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Welcome to the Autumn 2014 edition of the
Journal of the Acupuncture Association of Chartered
Physiotherapists.
One theme emerging from this issue is that
physiotherapists are not just using acupuncture
as a pain relief modality. This is highlighted by
Felicity Anderson’s case report, which describes
the treatment of scar tissue resulting from
surgery to release Dupuytren’s contracture (pp.
73–78). Many patients seeking physiotherapy
will have scars following an injury or surgery,
and this may contribute to ongoing pain, restriction in movement and altered movement patterns. Treating scar tissue is always a challenge
because it continually remodels itself for many
months or even years after an injury. Physiotherapists normally employ a combination of
electrotherapy, tape, exercise and manual
therapy to target scarring. Using acupuncture
alongside these conventional forms of treatment could be beneficial; however, at this stage,
there is little clinical research to support it.
At the cellular level, research by Helene Langevin and her team may provide some insight
into the mechanism by which acupuncture
could work to influence fibroblast activity (Langevin et al. 2013). At this year’s AACP Conference, I had the pleasure of listening to Professor
Langevin present her research to date and outline future studies that are in the pipeline. A
short report on her lecture is included in this
edition (pp. 98–99).
I continue to be extremely impressed with the
range of material that is submitted to JAACP, as
well as how much unpaid time clinicians spend
in order to share their research and clinical
experience. It is sometimes hard to justify unpaid work, but the rewards can be significant
both personally and professionally. Many of us
do not reflect on how we divide our time during
the week. On average, most full-time physiotherapists work 37.5 h a week, while some have
extra on-call work and others private patients.
Some may work less hours as a physiotherapist,
but wear many other hats, such as being a
parent, volunteering to help at a sports club or
sitting on a fundraising committee, to name just
a few! Some work voluntarily in a physiotherapy
capacity, helping to run professional network
5
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groups, or linking up with patient groups or
charities. We often think that we are too busy to
commit more time, but consider the famous
quote by Benjamin Franklin: ‘‘If you want something done, ask a busy person.’’ (Now that’s
where I am going wrong!) I would urge you to
read about Elizabeth Slee’s experience of
attending an all-party parliamentary group
meeting reviewing headache disorders (pp. 79–
83). If you hear about such events and think
that it is important that physiotherapists should
have their voices heard, then please contact
AACP.
On a personal note, I have just completed a
small acupuncture pilot at work. This was a
randomized controlled trial (RCT) comparing
group acupuncture with one-to-one treatment
for patients with low back pain (LBP). The
research was funded by a National Health
Service (NHS) trust internal project grant
scheme. Running an RCT provides an interesting insight into the limitations of this type of
research methodology, and why we don’t always
get the results that we expect. We know that
patients report that the treatment is beneficial on
a day-to-day basis, but sometimes the data collected paint a different picture. The initial results
of the shoulder study by Jeremy Lewis, which
were presented at this year’s AACP Conference
(pp. 94–95), are a good example of this
scenario.
The patients in my acupuncture study were all
suffering from persistent LBP, and most of them
were seeking physiotherapy because there were
no other treatment options. They were desperate
to improve their quality of life and function, and
to reduce their level of pain. The aims of my trial
were to find out whether limited NHS resources
could be utilized better by treating patients in a
group, and if the outcomes were comparable to
one-to-one treatment. Throughout the process, I
discovered that, compared with day-to-day treatment, RCTs are frustrating to run: variables can’t
be controlled; and persistent LBP has an uneven
course because so many factors affect the pathway. You come to the end of a project knowing
that many patients have benefitted and have
reported that they have done so, but the data do
not always reflect this. On a subjective level, a
large number of patients found that they improved with treatment, but not always in the way
6

that I had expected. This has led me to reflect
that more qualitative research should be undertaken before carrying out RCTs in order to find
out not just what we think we should be looking
for, but also to discover what we didn’t know we
needed to investigate!
For example, an acupuncture treatment aimed
at reducing pain might actually lower anxiety, and
this could improve movement, which aids recovery. Alternatively, the treatment might improve
sleep quality or well-being. These are all positive
effects that could actually be more valuable to
the patient. A qualitative research project might
involve focus groups or semi-structured interviews. The data collected would be analysed to
see if themes emerge, and this type of insight
into the patient’s experience of acupuncture
combined with physiotherapy would be extremely valuable. Once we know more about the
therapeutic benefits, then optimal outcome
measures can used.
However, it is not just about being aware of
the benefits of a treatment, but also understanding the condition. Persistent LBP is challenging
to manage, and education is a key component of
any physiotherapy treatment programme. Pacing
activity is essential to avoid any excessive flareup of pain, so that the patient is able to function
at a similar level on a daily basis, rather than
having one good day and three bad ones. If this
is a goal with treatment, then maybe this should
be measured as a treatment outcome, i.e. we
should look at whether activity and pain levels
remain steady instead of spiking.
We know from our everyday clinical practice
that many patients respond well to acupuncture
and that this treatment aids rehabilitation. However, this case-by-case evidence is not good
enough for the bodies that recommend treatment, such as the National Institute for Health
and Care Excellence. This is why I think that we
might need to take a step back in order to move
forward. We should get to grips with all the
benefits of acupuncture and those that are
important to our patients, i.e. the reasons why
they ask to receive more treatment. We can then
use this knowledge to run RCTs. We also need
to think about how the natural course of the
condition presents without treatment, and see
whether we make any positive difference to this
pattern. Perhaps we should not look at the
 2014 Acupuncture Association of Chartered Physiotherapists
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outcome at the last treatment, or 6 weeks or
6 months later, but in the case of a life-long
condition such as persistent back pain, take a
different view. Many clinicians think that persistent back pain should be managed like any
long-term chronic condition such as diabetes.
We expect that patients will have relapses, but it
is how patients manage these setbacks that
might make a difference.

 2014 Acupuncture Association of Chartered Physiotherapists

Now I just need to find the time to write up
my study!
Helen Oakes
Clinical Editor

Reference
Langevin H., Fujita T., Bouffard N., et al. (2013) Fibroblast
cytoskeletal remodeling induced by tissue stretch involves ATP signalling. Journal of Cellular Physiology 228
(9), 1922–1926.
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Chairman’s report
Welcome to the Autumn edition of JAACP. I
must say, I think our journal is getting better
with every issue, and it is lovely to see so many
members contributing to it. The ongoing success
of JAACP is made possible by the dedication
and determination of our Journal Subcommittee.
I’d like to thank them all for doing an excellent
job, and for their continuing commitment.
As I highlighted in our Summer newsletter
(Dascanio 2014), we have included a activity in
this edition to allow members to gain an hour of
continuing professional development (CPD) by
reviewing one of the articles, and then completing an online interactive quiz (www.aacp.org.uk).
I am very excited that we are able to offer this
opportunity, which will allow us all to gain CPD
hours at no extra cost to the membership. I look
forward to this becoming a regular feature of
JAACP, and receiving your feedback on this
initiative. I also look forward to further developments for our journal, and I hope that you, our
members, enjoy reading it as much as I do. We’d
love to hear your views: if you think that it’s
great, do let us know; or if there are things that
you believe could improve it, please share your
ideas with us so that we can make it even better
for you (e-mail: manager@aacp.uk.com).
We are still enjoying AACP’s thirtieth anniversary, and our birthday celebrations were very well
received at Conference. Though ill health prevented Neville Greaves, the Association’s very
first chairman, from attending, it was great to
have him open our meeting via a video link. He
reminisced about the early days, and the difficulties encountered when starting up our Association. Neville was pleasantly surprised to hear
that we are now a team of over 6000.
Thirty years is quite an achievement, and to
mark the occasion, AACP awarded three fellowships for the first time. I think this is a really
special award for the Association to offer as a
way of saying thank you to those who have
contributed to it. We will intend to award further
fellowships at next year’s Conference, and if you
would like to nominate an individual whom you
feel deserves a fellowship, please do send your
 2014 Acupuncture Association of Chartered Physiotherapists

nomination and your reasons for it to AACP
Chief Executive Officer (CEO) Caspar van
Dongen (e-mail: ceo@aacp.uk.com).
This year, the first fellowship was awarded to
original chairman Neville Greaves for the courage and commitment he showed by taking on the
role, and developing the Association from very
humble beginnings (Fig. 1). The second was
awarded to Paul Battersby for his selfless and
persistent commitment to developing educational programmes and courses for AACP members (Fig. 2). Finally, the third fellowship was
awarded to George Chia for his long-term service and commitment to the Association (Fig. 3).
All three awards are truly deserved. I very much
hope that the fellowship awards will allow AACP
to say thank you and show its appreciation to
those who have gone above and beyond the call
of duty to support our membership by enabling
them to practice acupuncture as an integral part
of their physiotherapy practice.
We had a fantastic line-up of speakers at this
year’s Conference. You can read about each
lecture in this edition (pp. 93–104), and I hope
that these reports will whet your appetite to

Figure 1. Jenny Wigram (left) accepting an AACP
fellowship from Vivienne Dascanio (right) on behalf of
Neville Greaves.
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Figure 2. Paul Battersby (left) accepting his AACP
fellowship from Vivienne Dascanio (right).

attend Conference 2015. It was lovely to see
Helene Langevin, the Association’s president,
blow out our birthday candles at this year’s
Conference dinner while we all sang ‘‘Happy
Birthday, AACP’’. Helene has agreed to remain
AACP president, which is excellent news. We are
very lucky to have her ongoing commitment.
Saturday evening was rounded off with Arrival,
an excellent ABBA tribute band, who kept the
dance floor full all night. It was a great party to
mark such an outstanding achievement for the
Association, and it was an absolute pleasure for

Figure 3. George Chia (right) accepting his AACP
fellowship from Vivienne Dascanio (left).
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me, as chairman, to be part of AACP’s celebratory year.
As you will have seen advertised, we are also
hosting a Scottish conference to further mark
our thirtieth birthday this year. We aim to make
this a regular event, so do come along. It will be
an excellent day, and I hope to meet many new
and old members there. The Scottish conference
will be held on 7 November 2014, and
further details are available on our website
(www.aacp.org.uk/scottish-conference/scottishconference-2014-sub).
Our quest to support you continues as always.
We attended the Houses of Parliament twice in
the first 6 months of this year, and contributed
to the development of a parliamentary report
advising on headaches provision in the National
Health Service. It was great to fly the flag for
physiotherapists who practise acupuncture, and
there is more information about these meetings
and the report elsewhere in this edition
(pp. 79–83, 85–89).
We are also continuing to engage with the
National Institute for Health and Care Excellence (NICE), lobbying it to continue to recognize the value of acupuncture as part of
physiotherapy. We will be attending a meeting
with their CEO in November 2014, and are also
working with other acupuncture organizations to
promote it as a treatment. If you would like to
get involved and attend any NICE scoping
events relevant to your area of speciality, then
please do get in touch with us. We really value
member participation at these events.
In addition to this, we have also been lobbying
the Welsh Government to get it to recognize the
professionalism and expertise of AACP members, and we hope to see a positive outcome
from their reform. Further information about
this is available on our website or from our
CEO.
Work continues on the development of
further CPD courses for our membership,
and thanks to Paul Battersby, advanced acupuncture modules will also be available. These
will allow you to gain further knowledge
and experience in acupuncture, as well as to
work towards advanced membership of the
AACP. If you would like further information
about the advanced courses or CPD events,
please do see our website (www.aacp.org.uk/
 2014 Acupuncture Association of Chartered Physiotherapists
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find-a-training-course) or contact us (e-mail:
courses@aacp.uk.com).
We also would like to share your examples of
good practice and experiences. If you have a
good news story about how you have successfully negotiated the commissioning process, or
integrated any of the NICE guideline recommendations or CPD activities into your practice,
we’d love to hear from you (e-mail:
manager@aacp.uk.com).
When you read this, the seasons will be
changing again and we will be approaching the
end of our thirtieth anniversary celebrations. As
you can see, it’s been a busy year, but I can say
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that I, your board and the AACP team are
looking ahead to the next 30 years of the Association. We will continue to work hard to ensure
that our members have all the skills, opportunities and benefits that they need to support them
in their practice of acupuncture as part of
physiotherapy.
Vivienne Dascanio
Chairman

Reference
Dascanio V. (2014) Introduction from AACP Chairman.
News 2014 (Summer), 2.
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Chief Executive Officer business report

Conference and Annual General
Meeting
This year’s Conference was packed with more
than 200 delegates each day. The feedback about
the event from delegates, speakers and trade
representatives has been excellent, and there was
a real buzz throughout the whole weekend. A
full report can be found elsewhere in this edition
(pp. 93–104).
I would like to pay tribute to the commendable efforts of the team from the AACP Office,
who made this such a successful event once
again. Thank you, Elizabeth McLean, Gill Beadle, Sarah Beresford and Jenny Davies.
The Annual General Meeting (AGM) was held
late on the Saturday afternoon of the Conference
weekend. All proposals to the meeting were
accepted with substantial majorities. The Directors’ Report and Financial Statement for the year
ending 31 December 2013 were presented by Mr
Andy Cox of Rawlinsons, our auditors, and he
responded to questions from members about
these accounts.
The Board presented its future plans and
detailed specific activities. The strategy for 2014–
2015 is predominantly focused on continually
enhancing the number and quality of benefits for
our members, and improving communication
with the membership, the authorities and the
public.
Both the minutes of the AGM and the Board’s
presentation can be found on our website
(www.aacp.org.uk).

