like to thank them both for allowing
me to conduct these interviews.
Rosemary Lillie
News Editor
Mike Cummings
Rosemary Lillie: We still seem to have a problem
with certain members of the medical profession being
dismissive of acupuncture because we cannot produce
conclusive RCTs.
Mike Cummings: Well, we have produced
RCTs (e.g. Vickers et al. 2012). Using individual
patient data meta-analysis that no one can have
any argument with, it is absolutely clear that, in
various chronic pain settings, acupuncture is statistically superior to sham, although some people
try to explain it away as bias. Andrew Vickers and
his colleagues (Vickers et al. 2012) showed that, at
the highest level of evidence, the effects are
clinically significant against usual care. This is
where you should judge clinical significance
against other things that are used in clinical
practice. Our problem is that people look at the
difference over sham and they judge that against
clinical significance. The difference between sham
and real acupuncture is not of any clinical relevance at all because we do not use sham in
clinical practice. Randomized controlled trials
include things that don’t occur in real life, such as
the Hawthorne effect.* Critics are not so happy at
looking at the size of that effect, even though it is
significantly better than conventional care, so it is
an odd argument. For example, take the National
Institute for Health and Clinical Excellence
(NICE) [now the National Institute for Health
and Care Excellence] headache guidance – the
lunacy of it is that NICE have recommended
*The Hawthorne or observer effect refers to the tendency
of some individuals to work harder and perform better
when they are participating in an experiment. People may
change their behaviour because of the attention that they
are receiving from researchers rather than as a result of any
manipulation of independent variables. The effect was first
described in the 1950s by researcher Henry A. Landsberger
during his analysis of experiments conducted during the
1920s and 1930s at the Western Electric Company’s
Hawthorne Works in Cicero, IL, USA.
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topiramate or propanolol above acupuncture for
prophylaxis of migraine headaches because, when
compared to the relevant placebo – which for
acupuncture is sham acupuncture – the effect
difference between real and placebo is twice as big
for topiramate than it is for acupuncture! However, they ludicrously overlook the fact that sham
acupuncture is actually better than real topiramate, so the baseline that they are measuring
acupuncture against is already better than the best
drug that they are recommending. But NICE
have procedures to exclude bias and be fair to all
interventions. . . It is not deliberate, but it is just
unfortunate for acupuncture practitioners, and it
is a slow process to make them look at it in the
way we want.
R.L.: How do you think we can influence NICE to
look at acupuncture in a diﬀerent light then?
M.C.: We can’t, we just have to do more
research. However, the good news is that acupuncture is recommended for migraine prophylaxis, which I was not expecting from NICE
because there is very little difference between real
and sham acupuncture. The only difference in
Andrew Vickers’ paper (Vickers et al. 2012) is
that he has included other types of headache. So
in migraine, there is no significant difference
between acupuncture and sham, but the effect of
sham in migraine is enormous. The responder
rate is over 50%.
R.L.: How you would counter the anti-acupuncture
argument that it is all placebo eﬀect?
M.C.: I would say you need to stand back and
be sensible about the size of the effect. You
cannot have a placebo that is twice as good as
conventional care and ignore it. In the GERAC
[German Acupuncture] trials (Haake et al. 2007),
the difference between real or sham acupuncture
was small, but the effect of both was twice as
much as guideline-based conventional care.
R.L.: Do you think that practitioners of conventional
care are threatened by a study that shows that acupuncture
is better than conventional care?
M.C.: I think that acupuncture does not appear
on that horizon in the real world, but it is more
of a prospect as more patients are demanding it.
There are good little bits [of evidence] around,
and having positive NICE guidelines is great
because this will allow more provision, and
therefore, more evaluation in the real world,
which is ultimately what we want. Finance is
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going to push things as well, and people are
starting to be more worried about money than
about difference over sham. Therefore, if you
can look at cost savings, you can look at the best
interventions with the least side effects, and of
course, the drug budget in the National Health
Service is enormous. So if you can suggest that
the use of drugs will decrease, then this will be
less costly and there will be less side effects. Now
we are seeing that the long-term effects of
non-steroidal anti-inflammatory drugs are starting to build, and we don’t want our population
on these. I would say that paracetamol has some
question marks over it – we are prescribing 4 mg
per day without hesitation and there are some
questions about this. Although NICE recommend it because it is cheap, paracetamol is not
very effective, and most people are not very
happy with it. Acupuncture is probably better
than paracetamol, but a head-to-head study of
acupuncture versus paracetamol has never been
done. We need to seriously embrace group
clinics – efficient treatment – not one-to-one
appointments. There is a massive unmet need in
the field of musculoskeletal pain. We need to
innovate – we need group clinics, we need
patients to self-treat to top up therapy. We still
need to apply some treatments by trained professionals, but the unmet need is massive and we
can’t service it in a one-to-one setting, which is
too expensive. Empowering patients is very
important. I have a patient whom I have taught
to self-treat with electroacupuncture (EA). She
has a serious rheumatological complaint, but has
not had a relapse since we started acupuncture,
which was not what I expected. I was just trying
to treat her pain and reduce her medication, but
she is now off all disease-modifying drugs. I can’t
believe it! I am wondering if it is the acupuncture