Finances
The Association made a modest financial surplus
of £17 293 in 2013. This was still partly a result
of the major programme of cost savings that had
been initiated during 2012. In 2013, the change
in the emphasis of AACP spending, which is
now more focused on membership benefits and
better communication, has also been significant.
It is leading to an organization that will be
reaching out even more to all stakeholders of
relevance to acupuncture physiotherapists.
 2014 Acupuncture Association of Chartered Physiotherapists

This has already led to a turnaround in the
trend in membership numbers, which are now
again on the increase. At the time of writing this
report, AACP can count on the support of over
6200 members.
At £739 831, the 2013 income levels were
marginally higher than in 2012, with a larger
proportion coming from training and education.
As noted in the Annual Accounts, the AACP
Board decided in 2013 to use part of its substantial reserves to purchase our own offices. Once
this process is completed by the end of 2014, it
will immediately lead to the lowering of financial
overheads, and hence, more funds becoming
available for member benefits.

More reasons to be a member
I would like to thank all of you who participated
in the member survey earlier this year. The
response was significantly above the average for
this type of research, and it shows how involved
many of you feel with the Association. A summary of the findings will be published on the
AACP website.
It was interesting to read about the relative
lack of awareness of all the benefits that go with
your membership. The most important steps that
the Association has taken in 2013 are a significant expansion of the financial benefits that we
are able to offer you, and improvements in our
services for and communication with members
and non-members alike. Nevertheless, the survey
results show that there is still a lot more work for
us to do in order to convey what AACP membership can bring as a direct benefit to you
personally or to your practice.
Once again, we have been able to add some
new benefits this year, and we will continue to
work towards always giving you more reasons to
be a member of the Association.
Please check our website regularly to make
sure that you don’t miss out on any of the
benefits on offer.
Caspar van Dongen
Chief Executive Oﬃcer
13

Journal of the Acupuncture Association of Chartered Physiotherapists, Autumn 2014, 15

Education, Training and Research Committee report
The first half of 2014 has seen two significant
developments for AACP members with regard
to education and research.
The first arrives tangentially through the Education, Training and Research Committee
(ETRC), with Paul Battersby having achieved
significant milestones along the way to having
the AACP-accredited Acupuncture in Physiotherapy course validated for academic credits.
This will significantly change the landscape for
the membership, and our agenda within the
ETRC is to encourage research centres for acupuncture in physiotherapy within those university departments that offer physiotherapy
training and education. Paul’s fellowship award
conferred at the AACP’s recent Annual Conference (see pp. 93–104) is certainly hard won and
well deserved, and the committee will be supporting his initiatives by expanding the range of
further training available for members.
The second significant development has been
the scale of the increase in continuing professional development (CPD) opportunities that
are available to the membership. Committee
work is sometimes decried as bureaucratic and
unproductive, but I would like to thank the
members of the ETRC for their help in developing the standards that the Association has
approved for CPD courses, and the mechanism
by which this standard mark may be used,
without incurring significant costs to members.
The AACP-approved CPD standards mark is
now being used increasingly widely, and it seems
that this initiative has contributed to the proliferation of available CPD courses.
Our other principal work as a committee is the
accreditation of courses and tutors. We receive a
steady stream of applications from members
who want to become accredited tutors, as well as
course providers who would like to run the
AACP-accredited Acupuncture in Physiotherapy
course, which includes within its award membership of the Association. The quality of these
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applications remain generally high, and with the
intention of developing and supporting best
practice, we will begin to share within these
reports for JAACP instances of excellence in
such tutor and course submissions. The most
immediate signifier of quality in applications is
the ease with which these can be navigated, and
the guidance offered by a comprehensive table of
contents that is cross-referenced to the checklist
of required evidence from the very beginning.
This basic level of skill in organizing documents
and meeting criteria should also be reflected by
attention to detail, preferably invisible, such as
having checked the submission. Proof-reading
and spell-checking show a level of professionalism that is essential not only to the process of
accreditation itself, but also the enterprise of
teaching acupuncture to physiotherapists. Good
organization will also show itself through the
effective construction of marking grids that
clearly communicate to students the criteria
against which they are being assessed, and exactly
what is needed in order for them to achieve the
various levels available. Best practice in terms of
referencing sources is often seen in the impartial
recommendation of scholarship in the area, and
critical commentary on the most common
sources.
The revision of the AACP Commissioning
and Research Pack continues, albeit slightly later
than we had hoped, but its inclusion on the
website (www.aacp.org.uk) is something that will
be integrated with wider developments for members in terms of online member benefits. Thanks
once again to the staff of the AACP Office, who
enable so much of the ETRC’s work to progress
smoothly, and to the Committee’s members for
sustaining a strong level of commitment to its
goals.
Paul Hougham
Chair
Education, Training and Research Committee
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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

Paul Cremin

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

Vacant

sec@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
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ELECTROACUPUNCTURE

Electroacupuncture for the treatment of
musculoskeletal problems
S. Lee
Abington Park Clinic, Northampton, UK

Abstract
This article is an introduction to the treatment of musculoskeletal problems using electroacupuncture. I have developed the following techniques over the past 25 years, and find them
indispensable in the treatment of intractable chronic musculoskeletal problems, i.e. problems
that are not alleviated by manual acupuncture. I will discuss the treatment of the following
conditions: lower back pain, sciatica, osteoarthritis of the hip, hip pain, knee pain, frozen
shoulder, tennis elbow, carpal tunnel syndrome, arthritic finger joints, arthritic knuckles, plantar
fasciitis and scar tissue.
Keywords: electroacupuncture, musculoskeletal problems, treatment.

Introduction
The first version of this article was published in
2008 in the European Journal of Oriental Medicine
(Lee 2008). Since it appeared, I have been
invited to present the material at a number of
one-day workshops. Over the years, I’ve met a
number of the participants of my workshops,
including a practitioner working in a National
Health Service pain clinic, who have found the
techniques to be very effective. I have, therefore,
decided to publish the article again with updates
and some new material.
I suspect that electroacupuncture (EA) is not
widely used in our profession simply because it is
rarely taught, and therefore, people don’t have
the confidence to use it. I hope that this article
will help to change that and also create some
interest in this valuable tool. It may also initiate a
dialogue with other practitioners using EA so
that we can start to gather a body of knowledge
on the subject. Of course, none of what I suggest
Correspondence: Mr Stephen Lee, Abington Park Clinic,
Birchfield Road, Northampton NN1 4RH, UK
(e-mail: acuman@btconnect.com).
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is set in stone, but should be seen as work in
progress.
When I purchased my first EA machine in the
early 1980s, there was very little information
about how to use it, so I started to develop my
own methods. From a traditional Chinese medicine (TCM) perspective, I believe that EA moves
the stagnation of Qi and Blood, resulting in the
normalization of muscle or joint function. I find
EA is particularly useful for treating chronic
musculoskeletal problems that have become
severe and intractable, such as osteoarthritis of
the hip or frozen shoulder, where normal manual
acupuncture has not been effective. Electroacupuncture is also very effective in breaking down
scar tissue.
From a Western point of view, EA improves
circulation, and stimulates muscles, motor
neurons and sensory neurons. It can block superficial and visceral pain mechanisms without interfering with normal somatic sensations – a similar
effect to opiate-based analgesics.
For many traditionalists in our profession, EA
is superfluous to our already complete art. They
might see EA as a rather gross technological
intrusion into the subtle energies of the body.
19
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Editor’s note
This overview of electroacupuncture has
been published as a professional interest
piece. It has been reprinted from The Journal
of Chinese Medicine because many readers may
not have been aware of or had access to the
original publication. Please note that electroacupuncture may be outside some AACP
members’ scope of practice. For guidance,
physiotherapists are advised to refer to the
Chartered Society of Physiotherapy’s new
guidelines on determining scope of practice
(CSP 2014). Please contact the AACP Office
if you have any queries about or need advice
regarding your scope of practice.
Helen Oakes
Clinical Editor

Reference
Chartered Society of Physiotherapy (CSP) (2014)
Scope of Practice. [WWW document.] URL http://
www.csp.org.uk/professional-union/professional
ism/csps-approach-professionalism/scope-practice

But then, of course, so is a hip replacement,
which I imagine none of us would refuse faced
with the agonies of the latter stages of osteoarthritis of the hip. We embrace electricity in every
other aspect of our life, and we are, of course,
electrical beings; no thought or movement is
initiated without electricity. So why not use it in
treatment?
In order to treat musculoskeletal problems
successfully with EA, we need to understand
electricity itself, and the musculoskeletal structures of the body. I think it is important to have
an understanding of the underlying structures of
the body and their functions in order to understand their dysfunction. As traditional acupuncturists, we generally have a very good
understanding of the invisible structures of the
body (i.e. the Jing Luo), but a poorer understanding of the functioning of the musculoskeletal system. This results in us missing a whole
dimension, namely the fascinating connections
and articulations of the muscles, tendons, ligaments and fascia of the body. This article hopes
to introduce some of these structures.
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What is electricity and what does
it do?
In order to use EA confidently, I think that is
helpful to have some understanding of this mysterious and magical substance we call electricity.
The first thing to say, in order to be precise, is
that the word electricity covers a number of
phenomena that are the result of the flow of an
electric charge; these include lightning, static electricity and the flow of electric current in a wire.
For the purpose of this article, when I mention
‘‘electricity’’, I am, in fact, referring to electric
current. As traditional acupuncturists, we are very
familiar with the concept of Qi, an invisible and
elusive substance. Electricity is, in many ways,
very similar to the concept of Qi we have in TCM
– a moving invisible substance that circulates
throughout the body initiating and influencing its
many functions. If everything in the universe is a
manifestation of Qi, then electricity is another
such manifestation: electricity is the result of the
effect that potential and current have on charged
particles.
So what exactly does this mean? The particles
that we are talking about here are essentially
electrons. Electrons are the particles on the outer
rims of an atom, with the neutrons and protons
making up the core. Potential, for our purposes,
refers to the capacity of a battery to affect the
movement of electrical charge, which is
measured in volts (V). Current is the movement
of charge, and is measured in amperes (amps, A).
If we were to connect the negative pole of a
battery to the positive pole with a wire, electrons
would start to flow along the wire from negative
to positive pole. This happens because there is a
potential difference in energy between the positive and negative poles of the battery.
Because of the properties of metals, electrons
are free to move or drift from atom to atom
along the wire, creating a flow of electrons. This
is a description of what happens when we use
direct current (DC), also called monophasic
current, i.e. when the electricity is only moving in
one direction from negative to positive. This
flow of DC can be pulsed so that the current
isn’t continuous; the number of times that the
electricity is pulsed per second is called the
frequency, and is measured in hertz (Hz). The
duration or width of the pulse is called the phase
 2012 Journal of Chinese Medicine
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duration, and is measured in microseconds (µs).
A continuous sequence of pulses is referred to as
a train. It is possible to manipulate these pulses
in all sorts of ways. The pulse can be followed by
a gap with no current, or it can increase slowly
and then decrease slowly, providing a lesssudden burst of electricity. This variety of the
different modes of delivery can be illustrated
using wave patterns.
So far, so good. However, the problem with
DC for EA is that it will cause electrolysis at the
needles that have been inserted in a patient.
Electrolysis is the process that occurs when DC
is passed through an electrolyte, causing chemical changes. In EA, these changes would occur at
the needles. This happens because there is a
build-up of electrons at the positively charged
needle and a reduction in electrons at the negatively charged needle. If this process were left
unchecked for a few hours, it could dissolve the
needle.
So, to avoid this problem, EA machines are
designed to deliver alternating current (AC), also
called biphasic current. With AC, the flow of
electrical charge first moves in one direction and
then switches to the other direction, continually
changing from one direction to the other; in
effect, alternating. This is the type of current that
is used for our domestic electricity. The number
of times the current alternates per second is
called frequency, and is measured in hertz. So
20 Hz indicates that the electricity has changed
direction 20 times a second. As you can imagine,
with high frequencies, the electrons may only
move a short distance in one direction before
moving in the other direction, resulting in them
oscillating on the spot, rather then moving anywhere. The overall effect of this process is that a
lot of electrons are vigorously oscillated.
With regard to our EA machine, the first
movement of electrical charge occurs down the
wire from the machine to needles that have been
inserted in the body. From here, the flow of
electricity continues by different means. Because
of the fact that we are not made of metal, there
isn’t the same free flow of electrons from atom
to atom. Within the body, the flow of electricity
has to utilize positively and negatively charged
atoms or molecules. These are called ions. A
positively charged ion has one or more electrons
missing, and a negatively charged ion has one or
 2012 Journal of Chinese Medicine

more extra electrons. These particles are suspended in the semiconductive fluids of the body
called electrolytes.
Because of the alternating nature of AC, at any
one moment, one of each pair of needles will be
positively charged and the other negatively
charged. At each cycle, the charge will be
reversed so that each needle is continually changing from positive to negative. The negative and
positively stimulated needles cause a migration of
positive ions to the negatively charged needle,
and a flow of negative ions to the positively
charged needle. The reason for the movement of
ions is their attempt to acquire or release an
electron or electrons in order to rebalance their
structure.
Because there is a continuous switching of the
current’s direction with AC, the migration of ions
to the positively or negatively charged needle is
short lived before the direction changes again.
This process can happen many times per second,
depending on the frequency setting. The result of
this is that the ions oscillate on the spot. It is this
movement of particles that we utilize in treatment,
and it can, perhaps, be thought of as a vigorous
massage at an atomic and molecular level.
Although AC clearly has an advantage over
DC, we still have one more problem called
habituation. If the body is stimulated with one
continuous frequency, DC or AC, it eventually
gets used to it and, in effect, stops responding;
this is called habituation. In order to avoid this,
we adjust the signal so that we have patterns of
varying frequency. Also, with one single frequency, the muscle is more likely to slowly get
tighter, and go into continuous spasm, causing
pain. The varying of frequency in EA is referred
to as dense disperse. Electroacupuncture
machines can be set so that they deliver two or
more frequencies one after the other. Examples
of this would be settings of 150 Hz and 50 Hz,
or 90 Hz and 30 Hz. This means that the
machine delivers, say, 100 Hz for a couple of
seconds and then 33 Hz for a couple of seconds,
etc. On my machine, if it is set on dense disperse
100 Hz, it will automatically set the other
frequency to 33 Hz, always working in a one-toa-third ratio.
So, to summarize, we have an EA machine
delivering AC in order to avoid electrolysis, and
varying frequencies to avoid habituation:
21
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Figure 1. Alternating current wave.

+ Volts measure the potential energy (e.g. the
energy in a battery).
+ Amperes (amps) measure the current, the
strength of delivery of the electricity.
+ Hertz measure the frequency, which is the
number of times that the electricity with AC
changes direction per second. One movement
backwards and forwards is called a cycle.
+ Microseconds measure the duration of the
phase, or wave.

Waves
If a particular frequency were passed through an
oscilloscope it would be represented by a wave,
as illustrated above (Fig. 1). This particular wave
is AC. The wave above the baseline indicates that
the current is moving in one direction, and the
wave below the line indicates that the current has
changed and is moving in the opposite direction.
The peak of the current is called the amplitude.
In terms of EA, the amplitude reflects the
strength of the current, and is adjusted by the
intensity controls. A wave above plus a wave
below the line is one cycle, and is measured as
1 Hz.
Below are other examples of different waveforms that can be set on EA machines (Fig. 2).
As you can see, there are many different
shapes of wave. The shape is a result of the
speed the frequency changes. If it is a sudden
change, then the wave is square. If the change is
gradual, then it will cause a more triangular or
curved wave. The phase duration is the width of
the wave, the pulse duration is the width of one
cycle, and the interpulse duration is the pause
between cycles if there is a pause. All these can
be set on the more sophisticated machines.
As you become more proficient and knowledgeable, you may want to experiment with all
22

Figure 2. Examples of different waveforms that can be
set on electroacupuncture machines.

these variables, but let’s keep things simple for
the moment and set our machines on a basic
dense disperse.

What are the effects of electricity
on the human body?
This is a very new science and part of me would
very much like to skirt over this issue and get on
with the practical stuff, because the effects of
electricity on the body are complicated, and at
present, speculative. However, one of the reasons why people don’t use EA is because they
are unsure about what the electricity is doing,
and what effects the different settings have.
From a Western perspective, EA stimulates muscles, nerves and the circulation of essential substances, and can modulate endogenous chemicals
such as -endorphin (a natural analgesic produced by the brain). When used for treating pain
(i.e. analgesia), electrical stimulation controls
pain by blocking both the superficial (somatic)
 2012 Journal of Chinese Medicine

S. Lee
and visceral pain mechanisms without interfering
with normal somatic sensations. It is thought
that a low frequency with a high intensity produces long-term pain relief by stimulating the
body’s opiates, and that high-frequency, lowintensity stimulation produces quick-acting pain
relief by blocking nerve pathways (Walsh &
Berry 2010).
Electroacupuncture causes different sensations
in the body depending on the electrical frequency
and positioning of the needles. It is thought that
the activation of sensory nerves causes sensations
of numbness and tingling, and that stimulating
motor neurons causes muscle twitching and contractions. If the stimulation is too strong, it will
tend to engage the pain fibres, causing pain and
also excessive contraction of the muscle. When
applying EA, the patient will tend to feel the
sensations in this order, reflecting stimulation of,
first, the sensory neurons, then the motor
neurons, and lastly, the pain fibres.
Although it is possible to create a variety of
different waveforms when applying EA, it is the
frequency that we know more about, in terms of
specific effects. It is widely thought that low
frequencies (i.e. 1–10 Hz) stimulate motor
neurons and high frequencies (i.e. 80–100 Hz)
affect sensory neurons. It is possible to activate
muscle fibres with high frequencies, but because
the motor neurons are relatively slow to
re-polarize (i.e. ready to be activated again), they
stay in a state of deactivation.
It may be that high frequencies have the effect
of switching off motor neurons and allow them
to rest, whereas low frequencies activate muscle
function. In practice, I have tried very low
frequencies (6/2 Hz dense disperse) and relatively high frequencies (100/33 Hz), and have
found them both effective. In treating musculoskeletal problems with EA, it may be that we
need to use high frequencies to switch off the
motor neurons and low frequencies to reactivate
normal muscle function. This is only a hypothesis, of course.
To return to what we know, low frequencies
are considered more effective for treating muscular problems, and high frequencies are considered more effective for treating sensory
problems such as neuropathic problems. In treating musculoskeletal problems, I think we should
use both high and low frequencies.
 2012 Journal of Chinese Medicine

What frequency should I use?
Like many people who use EA, I have struggled
with what setting to use on the machine. I have
to confess that my device is still on the same
setting it was 20 years ago. The setting on my
machine, which is the Ito ES-160 (Ito Co., Ltd,
Tokyo, Japan) (Fig. 3), is 80/23 Hz dense disperse. Over the years, I have tried what I would
regard as a high setting, 200/70 Hz, and also a
very low setting, 6/2 Hz, and haven’t found a
significant difference between the two. However, I think that very low frequencies are more
likely to cause muscle contraction, which I try to
avoid. I try to avoid it for three main reasons.
The first is that it can be dangerous, particularly
in the upper back, since muscle contractions can
drive the needles deeper. The second is that it
can be an unnecessarily painful experience,
which may put the patient off. The third is that
initiating muscle contractions in muscles that are
already tight could, in my view, cause further
stagnation. I acknowledge that it is not uncommon to see twitching muscles in Chinese hospitals when EA is being used, but it is not
something I favour. If the levels aren’t too
strong, the patient is more likely to have a
pleasant therapeutic experience. I have heard of
patients being put off EA because of painfully
strong stimulation.
Recently, in an attempt to cover all the bases,
I have been using one of the set programmes on
my Ito machines that includes a number of
different waveforms at both high and low frequencies, which I am hoping will be more
effective overall than simple dense disperse at
two frequencies. I certainly would encourage you
to wrestle with this conundrum yourself, and
consult any other sources you can find on the
subject.

Electroacupuncture machines
On a very simplistic level, an EA device is a
battery delivering electricity along a pair of wires.
The more sophisticated the machine, the more
pairs of wires you have. Each pair is called a
channel. You will need at least four channels for
the techniques outlined in this article. The more
sophisticated the machine, the more you are able
to adjust the frequencies and waveforms that it
produces. There are certain practical considera23
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Figure 3. The AWQ-104B transcutaneous electrical nerve stimulation (TENS) and Ito ES-160 electroacupuncture
machines.

tions when buying an EA machine. The first is
the size of the machine. Electroacupuncture
machines are slowly getting bigger, which is
unnecessary as the electronic components in
them are small. If it is too big, you will need a
special stand by your couch to put it on. If it is
more compact, you can put it on the couch next
to the patient. Don’t be impressed by size. I
would say that the cost of the machine will
generally reflect its quality. I have used the
Chinese AWQ series machines (AWQ, Zhejiang,
China) (Fig. 3) for years, and still think that they
are reliable and economical.
Although EA machines can look very different, they are all fundamentally the same and
consist of the following:
+ a power source (usually a battery from 6 to
9 V);
+ an on/off switch;
+ output channels – sockets into which pairs of
wires with clips on the end are plugged and
used to deliver the electricity to the needles;
+ intensity controls to control the strength of
the electricity being delivered to the various
individual outputs;
+ frequency controls to adjust how many times
per second the electricity changes direction;
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+ dense-disperse controls in order to create a
pattern of different frequencies in one treatment to avoid habituation;
+ sometimes there is a switch that can ramp up
the power by up to a factor of 10, often for
use as a transcutaneous electrical nerve stimulation (TENS) machine; and
+ other adjustments on the machine can further
control the shape of the wave and the phase
duration – some machines have programmes
of sequences of varying stimulation.
The EA machine on the left of the photo (Fig. 3)
is the AWQ-104B TENS series, the first of
which was probably produced over 50 years ago
by the Chinese. Subsequent machines are probably all based on this design. It has an on/off
switch on the bottom right, four intensity controls to increase or decrease the electrical output,
and two knobs to adjust the frequency (it is
necessary to have two controls to create a basic
dense-disperse pattern of two frequencies).
Although the dials indicate the frequency, they
are not accurately calibrated.
This particular machine has a switch that can
increase the frequency by a factor of 10, and also
a switch to increase voltage from 9 to 27 V to
use for TENS.
 2012 Journal of Chinese Medicine
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There are machines on the market that are
‘‘charge balanced’’. This means that the overall
current moving in one direction is automatically
balanced with the overall current moving in the
other direction. The purpose of this is to prevent
electrolysis occurring at either of the needles.
However, the AWQ-104B is one of those
machines that you have to manually charge
balance. It has four switches to change the
polarity of the output leads (i.e. from positive to
negative or vice versa). You should stop the
treatment halfway through, turn off the intensity
controls, switch the polarity switch to the opposite mode, and continue treatment. This is so
that any imbalance in the machine’s charge is
redressed.
This machine is also equipped with an electrical stimulation point location device on the
left-hand side.
The second photo (Fig. 3) is an Ito ES-160
that I also use. This is a Japanese machine, and
has roughly the same controls as the AWQ104B, with some extras. It has seven output
channels and intensity controls, and three digital
windows. The first window indicates the frequency, the second the phase duration (width of
the pulse), and the third shows the timer for the
length of treatment and battery levels, all of
which are adjustable by the buttons to the right
of the windows. This machine also has a speaker
so you can hear how the different frequencies
and wave patterns sound, which I find very
useful. There is also a choice of set wave patterns
and wave pattern sequences that can be selected
along the centre of the machine. On this
machine, there is a switch that increases the
overall output of the machine by increasing the
current from 16 to 32 mA. It also has a feature
for recording your own sequences of frequencies. Like the AWQ, it has a feature so that
you can detect and stimulate points without
needles. It also has a Ryodoraku function for
measuring the meridians.