or if it is just lucky timing, but it is a hugely
important result for her. I had to teach her
because I cannot treat her regularly enough. She
needs acupuncture once or twice a week, but this
is a simple intervention with huge potential. Of
course, more pragmatic research is needed. It is a
slow process, but in my time, it has gone from
one or two systematic reviews and a lot of
negativity from academic pain clinicians to the
vast majority of general practitioners in primary
care being very accepting and open to acupuncture. There are still a few diehard sceptics, but
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they are much fewer now; however, they are
quite vocal and they blog. There is an anonymous blogger who says Andrew Vickers (Vickers
et al. 2012) should go on a course on statistics. . .
This is laughable because Andrew knows more
about statistics than the rest of us put together.
R.L.: Unfortunately, it is out there in the blogosphere. . .
M.C.: Yes, and it winds us up, but it is funny
because, if he met Andrew Vickers, his arguments would be destroyed because Andrew is a
very bright guy.
R.L.: It is a new type of research, the type that we have
been crying out for as acupuncturists.
M.C.: We need the clinical reviews because these
are what the big decisions are based on, and that
is great because now we have the data. It may
not help us to decide what treatments we use,
but it should be helpful when commissioners
make decisions. The problem is interpretation –
it is a hearts-and-minds thing. You look at that
data and say, ‘‘OK, we have met the mark, now
we just have to determine how costly it is.’’ That
should be where you go from here, but if you
take a sceptical, negative perspective, then you
will pick holes in the size of the effect – ‘‘Well,
that effect is too small. It might be bias, it might
be all placebo.’’
R.L.: But can’t we turn that argument on its head by
saying that sham acupuncture is hugely better than the
drugs?
M.C.: Well, yes, but they did do that comparison, of course, by doing a network analysis, and
then they did a comparison between things that
have not been compared before. The advantage
of migraine is that everyone uses the same
outcomes, so you can read across these with a
degree of confidence to what would happen in
the real world. Acupuncture versus topiramate
has actually been studied in a small trial (Yang
et al. 2011). We know that NICE did not allow
direct comparisons when they looked at that.
They felt it was not fair on the drugs to allow a
direct comparison because the placebo effect of
acupuncture is so big. We cannot be sure what
causes the effect in the sham group. It is a big
effect, and pragmatically, we should say, ‘‘That is
a big effect, let’s use it. It is quite effective
compared to other things.’’ But you worry about
how much that effect is going to survive in the
real world. Of course, we don’t use sham in the
real world. . .
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R.L.: Should we return to the eternal quest of finding the
right sham to use with acupuncture?
M.C.: No, we should stop doing that, it is not
serving us well. It is actually a form of acupuncture, and we know that the reason we have sham
is because the funders insist that we have it. You
will not get funding if you don’t, but do we
agonize as to how to do the worst possible sham,
the least effective? In practice, we do not use
sham. If we did, we would probably be surprised
at how effective it is. I did once use it for a
headache. After a big study (Linde et al. 2005)
showed no difference at all, I thought I would
use minimal needling on points, and on this one
particular patient, it made no difference at all
when I put the needles in properly on the fourth
session. At follow-up after 8 years, she had not
had another migraine. This was someone who
had been on several drugs. Fairly convincing –
long history, extensive drug use, headache diary,
and then an absolute stop when I put the needles
in properly and used trigger points. She had had
one or two little headaches, but no migraines
apart from one at the end of that year. I stopped
treating her regularly every 8 weeks, and then
rang her up after a few years. She sent me her
headache diary, which showed nothing much on
it. So in that case, it looks like whatever unstable
brain activity there had been in the sensory
nucleus had perhaps been reset a little bit.
Andrew Vickers showed the long-term effects
one year after a short intervention in one of his
trials (Vickers et al. 2012). I think this is not so
much to do with acupuncture, but rather, the
underlying condition – migraine may be special
in that regard.
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Frauke Musial
Rosemary Lillie: What plans do you have for future
research projects?
Frauke Musial: In our laboratory at Tromsø,
we are trying to establish the Quantitative
Sensory Testing (QST) battery, and so far, we
have only carried out a small group of pilot
studies. We plan to compare massage therapy to
several other manual therapy interventions, and
look at whether they differentiate with regard to
QST subtests. The QST subtests describe different sensory channels, which will basically give
you information about the fibre type and the
pathways to the brain. Our hypothesis is that the
subjective improvement in the pain syndrome
will probably be the same in many of these
interventions, but it is very likely that some use
different pathways. We anticipate this will take us
many years, but it will help to individualize these
therapies for patients. The more we know which
pathways are used, the more we will probably be
able to predict which kind of patient, or which
type of pain phenotype, would benefit the most
from which type of intervention.
R.L.: In clinical practice, we usually combine modalities
of treatment. How will your research help us?
F.M.: I think that our research will help clinical
practice. For example, if you look at the findings
of thermotherapy as an intervention, these are
very different from [those for] all the cupping
interventions, and in most traditional systems,
these are combined. Manual intervention that
only uses a mechanical stimulation is very often
combined with thermal therapy. This makes a lot
of sense because manual therapy and thermal
therapy use two different pathways, and you
would then optimize the therapy.