Black and red leads?
Electroacupuncture machines that have red and
black leads have caused considerable confusion.
As you have probably gathered by now, AC
current doesn’t have a permanent positive or
negative because it is constantly changing direc 2012 Journal of Chinese Medicine

Figure 4. Several pairs of needles in a line along the
back, where one pair intersects with another.

tion, and so each lead is constantly changing
from positive to negative. So it doesn’t matter
which way round you put them. Nonetheless, if I
have a number of pairs of needles in a line along
the back where one pair intersects with another,
as in the illustration (Fig. 4), I do tend to place
either the red or black lead at the top of each pair
so that they are oscillating simultaneously in the
same direction at the same time; whether this is
necessary or not, I do not know, but it looks
neater.

Treatment duration
Electroacupuncture treatment times can vary
from 15 to 30 min, depending on how chronic
the problem is: the more chronic, the longer the
treatment time.

Precautions and
contraindications
As with all safety issues, common sense should
be our guiding principle, and the application of
the safety principles we already apply to any
acupuncture treatment is essential. Listed below
are some additional considerations:
+ Make sure all the intensity controls are at zero
before switching on the machine, otherwise
you may give the patient a very unpleasant
shock. Also turn down the intensity controls
before switching off as some machines create
a sudden surge in electricity when they are
switched off.
+ Always turn the intensity control up very
slowly so as not to alarm or shock the patient,
and be ready to turn it down quickly if the
muscle starts to contract.
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+ Don’t make the stimulation too strong.
Under- rather than overstimulate: you will
create a better therapeutic experience.
+ Make sure that the leads are supported rather
than allowing the full weight of the lead to
pull on the needles – this can be achieved by
laying the leads on the patient’s body or on
the couch.
+ Be aware that any involuntary contraction of
the muscles, caused by the intensity setting
being too high, can cause the needles to be
driven deeper into the body. You should be
particularly aware of this when treating the
upper back because of the close proximity of
the lungs.
+ Attach the clips at the base of the needle so
that, if the muscle were to contract, it would
be less likely to be drawn deeper into the
body; the needles are also less likely to fall
out.
+ Do not place electrodes across the carotid
sinus. This can cause a drop in blood
pressure.
+ Avoid EA around the eyes.
+ Don’t use EA on a patient with a demand
pacemaker.
+ Avoid the cardiac region from Conception
Vessel 12 to Spleen (SP) 21 on the left-hand
side.
+ Don’t use EA on sensitive skin.
+ Don’t use EA on recent fractures as it may
cause muscle contraction and misalign the
bone.
+ Don’t cross the chest with the same pair of
electrodes.
+ Don’t cross the back with the same pair of
electrodes above L3.
+ With regard to the controversial subject of
whether it is safe to cross the spine with EA
or not, it is probably best to err on the side of
caution. I regularly crossed the spine at level
of L3–5 without any adverse effects. From an
anatomical point of view, the spinal cord
finishes at L2–3, where the cauda equina
begins, which I am assured by a colleague can
be crossed safely.
+ Never use a TENS machine for EA as it is
too strong.
+ Electroacupuncture can be used in pregnancy,
but avoid it on contraindicated points and
channel segments related to the uterus, lower
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back and sacrum. Also avoid T10–12 and the
abdomen.
+ I have found that EA does not suit everyone.
Electroacupuncture seems to temporarily
exacerbate the condition in about one in 10
patients. If this exacerbation is followed by
relief, then it is generally worth continuing
with the treatment. If EA only exacerbates
the problem with no improvement, then
return to manual acupuncture.

The techniques
In this article, I am going to cover a number of
musculoskeletal problems. Treatment can be
applied in stages according to the severity of the
problem. Of course, you do not have to stick
rigidly to this framework; it is just a starting
point. Once you have grasped the general principles, you will find that it can be applied to all
sorts of conditions.
I would encourage anyone using these techniques to always treat the underlying constitutional imbalances in a patient, as this can have an
enormous influence on the general improvement
of their musculoskeletal problem without using
EA. If treating the underlying condition alone is
not enough to affect a change, add EA.
This article will focus on the following
conditions:
+
+
+
+
+
+
+
+
+
+
+
+
+

lower back pain;
sciatica;
osteoarthritis of the hip;
hip pain;
knee pain;
frozen shoulder;
tennis elbow;
carpal tunnel syndrome;
arthritic finger joints;
arthritic knuckles;
plantar fasciitis;
Achilles tendon problems; and
scar tissue.

For each of these conditions, there are different
strengths of treatment depending on the severity
of the problem; I will describe treatments for
severe and complicated problems in stages.
 2012 Journal of Chinese Medicine
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Figure 5. Underlying muscles of the back.

Chronic lower backache and disc
problems
When treating lower back problems, it is important to understand the underlying muscles of the
back (Fig. 5). Chronic tightness in any muscles
down the back may have an influence on the
lower back. When palpated, some muscle
groups, like the iliocostalis thoracis and the
longissimus thoracis that run from the neck to
the sacrum, can reveal bands of tightness running from the neck to the lower back. Do not
attempt EA on patients with acute spasm in their
back; treat them with manual acupuncture until
the spasms have abated.
With the patient face down, palpate down the
back from the neck to the lumbar region, taking
note of any Ah-Shi points, from the neck to the
hamstrings. When palpating the lumbar region,
particularly concentrate on the quadratus lumborum, internal and external obliques, iliocostalis
lumborum, and longissimus in the lumbar area.
Also palpate the Huatuojiaji points from the
mid-thoracic area to the lumbar region: this will
reveal any tightness in the small intervertebral
muscles like the multifidis and the rotators. If
there are tender points along the Huatuojiaji, this
is the area to apply the EA. If there are tender
points in the superior and inferior aspects of the
quadratus lumborum, EA can be applied here
 2012 Journal of Chinese Medicine

also. The other points can be needled
manually.
With regard to the depth of needling of the
Huatuojiaji points in the lumbar region, the
recommended depth is 0.5–1 cun; in practice, I
often needle to 1.5 cun. With obese patients, I
might needle to 3 cun. I believe that, in order to
affect the deep intervertebral muscles, i.e. the
multifidis and the rotators, it is necessary to go to
these depths. I have needled to these depths for
a number of years with no adverse effects to my
patients. When needling to this depth, one
should be very careful to introduce the needle
slowly in stages. If the muscles are very tight and
sore, and the patient experiences discomfort,
don’t go any deeper; treat at that level. As
treatment progresses, and the muscles become
less tight and sore, you can then proceed deeper.
I was very influenced by the deep needling I
observed in China, and also at a seminar some
years ago with David Legge, the author of Close
to the Bone (Legge 1997), who encouraged deep
needling in the lumbar region.
If the problem only involves the lumbar region
on one side, and there is tightness and soreness
between the first and fifth lumbar vertebra (e.g.
along the line of the Huatuojiaji points on the
side affected), use the following points:
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Figure 6. Electroacupuncture treatment of bilateral back
pain.

+ apply EA from L1 Huatuojiaji to L5 Huatuojiaji on the side affected using one pair of
electrodes, and just needle L3 Huatuojiaji
without EA; or
+ if both sides are affected, treat both sides.
Any intervertebral areas of tightness can be
treated in this way, either unilaterally or bilaterally (Fig. 6), according to what palpation reveals.
This technique can be used from the neck to the
lumbar spine. Generally speaking, when treating
lower back problems, the areas involved will
tend to be the lower thoracic and lumbar area.
If there are specific vertebral disc problems
below L3 (e.g. a prolapsed disc), the above
points can be applied simultaneously with EA
across the spine using the Huatuojiaji points on
each side:
+ apply EA across the back at the level of the
disc affected using Huatuojiaji at either side of
the spine with the same pair of electrodes. If
the Huatuojiaji are already being used, use
Bladder (BL) points like BL26 or BL25 with
EA across the spine instead. Although we are
posterior to the disc and only at about the
depth of the transverse processes of the
vertebra, I find that this treatment still has a
positive effect on the disc.
If the quadratus lumborum is tight:
+ include superior and inferior points along the
quadratus lumborum in EA.
Also palpate the area lateral and inferior to
Yaoyan (M-BW-24), which is located in the
depression approximately 3.5 cun lateral to the
lower border of L4, and needle without EA.
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If the muscles from the neck to the lower back
are tight, and do not respond to cupping and
manual acupuncture:
+ apply pairs of electrodes so that the second
electrode of the top pair is below the top
electrode of the second pair, etc., down the
back, so that they are, in effect, interlinked. In
terms of TCM theory, I would see this technique as strongly moving stagnation, and in
practice, it works very well.
The above treatment should be accompanied by
manual acupuncture at appropriate distal points
like Kidney (KI) 3, KI4, BL60, BL40, BL26 and
BL23.

Sciatica
When treating sciatica, follow the same protocol
as the one for lower back pain. If this does not
work, it may be necessary to add the following
points:
+ apply EA from Ah-Shi points lateral and
inferior to Yaoyan to Gall Bladder (GB) 30 if
GB30 is tender; and/or
+ apply EA from BL26 to BL54 if BL54 is
tender.
The above treatment should be accompanied by
manual acupuncture at appropriate distal points
like GB34, GB40, BL40 and BL60 according to
channel and constitutional considerations. It can
also be effective to palpate and needle tender
points in the gastrocnemius and hamstrings.

Osteoarthritis of the hip and hip
pain
For osteoarthritis of the hip and hip pain, apply
the following basic treatment (Fig. 7):
+ EA from BL54 to a point just anterior to the
greater trochanter of the femur (using a
75-mm needle);
+ EA from GB29 to GB31 or an Ah-Shi point
along the iliotibial tract;
+ EA from GB30 to GB41;
+ For more severe hip problems, where the
quadratus lumborum is tight and sore because
of habitual lifting of the pelvis to protect the
hip, apply EA to Ah-Shi points at the
superior and inferior borders of the quadratus
lumborum;
 2012 Journal of Chinese Medicine
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Knee pain

Figure 7. Electroacupuncture treatment of osteoarthritis
of the hip and hip pain.

+ With even more severe hip problems, where
the intervertebral points in the lumbar spine
are tight or sore because of habitual lifting of
the pelvis to protect the hip, apply EA along
the Huatuojiaji points from L1–5 on the
affected side; and
+ If the gluteus maximus is also tight and there
are palpable bony changes to the posterior of
the hip joint, apply EA from Yaoyan (M-BW25) to any tender point on the posterior
aspect of the upper leg on the Bladder meridian or BL37.
This treatment should be accompanied by
manual acupuncture at appropriate distal points,
such as GB41, BL60, BL59 and Stomach (ST)
31, plus other appropriate channel or constitutional points.

Electroacupuncture can be very effective for
knee problems including Bi syndrome, and damage to the cartilage and cruciate ligaments.
If the problem involves the cartilage and/or
the cruciate ligaments:
+ EA from Liver (LR) 8 to a point just anterior
to the lateral ligament; and
+ EA from medial Xiyan (MN-LE-16) to BL39,
and from ST35 to KI10.
The patient’s knee should be supported by a roll
placed just above the knee joint.
The above treatments should be accompanied
by needling the appropriate distal points, such as
SP5 and ST41, according to channel and constitutional considerations.
If the knee problem predominantly involves
Wind Damp, needle SP9 and ST34 without EA.

Frozen shoulder
Stage 1
Commence with the patient face down, and
palpate the following muscles for tightness or
soreness (Fig. 8): the trapezius, levator scapulae,
rhomboid major and minor, supraspinatus,
infraspinatus, and teres major and minor. Any
tightness in these muscles can restrict mobility of
the shoulder, and affect the nerves running from
the neck and upper back:
+ any significant tightness in these muscles or
Ah-Shi points should be cupped and needled.

Levator scapula

Trapezius

Supraspinatus
Pectoralis minor
Infraspinatus
Teres major
Teres minor

Biceps brachii
long & short
head

Pectoralis
major

Coracobrachialis

Rhomboid minor &
major

Figure 8. Muscles of the shoulder.
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examine and treat the muscles of the neck, upper
back and shoulder, as tightness in these areas can
affect the functioning in the muscles of the arm
and elbow. Also palpate the posterior aspect of
the triceps, as this can be very tender with tennis
elbow.
Stage 1
+ Treat the main Ah-Shi points in these areas.