Figure 2. Dr Frauke Musial.
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R.L.: A combined treatment might consist of acupuncture and infrared heat?
F.M.: This makes a lot of sense because you will
have some local mechanical changes since heat
will increase blood flow to the tissue, which
enhances acupuncture treatment. You might
facilitate the needling, but we do not really know
the acupuncture pathways. There have been a lot
of discussions about the pathways that acupuncture uses, but we do know that thermotherapy
uses a specific pathway. Even if acupuncture
involves several different pathways, these will be
in addition to the one that thermotherapy uses.
Therefore, our research demonstrates that combining different modalities that use different
pathways is both efficient and effective.
R.L.: Do you think that the time will come when a
patient will present with their problem and you will be
able predict the best treatment?
F.M.: I am not sure if I will live to see that, but
that would be the ultimate goal of the research
programme.
R.L.: We like to think of our treatments as very
individual. Do you think that your research will negate
our personal expertise?
F.M.: This would only be true if there were a
difference between your individual assessment
and the scientific one. However, it may confirm
what you have been saying all along, that patients
are very individual and they should be addressed
differently. If a patient comes to you in 10 years’
time with a specific recommendation that is
different from your individualized assessment,
then this could be a problem. However, it is quite
unlikely that you would do a laboratory diagnostic
set-up that takes 2–3 h before a patient gets sent
to physiotherapy. I think that is probably not
justifiable with regard to cost. What is happening
in some European countries is a tendency to go
for a very standardized physiotherapy recommendation, if it is paid for, and this is not individualized at all. What we already know from research is
that that is not the optimum approach, and the
individualized approach that combines different
techniques is much more appropriate. There is
actually research to support the argument that
practitioners may intuitively do the right thing
with a very individualized assessment. Maybe in
the future, if we know a little bit more about this,
there will be more focus on education for the
practitioner, and this would probably be the
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optimum thing to do. There is support from
genetics for a more individualized approach
because there is scientific evidence that different
patients have different pain genotypes. For
example, in chronic low back pain, they have
different markers, and some of these patients are
more prone to pain, which would suggest that an
individualized approach to treatment would be
best.
R.L.: Do you think then that we have a problem with
using RCTs to evaluate acupuncture?
F.M.: I think we need to do RCTs. If we do
research, we have to use established research
methodologies, but an RCT is based on the
assumption that you know the mechanism of
action. You can do a very good RCT when you
know the mechanism. In principle, RCTs are
needed, but right now, it is too early to do that.
The problem with many complementary and
alternative medicine disciplines that have been
practised for thousands of years, like acupuncture, is that these are used in clinical practice with
good effect, but we do not know the mechanisms of the underlying physiology. As long as
we don’t know that, I believe it would be
extremely difficult to set up an RCT in acupuncture. So my recommendation – if I had the
money and were able to develop a very global
research plan – is to go back to the mechanisms.
When we have understood these, then we could
design really good RCTs because then we can
predict the outcome. As long as we do not have
the clinical knowledge, we have to do pragmatic
trials because there is a difference between clinical evidence that shows that the whole treatment
setting may be efficient or not, and evidence that
relates to mechanisms. With acupuncture, we do
not have a lot of mechanistic evidence, but we
do have a lot of clinical evidence, so as long as
we do not know the pathways, it is difficult to
design RCTs, but better to go for pragmatic
trials.
R.L.: So that puts us in a diﬃcult position because
RCTs are required by NICE for a recommendation to
be made.
F.M.: I think you could still do an RCT – if
acupuncture was compared to other gold
standards – because that would be a noninferiority trial, but the explicit call for a sham/
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placebo control, that is a very difficult thing to
do. If there were an explicit call for a control
condition, that is justifiable, but that is a different
thing. For acupuncture trials, sham acupuncture
cannot work, but you could do an RCT comparing acupuncture to other gold standards, or
compare acupuncture to another intervention