Figure 9. Electroacupuncture treatment of frozen
shoulder.

Stage 2
Then, with the patient face up, examine the
pectoralis major and minor:
+ needle the main Ah-Shi points where
necessary
Stage 3
+ Apply EA from Large Intestine (LI) 16 to
LI14, Sanjiao (SJ) 14 to Jianquan and LI15 to
Small Intestine (SI) 10 simultaneously.
Stage 4
Often there is tenderness around Jianquan
(M-UE-48) and along the biceps distally. (Jianquan is located on the anterior aspect of the
shoulder joint, midway between the anterior
axillary crease and LI15, close to one of the
superior insertions of the biceps.) If there is
tenderness there:
+ apply EA is from the superior insertion of the
biceps to any Ah-Shi point proximal to the
elbow.
The above treatment should be accompanied by
the appropriate distal points, such as LI4, LI1,
Lung 7, SJ4, SJ1, SI4, SI1, and other channel and
constitutional points that are appropriate (Fig. 9).

Tennis elbow
To treat this condition, use the same initial
procedure as for treating a frozen shoulder:
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Stage 2
As tennis elbow is usually caused by inflammation at the elbow insertions of the extensor
digitorum, and extensor carpi radialis longus,
extensor carpi radialis brevis and extensor carpi
ulnaris muscles, is it is necessary to find the
tender points that run roughly within the LI and
Triple Heater (TH) channels along the muscles:
+ needle where necessary.
Stage 3
Although LI11 is a major point in treating tennis
elbow, there are other important points to
consider. Points lateral to LI11 are often tender,
as are other points round the elbow laterally. The
point of maximum tenderness can be at the tip
of the epicondyle of the humerus:
+ apply EA from LI12 to the most tender point
inferior to LI11, and then needle LI11 without EA;
+ apply EA to points lateral and medial to the
Ah-Shi point, which could be between LI11
and LI10; and
+ if the epicondyle of the humerus is very
tender, apply EA to points distal and proximal to it.
The above treatment (Fig. 10) should be
accompanied by the appropriate distal points,
such as LI4 or TH4, according to channel and
constitutional considerations.

Carpal tunnel syndrome
This can be a very difficult condition to treat,
especially when the patient has had surgery that
has left scar tissue, or where he or she has a very
physical job, with the inevitable ongoing repetitive strain injury. If this is the case, strong
treatment is often necessary.
It is of paramount importance to palpate the
wrist and finger flexors of the forearm (Fig. 11),
 2012 Journal of Chinese Medicine
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Figure 10. Electroacupuncture treatment of tennis
elbow.

which are the flexor carpi radialis, flexor carpi
ulnaris, palmar longus, flexor pollicis longus, and
flexor digitorum superficialis and profundus. All
these muscles run from the wrist to the medial
epicondyle. If any of these muscles are tight, they
can cause inflammation at their insertions at the
wrist, affecting the carpal tunnel, so treatment
should commence by treating the Ah-Shi points
in the muscles. It is also a good idea to palpate the
neck in case there is an impingement on any of
the nerves that may be affecting the function of
the muscles of the forearm. However, I do feel
that this problem is usually strongly related to
wider constitutional problems that also need
addressing, as well as local problems of Heat and
Damp.
Stage 1
For relatively mild carpal tunnel syndrome:

Figure 12. Electroacupuncture treatment of carpal
tunnel syndrome.

+ apply EA from P6 to a point 1 cun distal to
P7 on the palm, plus P7 without EA.
Stage 2
For chronic carpal tunnel syndrome:
+ add EA from LI5 to SI5.
Stage 3
For severe carpal tunnel:
+ apply EA on the lateral and medial ends of
the flexor retinaculum (Fig. 12).

Arthritic finger joints
Treating arthritic finger joints with EA (Fig. 13)
is relatively straightforward. With the palm facing
down, the needles are inserted vertically on the
lateral and medial sides of the finger at the level
of the affected joint. Half-inch needles are perfectly adequate, especially if they are inserted

Flexor carpi radialis

Flexor retinaculum

Palmaris longus

Flexor digitorum
superficialis

Flexor carpi ulnaris

Flexor digitorum
profundus

Flexor policis longus

Figure 11. Muscles of the wrist and forearm.
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Figure 13. Electroacupuncture treatment of arthritis of
the finger joint.

swiftly without a tube. Then apply EA through
the joint. This treatment can be enhanced using
all the Baxie (EX-UE-9) points.
A number of joints can be treated simultaneously in a single treatment, but it is important to make sure that the clips and needles don’t
accidently touch other needles and clips, and
cause the machine to short. You can avoid this
by using pieces of cotton wool to prevent the
needles touching.

Arthritic knuckles
Electroacupuncture is a very effective way of
enhancing the treatment of arthritic knuckles.
You simply insert a needle on the outside aspects
of the knuckle of the forefinger and little finger,
and pass electricity through all the knuckles.
Because there is very little flesh on these bony
prominences, I tend to use a half-inch needle
horizontal to the skin. The treatment can be
enhanced further by needling all the Baxie (EXUE-9) points at the same time.

Plantar fasciitis
Commonly known as policeman’s heel, plantar
fasciitis can be a persistent chronic problem that
responds well to EA (Fig. 14). It is characterized
as pain and soreness on the base of the foot,
where the plantar fascia attaches to the medial
tubercle of the plantar aspect of the calcaneus.
Before applying EA to the heel, it is important to
needle any Ah-Shi points in the plantar fascia,
particularly palpating to the front of the foot,
away from the actual heel pain on the sole of the
foot; also needle any Ah-Shi points on the
32

Figure 14. Electroacupuncture treatment of plantar
fasciitis.

gastrocnemius (medial and lateral). Needling
points on the heel and sole of the foot can be
quite painful, and this should be explained to the
patient. To minimize the discomfort, it is important to press the needle tube quite hard before
inserting the needle.
The next step is to identify the focal point of
pain or soreness on the heel, and needle it
directly. As this can be quite painful, it must be
done swiftly and confidently.
Now position four needles, two on the lateral
side of the heel and two on the medial side of the
heel, where the soft and hard skin meet. They
should be positioned so that, if a line were drawn
between them, they would form a cross bisecting
at the tender point on the heel. As the insertion
of the four needles can be painful, it is unnecessary to get De Qi, which can lead to further
discomfort. You then apply two pairs of electrodes so that the current runs diagonally
through the heel, with the two currents intersecting at the painful point.

Achilles tendon problems
Electroacupuncture can be very effective in healing sprained and inflamed Achilles tendons. Two
 2012 Journal of Chinese Medicine
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Figure 15. Electroacupuncture treatment of an Achilles
tendon problem.

needles should be placed on the lateral side of
the tendon, superior and inferior to the swollen
or sore area, and two more needles should be
placed on the medial side, superior and inferior
to the swollen area. One pair of electrodes
should be applied to the medial inferior needle,
and the other to the superior lateral needle. The
other pair is connected the other way round.
Then apply EA simultaneously across the two
pairs of electrodes so that the current flows in a
diagonal cross through the tendon (Fig. 15).

Scar tissue
Electroacupuncture can be very effective for
treating scar tissue (Fig. 16). It is not only

Straight scar

effective in reducing the fibrous mass of the scar,
but also for reducing the redness. The procedure
is quite simple. If the scar is relatively short
(<10 cm) and straight, you place needles at either
end of the scar to the estimated depth of the
incision and apply EA along the scar. Of course,
you should be mindful of any underlying structures and organs, as with any acupuncture
procedure.
If the scar is curved, then it is necessary to
place needles along the scar. Because of the
difficulty in inserting needles directly into scar
tissue, the needles can be placed just to the side
of the scar. As electricity travels from one
electrode to the other in straight lines, one
should attach the electrodes along the curve of
the scar so that any particular pair is on a
relatively straight part of the curve and each pair
is interlaced with the next. This means that the
electricity is flowing directly along the scar at any
given point.

Conclusion
Electroacupuncture is a very effective way of
treating musculoskeletal problems that do not
respond well to manual acupuncture. I have
outlined a number of protocols for treating these
particular problems in the context of their wider
musculoskeletal causes. I believe that we must be
as aware of the musculoskeletal aspects of the
body as we are of the energetics to be truly
holistic.
Electroacupuncture is a relatively new tool in
the pantheon of TCM, and therefore, its full

Curved scar

Angled scar

Figure 16. Straight, curved and angled scars.
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potential has yet to be realized. I hope that this
article has stimulated interest in this very
valuable tool and will contribute to its further
development.
If you apply these techniques, I trust that they
will be of benefit to your patients. If you try
nothing else, try EA on an arthritic finger joint. I
would be very interested to hear how effective
you find any of these EA treatments (e-mail:
acuman@btconnect.com).
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The Stomach meridian
P. Battersby & C. Lomas
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Abstract
This masterclass explores the course and uses of the Stomach meridian. Descriptions are given
of the locations and actions of the acupuncture points on this channel, which are frequently
chosen by physiotherapists working in the musculoskeletal field. Further information is offered
on some of the more unusual applications of these points, and this is supported by useful
snippets of traditional Chinese medicine theory.
Keywords: acupuncture, musculoskeletal, Stomach meridian, traditional Chinese medicine.

Introduction
The Stomach meridian is a yang channel, and it is
paired with the Spleen meridian, which is a yin
pathway. Both meridians are considered to be
Earth elements according to the Five Elements
(or Phases) theory. In traditional Chinese medicine (TCM), the Stomach meridian is known as
the ‘‘Sea of Nourishment’’ because it is responsible for providing the entire body with the
postnatal energy generated by the digestion of
food and fluids (Ni 2004). It is also regarded as
the ‘‘Root of Postnatal Life’’ (Soulié de Morant
1994). In addition to mechanically and chemically breaking down bulk foods and fluids, and
moving these onwards to the Small Intestine for
the extraction and absorption of nutrients, TCM
theory postulates that the Stomach also extracts
pure postnatal energy from food and fluids. In
coordination with Spleen energy, the Stomach
meridian transports this food energy through the
meridian system to the Lungs, where it combines
with air energy derived from breathing (Shi
Correspondence: P. Battersby, Senior Lecturer in Traditional Chinese Medicine and Complementary Therapies,
Department of Health Sciences, Glyndŵr University,
Mold Road, Wrexham LL11 2AW, UK (e-mail:
p.battersby@glyndwr.ac.uk).
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2007). Although this function of the Stomach is
a tenet of TCM, it is not acknowledged in
Western medicine, which only focuses on the
biochemistry of digestion and does not recognize
the energetic aspect.
Governed by fundamental Earth energy, the
Stomach is responsible for extracting and balancing all five elemental energies from foods and
fluids ingested through the mouth, which it
shares with the Spleen as its external opening.
Any dysfunction of the Stomach results in an
immediate deficiency or imbalance in the nourishing energy channelled from this meridian to
other organs.

Course of the meridian
Starting beside the nose, the Stomach meridian
meets the Bladder meridian at Bladder (BL) 1 on
the forehead (Fig. 1). From Stomach (ST) 1, just
below the eye, it runs inwards into the upper
gums and around the mouth to link with the
Governing Vessel and Conception Vessel meridians. It then ascends to the front of the ear to the
forehead, where it intersects with Governing
Vessel 24. From the jaw, it subsequently
descends alongside the throat to the clavicular
region, where an internal branch descends to the
Stomach and Spleen. The superficial path then
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Figure 1. The Stomach meridian (image  Jon Hobbs, reproduced with permission).

continues down over the abdomen to the pubic
area, where a second internal branch from the
Stomach rejoins it. The superficial channel continues down the anterior aspect of the thigh,
passing down the lateral side of the kneecap. At
ST36, below the knee, the channel divides again.
The superficial branch runs down the leg beside
the shinbone, ending on the outer side of the
second toe. The internal branch descends to the
middle toe. From the top of the foot, a connec36

tion then runs to the Spleen meridian (Fig. 2;
Lieske 2014).

Clinical application of the
meridian and acupuncture points
Within the TCM framework, the acupuncture
points on the Stomach meridian are used for
much more than regional pain conditions. The
Stomach Divergent Channel reinforces the rela 2014 Acupuncture Association of Chartered Physiotherapists
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Figure 2. Chinese fluid physiology (adapted from Lieske 2014).

tionship between the Stomach and Spleen, and
supports a selection of points that help to treat
Spleen conditions (Ni 2004). The Divergent
Channel also connects to the Heart, providing a
theoretical basis for selecting points for emergencies and Heart disorders (Tsay 2000; Shi
2007). Other conditions such as insomnia, headaches, sinusitis pain, stiffness in the lower leg and
foot, and food allergies are successfully treated
using points along this meridian (Maciocia 2005).
For the purpose of the present paper, information pertaining to both Western medical acupuncture (WMA) and TCM acupuncture will be
discussed.
Stomach 7: Xiaguan, Below the Joint
Located within the depression on the lower
border of the zygomatic arch, anterior to the
condyloid process of the mandible, this point
should be located with the patient in side-lying
 2014 Acupuncture Association of Chartered Physiotherapists

with his or her mouth closed. Segmental innervations are mandibular divisions of the trigeminal nerve (White et al. 2008). Needle this point in
the lateral pterygoid muscle perpendicular to the
skin, 0.5 cun in depth, using a needle of
25–30 mm in length.
Western medical acupuncture indications
include dental pain and neuralgia. In TCM,
Xiaguan (ST7) is an important and commonly
used point for the treatment of local disorders
affecting the ear (e.g. deafness, tinnitus, pain and
discharge), cheek (e.g. pain and swelling), teeth
(e.g. toothache, swelling and gum pain) and
upper jaw (e.g. lockjaw and dislocation), as well
as twitching of the eyelids (Bing & Hongcai
2011). Its ability to treat ear disorders can be
attributed to its location, and the fact that the
Gall Bladder channel, which enters the ear,
meets with the Stomach meridian at this point
(Deadman & Al-Khafaji 1998).
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Stomach 8: Touwei, Head’s Binding
Located 0.5 cun dorsal to the corner of the
hairline, ST8 is directly above ST7. Segmental
innervations include the ophthalmic and maxillary divisions of the trigeminal nerve (White et al.
2008). Needle this point transversely in the
epicranial tissues to a depth of 0.5 cun using a
needle of 25–30 mm in length. Take precautions
in order to avoid the temporal artery.
In WMA, the indications for use include
headaches and migraine. Particular TCM indications for the use of Touwei (ST8) include
headaches and eye disorders caused by Wind.
The latter may be either exterior pathogenic
Wind invading the channels of the head or
internally generated Wind. As far as exterior
headaches are concerned, although ST8 is suitable for both Wind-Cold and Wind-Heat, many
classic texts stress its use in the treatment of
splitting headaches with bursting eye pain, symptoms more usually associated with Wind-Heat
(Deadman & Al-Khafaji 1998). Heat is a yang
pathogen, and its nature is to flare upwards and
expand, obstructing the collaterals, which leads
to a distending and splitting sensation in the
head. In the treatment of headache accompanied
by pain or twitching of the eyes, ST8 is also
indicated for severe headache accompanied by
vomiting. This point is especially suitable for
migraine headache with nausea or vomiting, and
dimness of vision or bursting pain in the eyes
(Shi 2007).
Stomach 25: Tianshu, Heaven’s Pivot
Located on the abdomen 2 cun lateral to the
umbilicus, ST25 is halfway between the midline
and the palpable lateral border of the rectus
abdominis muscle. The relevant segmental innervations are the T10 myotomes and dermatomes
(White et al. 2008). Needle ST25 perpendicularly
to 1–1.5 cun. Caution is required with thin
patients because deep needling of this point may
puncture the peritoneal cavity.
Western medical acupuncture indications
include intestinal disorders such as irritable
bowel syndrome. The TCM indications of Tianshu (ST25) include regulating Qi and eliminating
stagnation in the lower abdomen. Tianshu
(ST25) is also indicated for a wide range of
problems including distension of and pain in the
abdomen, intestinal abscesses, the treatment of
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menstrual disorders, and abdominal or uterine
masses caused by stasis of either Qi or Blood.
Stomach 34: Liangqui, Ridge Mound
This point is located just 2 cun superior to the
lateral margin of the patella. The segmental
innervations of ST34 are the L3–4 myotomes
and L2–3 dermatomes (White et al. 2008). Needle the vastus lateralis muscle perpendicular to
the skin to a depth of 2–3 cm using a 40-mm
needle.
In WMA, indications include knee pain and
osteoarthritis of the knee. In TCM, Liangqui
(ST34) is the Xi-Cleft point of the Stomach
meridian. Xi-Cleft points are where the Qi and
Blood, which flow relatively superficially along
the channels from the Jing-Well points, gather
and plunge more deeply. Xi-Cleft points are
generally indicated in the treatment of acute
conditions and pain. In TCM applications, ST34
is an important adjacent point for the treatment
of knee disorders (often combined with Xiyan,
MN-LE-16, an extra point of the knee), with
Yanglingquan (Gall Bladder 34) and Yinlingquan
(Spleen 9) for painful obstruction, Cold and pain
in the leg (Deadman & Al-Khafaji 1998). The
Stomach meridian traverses the breast and passes
through the nipple, and ST34 is classically indicated for acute disorders of the breast such as
swelling, pain and abscesses (Deadman &
Al-Khafaji 1998).
Stomach 35: Dubi, Calf’s Nose
Located in the hollow on the lateral aspect of the
patellar tendon, ST35 is directly over the joint
line with the knee partly flexed. Segmental innervations include the L3–4 myotome and L3–5
dermatomes (White et al. 2008). With the knee
partly flexed, needle the knee capsule tissue
obliquely and upwards towards the patellar tendon to a depth of 1–2 cun using a 40-mm needle.
Caution is needed when needling ST35 so as to
avoid deep needling into the knee joint because
this has the potential to introduce intra-articular
infection. This acupuncture point is contraindicated for patients who have undergone a total
knee replacement.
Western medical acupuncture indications
include knee pain. According to TCM theory,
Dubi (ST35) is an essential point in the treatment of all knee disorders, whether these are
 2014 Acupuncture Association of Chartered Physiotherapists
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characterized as deficient or excess, or Heat or
Cold. In clinical practice, this point is frequently
combined with Xiyan (MN-LE-16), which is
located on the medial hollow below the patella.
Stomach 35 is often referred to as being located
lateral to Xiyan. This combination of points
forms the ‘‘Eyes of the Knee’’, and is a great
addition to a prescription developed to treat any
type of knee pain (Legge 2011).
Stomach 36: Zusanli, Leg Three Miles
Located 3 cun inferior to the knee joint and one
fingerbreadth lateral to the crest of the tibia,
ST36 is close to the lower border of the tibial
tuberosity in the middle of the upper third of the
tibialis anterior muscle. Segmental innervations
include the L4–5 myotome and dermatomes
(White et al. 2008). Needle the tibialis anterior
perpendicular to the skin to a depth of 2–3 cun
using a 40-mm needle. Caution is needed when
needling this point because this can produce a
strong sensation.
Western medical acupuncture indications for
ST36 include knee pain, homeostatic points,
immunomodulation, central effects, and abdominal problems including nausea and vomiting
(Dundee & McMillan 1991). Use this point in
combination with Quchi (Large Intestine 11)
bilaterally for immunomodulation (AACP 2014).
In TCM, Zusanli (ST36) is a He-Sea point.
These are the five transporting points that
belong to the 12 regular meridians, and are
located around the elbows and knee joints. The
He-Sea points are where the Qi starts to flow
more deeply into the body and towards the
pertinent organs (Jarmey & Bouratinos 2008).
These points can be readily utilized to good
therapeutic effect in the regulation of the flow of
Qi.
Zusanli (ST36) is a local point for knee pain
and may be used to return the yang to the body.
It is also a command point for the Stomach,
boosting Qi and fortifying the Spleen, which
helps to relieve Dampness. Not only does ST36
have an effect on the Spleen, it also has a mutual
influence on the Heart, Lungs, Liver, Gall Bladder, Large Intestine, Small Intestine and Diaphragm through the connections of the
meridians and the vessel network (Shizhen
2007). According to Yim et al. (2007), Zusanli
(ST36) is a very strong point and can be ben 2014 Acupuncture Association of Chartered Physiotherapists

eficial in the treatment of lower-limb rheumatoid
arthritis. In the above author’s study of collageninduced arthritis (CIA, an animal model of
human rheumatoid arthritis) in mice (Yim et al.
2007), the application of electroacupuncture to
Zusanli (ST36) greatly reduced the incidence of
CIA, and prevented histological joint destruction. On the basis of their results, Yim et al.
(2007) speculated that, by suppressing autoimmunity and modulating immune abnormality,
ST36 may have anti-inflammatory and antiarthritic effects. Further studies are needed of the
mechanisms of these effects and applications for
rheumatoid arthritis in human subjects.
Stomach 38: Tiaokou, Lines Opening
This point is located 5 cun inferior to ST36 in
the depression between the tibialis anterior
muscle and the tibia. Segmental innervations
include the L4–5 myotome and dermatomes
(White et al. 2008). Needle the tibialis anterior/
connective tissue plane perpendicular to the skin
to a depth of 0.5–1.5 cun using a 40-mm needle.
In WMA, indications for the use of ST38
include local pain, and it is also advocated for
adhesive capsulitis of the shoulder. Traditional
Chinese medicine holds that Tiaokou (ST38) is a
local point for the treatment of a variety of
disorders of the leg, and more commonly, an
important empirical point in the treatment of
shoulder disorders. For shoulder pain, Tiaoku
(ST38) is always needled on the affected side.
After the Qi is obtained, the patient is asked to
rotate the affected shoulder while the needle is
manipulated. This procedure is normally followed by needling appropriate local and distal
points. Although the rationale for the efficacy of
this point in the treatment of shoulder disorders
may be partially explained by the close link
between the Stomach and Large Intestine channels, this is first and foremost an example of the
theoretical empirical use of acupuncture points
in TCM. Many TCM sources list this point as the
appropriate distal point for acute shoulder pain;
however, none seem able to offer more than
negligible speculation as to why it actually works.
Although Deadman & Al-Khafaji (1998) suggested that, since ST38 is between the lower
He-Sea points of the Large Intestine and Small
Intestine (37 and 39, respectively), perhaps Tiaokou exerts an influence on the whole yang area
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of the shoulder. Although a clear rationale is yet
to be agreed, personal clinical practice can confirm that this method of treatment for shoulder
pain does indeed work.
Vas et al. (2008) suggested that single-point
(ST38) acupuncture in conjunction with physiotherapy improves function and alleviates pain in
the shoulder to greater degree than physiotherapy alone. This improvement was
accompanied by a reduction in the consumption
of analgesic medication. The clinical improvement was maintained during the 1-year follow-up
period. Because this technique is simple and safe,
Vas et al. (2008) recommended the use of Tiaoku
(ST38) as an auxiliary treatment for all subacromial pathologies.
Stomach 40: Fenglong, Abundant Bulge
This point is located on the lower leg, midway
between the tibiofemoral joint line (level with
the popliteal crease) and the lateral malleolus,
two fingerbreadths lateral to the anterior crest of
the tibia (i.e. one fingerbreadth lateral to Tiaokou, ST38). Segmental innervations include the
L5–S1 myotome and L5 dermatome (White et al.
2008). Needle the tibialis anterior muscle/
connective tissue plane perpendicular to the skin
to a depth of 1.5–2 cun using a 40-mm needle.
Western medical acupuncture indications
include local pain conditions, pain and swelling
in the lower limbs, muscular atrophy, and motor
impairment. Traditional Chinese medicine indications include headache, dizziness, vertigo and
excessive sputum (Shi 2007). In TCM, Fenglong
(ST40) is the single most important acupuncture
point to transform Phlegm in the body, whatever
its source (Deadman & Al-Khafaji 1998). It is
also the point from which the Stomach Luo
Connecting Channel joins with its associated
Spleen channel. Fenglong (ST40) is indicated for
channel complaints such as atrophy disorder and
painful obstruction of the lower leg. Because of
its ability to transform Phlegm, Fenglong is
especially indicated in the treatment of hemiplegia caused by Wind-Phlegm in the channels
(Shi 2007).
Stomach 41: Jiexi, Stream Divide
This point is located at the midpoint of the
talocrural joint on the transverse malleolus crease
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between the tendons of the extensor digitorum
and extensor hallucis longus muscles. Segmental
innervations include the L5–S1 myotome and
dermatomes (White et al. 2008). Needling should
be perpendicular to the joint towards the joint
capsule at a depth of 0.5–1 cun using a needle of
25–30 mm in length. Apply caution when using
ST41 to avoid needling into the ankle joint.
In WMA, Jiexi (ST41) is an important and
much-used point for disorders of the lower leg,
ankle and foot, especially pain conditions. It may
also be used as a distal point for disorders of the
knee joint. In TCM, Jiexi (ST41) is the Jing-River
and Fire point, and therefore, as well as having
local applications for the feet and ankles, and
serving as a distal point for knee pain, it has an
equally important effect on clearing Heat from
both the meridian and the Fu organs. According
to TCM theory, the Fu organs are responsible
for receiving and digesting food and water, and
excreting waste products from the body. Therefore, Jiexi (ST41) is good for clearing Heat from
the Stomach meridian, particularly from the
upper part (the Upper Jiao). It also has the ability
to treat pain, swelling and inflammation in the
upper, frontal segment (the Yangming portion)
of the head. These can be seen to manifest in
patients as frontal headache. Jiexi (ST41) can
also be used to alleviate redness of the face and
eyes, and treat mouth pain.
Stomach 44: Neiting, Inner Courtyard
This point is located 0.5 cun proximal to the web
space between the second and third metatarsals.
The segmental innervations are the L5–
S1 myotome and dermatomes (White et al. 2008).
Needle the second dorsal interossei muscle perpendicular to the skin to a depth of 0.5 cun with
a needle of 25–30 mm in length.
Western medical acupuncture indicates that
this is a primary analgesic point for the lower
quadrant, and a distal point for headaches,
trigeminal neuralgia (toothache) and non-specific
stomach pains. The TCM indication of Neiting
(ST44) is to clear Heat and Fire from the
Stomach meridian. It is a primary point in the
treatment of many Heat disorders of the head
and face, such as toothache, pain of the face or
eye, epistaxis (nosebleed), and sore throats.
Another important action of ST44 is to harmonize the intestines, and clear Dampness and
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Heat. It is also indicated in the treatment of
disorders such as diarrhoea, dysentery, malaena
(blood in the stools) and abdominal pain (Deadman & Al-Khafaji 1998).