that involves no touching (e.g. a psychological
intervention). So it is not the RCT that is
difficult, it is the call for a placebo.
R.L.: Could an example of this be the Sangdee et al.
(2002) paper?
F.M.: The problem with that trial was that it
used EA, which is much stronger than manual
acupuncture, so this was not comparable to true
acupuncture. Again, maybe we are using different
pathways for EA. So to return to my earlier
point, we need to know the pathways before we
look at the effects of acupuncture treatment.
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Call for book reviewers
Would you like to enhance your continuing professional development with something different?
Then your journal needs you!
We want to hear from members who would
like to read and review textbooks relevant to
acupuncture physiotherapy. The work required is
not onerous, and you get to read and then keep
interesting new publications. All you have to do
is write a brief review of a book for publication
in JAACP. No previous experience is required
because the reviews are all edited before
publication. We are also happy to give you
feedback and advice. All you need is interest and
enthusiasm, and the ability to meet to generous
deadlines (plenty of time is allocated).
Please get in touch with me if you would
like to get involved (e-mail: melanie.hunter1
@ntlworld.com).
Melanie Hunter
Book Review 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
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(3-cm) margins and the pages should be numbered consecutively. Articles should be a maximum of 7500 words (excluding the abstract,
references and tables).
Papers should be arranged as follows:
Title
The title of the article should be in sentence case,
bold and ranged left, as in the main title above:
note that there is no full stop and no underlining.
The author’s name(s) and institutional affiliation(s) should run consecutively below the title.
Again, there are no full stops.
Abstract
A summary of not more than 250 words outlining the purpose, scope and conclusions of the
paper should be submitted. This should be
followed by a minimum of three and a maximum
of five keywords that best represent the contents.
Text
The layout of the Journal is that the main heading
of each section is in sentence case and bold.
Notice that, again, there are no full stops and no
underlining.
The first paragraph is left-justified; subsequent
paragraphs in the same section are indented, as is
this part of the guidelines. When including diagrams and photographs, these should be numbered in the order in which they appear in the
text, and should be submitted in separate files
(do not embed images in the text). Any figure
captions should be left-justified and run after the
author’s biography at the end of the text. Any
tables should come after the figure legends, if
there are any. Please indicate placement in the
text (e.g. ‘‘Fig. 1’’ and ‘‘Table 1’’). All figures and
tables must be referred to in the text.
When using numbers in the text, these should
be written out in words up to and including nine
unless these are measurements, numbers in
tables or units of time. Always use the International System of Units (SI).
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Clinical papers: referencing
All clinical papers must be fully referenced and
the citations verified by the author. No exceptions will be made. The reference list must be
arranged alphabetically by the name of the first
author or editor, following the Harvard style. In
the text, give the author(s) and date of publication in brackets (e.g. ‘‘Smith 1998’’), or if the
main author’s name is part of a sentence, then
only the year is in brackets [e.g. ‘‘as described by
Smith (1998)’’]. For more than one author,
reference can be made in the text to ‘‘Smith et al.
(1998)’’ (note the italics). However, when writing the reference list, the convention is as follows: for up to five authors, write all the authors’
names; for six or more authors, write the first
three authors’ names, followed by ‘‘et al.’’
For journals, give the author’s surname and
initials, the year of publication, the title of the
paper, the full name of the journal, the volume
number, the issue number in brackets, and the
first and last page numbers of the article (note
the correct use of italic, bold, commas and full
stops):
Ceccherelli F., Rigoni M. T., Gagliardi G. & Ruzzante L.
(2002) Comparison of superficial and deep acupuncture
in the treatment of lumbar myofascial pain: a doubleblind randomized controlled study. Clinical Journal of Pain
18 (3), 149–153.

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

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

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

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

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

General points to note

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

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