Conclusion
The Stomach meridian is easily accessible on the
whole, has few hazardous points and works
logically within the WMA approach. The relevant
myotomes and dermatomes are comparatively
clearly defined. Muscle problems around the feet,
knees and very often the shoulders will respond
readily to its use. In order to utilize the many
benefits of this particular meridian within their
practice, physiotherapists should consider venturing further into wealth of literature on TCM
theory. The greater the insight a practitioner has
into the theory, the better the measurable outcomes for the treatment of a number of common conditions. It is worth considering a review
of meridian theory, focusing specifically on both
point selection according to TCM, and the recognized combinations of points that have
evolved through many thousands of years of
clinical observation and practice.
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CASE REPORT

Use of acupuncture in conjunction with
eccentric loading and transverse friction
massage to treat a rugby player with chronic
patellar tendinopathy
S. Dear
Physiotherapy Department, Cambridgeshire Sports Physio and Back Care, Huntingdon,
Cambridgeshire, UK

Abstract
Intramedullary nailing of the tibia following an open fracture carries the risk of numerous
complications. One of the more common problems is the development of patellar tendinopathy, which occurs in approximately 22% of cases. This report describes the use of acupuncture
in the treatment of a 19-year-old male semi-professional rugby player who suffered from
patellar tendinopathy following this procedure. Acupuncture was employed as a pain relief
modality in conjunction with eccentric loading and soft-tissue techniques. A visual analogue
scale and muscle length testing were used as objective outcome measures, and scores for both
assessments improved significantly when compared to the results of a non-specific strength
programme. The subject was able to begin a graded return to rugby training within 3 months,
and after 1 year, he had made a complete recovery, enabling him to be available for
semi-professional selection.
Keywords: eccentric loading, intramedullary nailing, patellar tendinopathy, tibia fracture,
transverse friction massage.

Introduction
Intramedullary nailing of the tibia following an
open fracture carries the risk of numerous complications. One of the more common problems
is the development of patellar tendinopathy,
which has been found to affect approximately
22% of cases (Koval et al. 1991), and could
account for findings showing that patients
treated with intramedullary nails are more likely
to suffer from knee pain (Sakaki et al. 2007).
Tendinopathy accounts for 30–50% of all sporting injuries (Renström & Woo 2008), and the
overall prevalence of patellar tendinopathy
among athletes has been reported to be 14%,
Correspondence: S. Dear, Cambridgeshire Sports Physio
and Back Care, Grove Farm Oﬃces, Abbots Ripton,
Huntingdon, Cambridgeshire PE19 1DL, UK (e-mail:
stephanie.dear89@googlemail.com).
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with symptoms lasting for a mean duration of
32 months (Lian et al. 2005).
Despite the frequency of tendinopathy, there
is still much debate about its pathology and the
nature of the pain mechanisms involved in this
condition, and consequently, there is no gold
standard for treatment at present. The term
tendinopathy replaced tendinitis after the prevailing evidence indicated the absence of inflammatory markers (Longo et al. 2009). Current
theories cite chronic degeneration, regeneration
and microtears of tendinous tissue, which uniformly coincide with a failed healing response
(Cook et al. 2002).
Many modalities have been adopted to treat
tendinopathy, including cryotherapy, biomechanical correction, soft-tissue therapy, exercise
prescription, pharmacotherapy and surgery.
Alfredson & Cook (2007) developed a treatment
algorithm for tendinopathy, and recommended
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that treatment should primarily be conservative,
with surgery only being considered if these
methods fail. The above authors discussed the
benefits of a multifactorial approach consisting
of activity modification and biomechanical correction, manual therapy, and eccentric loading. A
protocol was developed for eccentric training
that demonstrated good clinical results in both
the short and long term.
Although acupuncture has been broadly
adopted in the treatment of musculoskeletal
pain, its utility in the treatment of tendinopathy
has not been extensively explored. Nevertheless,
case studies have found that needling can contribute to the reduction of pain and improvement of function. For example, a case report on
the effect of acupuncture for chronic patellar
tendinopathy in a 32-year-old male football
player demonstrated clinically significant
improvements in pain on a visual analogue scale
(VAS) (Jeffs 2013).

Case report
Subjective assessment
The present report discusses the treatment of a
19-year-old male semi-professional rugby player.
The subject sustained an open fracture of the left
tibia and a closed fracture of the fibula when his
lower leg became trapped in a steel gate on 4 July
2011. An intramedullary nail was surgically
inserted on the same day.
Despite evidence that pain is eliminated following removal of the intramedullary nail
(Court-Brown et al. 1997), the subject suffered
from persistent post-operative pain. He was
advised to restart non-specific gym-based lower
limb strength rehabilitation. Unfortunately, this
vague and unsupervised approach meant that the
subject made inadequate progress. Without guidance, he did not know whether it was safe to
exercise while enduring pain, and became noncompliant with the rehabilitation programme.
Significant deconditioning then ensued, alongside lower-limb muscle imbalance and the development of chronic patellar tendinopathy.
The subject presented to physiotherapy with a
5-month history of anterior knee pain that had
arisen following the removal of the metalwork.
He reported that he had been pain-free prior to
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this second surgery, was not taking medication
and had no other significant medical history.
Before he was injured, he was playing in the
position of prop in rugby union at a semiprofessional level. Pain scores at baseline were
recorded as 60–70/100 on a VAS. His pain was
aggravated by running, ascending and descending
stairs, squatting, contracting his quadriceps
femoris muscle, and moving following a period
of inactivity. The pain eased immediately when
he relaxed his quadriceps femoris muscle.
The anterior knee pain was predominantly
experienced on concentric contraction of the
quadriceps femoris, and a milder pain occurred
on eccentric contraction.
Objective assessment
On observation, the subject was found to have
an adhered scar along the left patellar tendon,
two insertion sites and further scarring midway
down the tibial shaft from the original open
fracture. There were signs of deconditioning of
the left quadriceps femoris muscle. Range of
movement (ROM) was full into flexion, with
tightness reported along the patellar tendon scar.
Knee extension was normal with passive overpressure.
Muscle length testing demonstrated considerable muscle shortening, with the symptomatic
side measuring 100 with a goniometer compared to 110 on the right. Normal quadriceps
femoris muscle length should be 140 on a prone
knee flexion test (Roche 2005). Muscle strength
was assessed as –5/5 (Modified Oxford Scale),
with pain inhibiting the outer range. This pain
was aggravated after repeated muscle testing.
Hamstring muscle power was normal at 5/5
bilaterally, and Hoffa’s Test was positive for
pain.
On palpation of the quadriceps femoris
muscle, myofascial trigger points (MTPs),
increased tone, and a thickened and tender
patellar tendon were identified (VAS=40/100).
The VAS scores for the movements listed in
Table 1 were recorded during testing.
Although no further tests were conducted in
the present case, ultrasonography or magnetic
resonance imaging, which are the preferred
options for investigating the characteristic
changes of tendinopathy, might have identified
 2014 Acupuncture Association of Chartered Physiotherapists
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Table 1. Visual analogue scale (VAS) scores
Movement

VAS score

Observation

Static quadriceps contraction
Inner range quadriceps contraction
Straight-leg raise
Squat
Single-leg squat

6/10
6/10
7/10
7/10
8/10

–
–
Muscle tremor from significant deconditioning
Increased weight-bearing on right side
Medial rotation of hip

hypoechoic thickening of the paratendon (Maffulli et al. 2004). However, as with many
musculoskeletal conditions, results can be inconclusive because images of tendon morphology
frequently do not correlate with clinical presentation. Alfredson & Cook (2007) deduced that
clinical imaging should not guide clinical decisions since studies have consistently revealed
that clinical outcomes are independent of such
findings.
Clinical impression
Anterior knee pain after intramedullary nailing of
the tibia has been identified as a frequent source
of post-operative complication, probably as a
direct result of dissection of the patellar tendon
and its sheath. A literature review by Katsoulis
et al. (2006) found that pain was most frequently
caused by the longitudinal dissection of the
patellar tendon during a transtendinous
approach, the point of entry of the nail and
proximal nail protrusion. The above authors
reported that removal of the nail generally had
no effect on pain, or even worsened it at times.
This finding is in conflict with earlier research by
Court-Brown et al. (1997), but is supported by
the present subject’s experience. The exact aetiology of anterior knee pain after intramedullary
nailing is unknown, but Katsoulis et al. (2006)
proposed a combination of factors. Depending
on the surgical technique, the patellar tendon and
fat pad are either directly divided or repeatedly
traumatized. Injury to the tendons and soft
tissues is unavoidable, and is likely to be the chief
causative factor. This trauma can provoke a
thickened and disorganized tendon, as observed
in patellar tendinopathy.
Several risk factors, including surgery, might
create a predisposition for anterior knee pain.
Others factors include patellar malalignment and
altered biomechanics, muscle insufficiency and
 2014 Acupuncture Association of Chartered Physiotherapists

poor flexibility, overuse, and trauma. The results
of a prospective study by Witvrouw et al. (2001)
are consistent with the implication that decreased
flexibility of the quadriceps femoris and hamstring muscles predisposes individuals to the
development of patellar tendinopathy. As noted
above, the present subject was deficient in his
quadriceps femoris length by 40, and therefore,
this probably predisposed him to developing
post-operative patellar tendinopathy. Muscle
inflexibility is also an intrinsic factor that both
predisposes individuals to developing overuse
injuries and aggravates these problems (Krivickas 1997). Flexibility deficits are improved with
stretching, but although this is important in
injury rehabilitation, it is not as important as
improving muscle function and the patterning of
skeletal muscle in the treatment of tendinopathies (Cook et al. 2001).
The position of prop in the game of rugby
union involves many different physical skills.
Game analysis shows that 47% of the match is
spent walking/jogging, 6% running/sprinting,
38% standing and 9% tackling (Mackenzie
2006). Muscle analysis of these individual skills
can demonstrate the effect patellar tendinopathy
had on the present player’s performance. The
predominant skills affected are running and leg
strength for tackling, which involve the gluteus
maximus, quadriceps femoris, hamstring, gastrocnemius and soleus muscles.
Treatment
The aims of the treatment were to improve the
flexibility and function of the quadriceps femoris
muscle, and to reduce pain in order to facilitate a
graduated return to training involving these
capacities. This was to be achieved through
a combined intervention approach consisting
of: eccentric loading; soft-tissue techniques,
including deep-tissue massage of the quadriceps
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Figure 1. A decline squat (Young et al. 2005). Reprinted
with permission from the British Journal of Sports Medicine,
Vol. 39, No. 2, p. 103 (  2005 BMJ Publishing Group
Ltd and British Association of Sport and Exercise
Medicine).

femoris and transverse frictions of the patellar
tendon; and acupuncture.
The subject was instructed to complete singleleg squats to approximately 60 flexion on a 25
decline board (Fig. 1). This was conducted
eccentrically by squatting down on the symptomatic leg and pushing up with the unaffected
side. He was advised to exercise within a pain
scale of 30–40/100. Repetitions began at three
sets of 15 repetitions, and increased incrementally with weight added as progression was seen.
Alongside the eccentric exercises, stretching of
the quadriceps femoris, hip flexor and hamstring
muscles, with holds of 30 s, was recommended.
Deep-tissue massage of the quadriceps femoris
was performed retrospectively in an attempt to
decrease the onset of delayed muscle soreness
associated with eccentric exercise.
The aim of transverse friction massage (TFM)
is to reduce abnormal fibrous adhesions and
mobilize scar tissue by realigning soft-tissue
fibres. This was performed regularly in an
attempt to reduce the adhesions within the scar
superficial to the patellar tendon. It appeared to
be beneficial since palpation demonstrated a
more mobile scar with reduced adhesions midway through the intervention.
Finally, acupuncture, which is the main focus
of the present case report, was used as a pain
modality. Table 2 summarizes how it was
used alongside other therapeutic interventions.
Traditional Chinese medicine (TCM), Western
acupuncture and dry needling techniques
were adopted so as to produce both local
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effects for healing and segmental effects for
analgesia.
In TCM, the theoretical basis of acupuncture
is the flow of Qi (vital energy) along meridians.
The stimulation of acupuncture points restores
the flow and balance of Qi, which is stagnant in
tendinopathy. Therefore, the acupuncture points
chosen in the present case were intended to
move and rebalance Qi, and restore the health
and function of the tendon. Liver (LR) 3 and
Gall Bladder (GB) 34 were used bilaterally
because these are believed to influence muscles
and tendons. In addition, LR3 also induces
healing.
Western acupuncture focuses on the stimulation of points that relate to segmental anatomical
dysfunction so as to stimulate afferent impulses
from the peripheral nerves. To initiate segmental
effects, stimuli are applied to tissues sharing
innervations from the same spinal cord level. In
the present case, Stomach (ST) 34 and Spleen
(SP) 10 were used since these share the same
spinal root innervations, and the aim was to
provide analgesia throughout the L2–4 dermatomes. This could have been further intensified by
needling bilaterally, or by needling in the vicinity
of the spinal segment at Bladder (BL) 23 and
BL24.
Sparrow pecking of the scar and ‘‘surrounding
the dragon’’ were used in order to induce healing.
Shinbara et al. (2008) reported that acupuncture
increases nutritive blood flow locally. These
effects are multiplied with sparrow pecking,
which involves vertical movement of a 8–10-mm
needle at a rate of 30 pricks a minute. Stimulation
of an axon reflex that incites the primary afferent
nerve fibres to release calcitonin gene-related
neuropeptide (CGRP) accounts for these effects.
The release of CGRP causes skin vasodilation,
which is a mechanism for local vascular regulation, and since it is a sensory neuropeptide,
CGRP modulates the immune response, thereby
contributing to the healing of tissue. Dry needling of the MTPs of the quadriceps femoris
muscle was used in order to restore full muscle
length, re-establish muscle balance and correct
motor patterning.
After the intervention, the subject reported
that his VAS pain scores had reduced to 30–40/
100. Since evidence has shown that the most
practical measurement of subjective pain
 2014 Acupuncture Association of Chartered Physiotherapists
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*Needle type: Classic Plus (HMD Europe Ltd, London, UK).

0.8

Yes  3 0.25  30
0.25  40
No
0.25  40
No
No
0.25  70

GB34 (bilateral)
VM MTP
RF MTP
VL MTP

Week 4
Sessions 7 and 8
(introduced weights to
eccentric exercises;
home stretching)

1.0
0.5
1.0
0.5
1.0
0.3







Superficial

Depth of
insertion
(cun)

0.25  30 (three Sparrow
needles)
pecking

0.25  30 (six
needles)

Needle size
(mm)*

3 0.25  40
3
3
3
3

Yes
Yes
Yes
Yes
Yes
Yes

ST34
ST35
ST36
SP10
Xiyan
LR3 (bilateral)

Week 3
Sessions 5 and 6
(deep transverse friction
massage of patellar tendon;
passive stretching of QF;
scar massage; increase in
repetitions of eccentric
exercises)

Yes

No

Surrounding the
dragon

De Qi

Scar tissue
Week 2
Sessions 3 and 4
(deep-tissue massage of
the QF; MTP release of
the RF and VL;
deep-tissue massage of self
with foam roller advised;
increase in repetitions of
eccentric exercises)

Week 1
Sessions 1 and 2
(eccentric exercise
prescribed, and home
stretching of the QF,
hamstring and hip flexor
muscles advised)

Treatment

Acupuncture
points

Time
(min)

20

He-Sea point on GB that supplies muscle
and tendon tissue, and therefore, an
influential point for all muscular disorders;
regulates GB, clears Heat and frees Qi
Reduce pain in the MTP pattern of the VM
Reduce pain in the MTP pattern of the VM
Reduce pain in the MTP pattern of the VL

20

30
Local point for reducing knee pain; L2–4
segmental innervations
Lateral eye of the knee, local point for
reducing knee pain and inducing healing
He-Sea point that tonifies and regulates Qi
along the ST meridian
Local point for reducing knee pain; L2–3
segmental innervations; removes Heat and
clears Blood
Medial eye of the knee; good for reducing
knee pain and weakness of the knee; induces
local healing
Distal point on the LR meridian that induces
soft-tissue healing, and therefore, has a
profound effect on tendinopathies; stimulates
blood flow to the hypothalamus

Needles inserted directly into the scar to
break down adhesions and increase blood
flow to the area in order to assist
remodelling of the scar tissue

Surrounding the dragon involves local needle 20
placement around the patellar tendon
The Qi and Blood of the musculotendinous
meridian are stagnant
Localized placement regulates flows

Clinical reasoning

Reproduction of
the subject’s pain
with needle
insertion

Itching

None

Pain on insertion
of some needles,
but not all

Adverse effects

Pain on VAS=3/10; no
pain on static or
inner-range QF
contraction, or SLR; 4/10
for squat and SLS; muscle
length=110; reduced
MTPs

Pain on VAS=4/10; no
pain on static or
inner-range QF
contraction, 4/10 for SLR;
more mobile scar

Pain on VAS=6/10; no
pain on static QF
contraction, 4/10 on
inner-range QF
contraction, 6/10 for SLR

Pain on VAS=6/10; pain
immediately with static QF
contraction 6/10,
increased to 7/10 with
squat and SLS

Outcomes

Table 2. Treatment intervention and outcomes: (QF) quadriceps femoris; (VAS) visual analogue scale; (SLS) single-leg squat; (MTP) myofascial trigger point; (RF) rectus femoris; (VL) vastus lateralis;
(ST) Stomach; (SP) Spleen; (LR) Liver; (SLR) straight-leg raise; (GB) Gall Bladder; and (VM) vastus medialis
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intensity is this progressive 100-point numerical
scale (Jensen et al. 1986), the results indicate that
there was a significant improvement. Functional
testing also demonstrated that the subject’s pain
recurred less frequently. Muscle length improved
to 110, but still remained shortened in comparison to normative values.
After 4 weeks, the subject began his graded
return to training, initially with running and
aerobic drills, and then with appropriate progression to rugby-specific training. He was well
within the 6-month timescale that had been
established at the beginning of treatment. The
recommendation that he should be cautious was
reiterated in order to prevent a premature return
to sport, which would entail a risk of re-injury
and failed recovery.
At a 1-year follow-up in September 2013, the
subject had returned to full playing fitness, and
was regularly selected for the second team at a
semi-professional rugby club. His increased
game time and improved physical condition
meant that the club’s management were considering him for first team selection. The subject
reported no further knee pain, and was continuing to work with a strength and conditioning
coach so as to increase his muscle power and
assist his return to first team playing status.

Discussion
The interventions used in the present case were
chosen on the basis of the current literature,
which supports the use of these approaches in
the treatment of patellar tendinopathy. Specific
recommendations are made in the review by
Wilson & Best (2005). Despite the morbidity
associated with chronic patellar tendinopathy,
there is a surprising lack of evidence to direct the
management of the condition. However, while
there is no gold standard of treatment for
chronic patellar tendinopathy, there is a general
consensus among therapists and researchers that
this should consist of conservative management
rather than surgical intervention. Bahr et al.
(2006) compared the outcome of open patellar
tenotomy with eccentric training, and found that
there was no advantage in performing surgery.
Eccentric exercise
While no specific protocol has been found to be
ideal, eccentric loading has proved to be ben48

eficial in the treatment of tendinopathies. A
review by Visnes & Bahr (2007) indicated that a
decline board should be included and the exercises performed with some level of discomfort,
as was the case in the present study. Alfredson et
al. (1998) described an eccentric calf muscle
training model for the treatment of Achilles
tendinopathy. Calf loading was progressively
increased with the addition of weight as pain
allowed, and three sets of 15 repetitions were
performed, as prescribed for the present subject.
The results demonstrated a significant reduction
in pain and that no surgical treatment was
required. All participants of the eccentric loading
group had returned to their pre-injury level of
fitness by week 12, as compared to 24 weeks for
the control group, who were treated conventionally with rest, non-steroidal anti-inflammatory
drugs (NSAIDs), orthoses and conventional
training programmes. Although the best current
evidence does demonstrate that eccentric exercise is likely to be useful in the management of
tendinopathy (Maffulli & Longo 2008), the
results still lack statistical significance, and therefore, this form of exercise has not been definitively shown to be superior to other
interventions.
Deep tissue massage
It has been theorized that uncoordinated quadriceps femoris muscle contraction caused by
atypical fascial tension in the thigh can contribute to patellar tendon pain (Stecco & Stecco
2009). In a pilot study, Pedrelli et al. (2009)
suggested that myofascial release of the quadriceps femoris can reduce pain in the patellar
tendon. This supports earlier evidence (Cook
et al. 2001) that regular quadriceps femoris massage makes muscle tissue more compliant, and
ultimately, allows the energy from landing to
attenuate over a greater time, thus reducing the
abusive load.
Transverse friction massage
Warden & Brukner (2003) described TFM as,
clinically, the most effective form of massage in
the treatment of tendinopathy. Overall, while
clinical studies are limited in number and scope,
these do indicate that frictions may be an effective form of treatment (Stasinopoulos & Johnson 2004). For instance, it has been hypothesized
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that the technique induces a local paindiminishing response, possibly via the pain gatecontrol mechanism. It is believed that the
application of deep transverse therapeutic mobilizations can break down adhesions and collagenous cross-links. Local vasodilatation is produced,
increasing blood flow to the area, which can
contribute to the healing process and the
removal of chemical irritants, thus reducing pain
(Yoon et al. 2012).
Acupuncture
A systematic review and meta-analysis of randomized controlled trials (RCTs) on the effects
of acupuncture in chronic knee pain showed a
statistical improvement in both pain and function (White et al. 2007). The review specifically
focused on Western acupuncture and the theory
of sensory nerve stimulation. The inclusion criteria were that: the acupuncture treatment consisted of at least six sessions; these occurred once
weekly or more; a minimum of four points were
needled for no less than 20 min; and De Qi was
achieved. The patient criterion was that the
participants had all had knee pain for a minimum
period of 3 months. Thirteen studies were
included in the review; however, only eight
underwent the meta-analysis. The statistically
significant results were that acupuncture was
superior to sham needling, sham transcutaneous
electrical nerve stimulation and no control in
improving pain and function in the short term. It
also remained superior to sham in the long term.
The analysis illustrated that acupuncture should
be considered as an evidence-based treatment for
patients with chronic knee pain, although the
results were not specifically related to patellar
tendinopathy. White et al.’s (2007) review failed
to offer a meaningful rationale, and showed no
causal association between acupuncture and the
positive outcome. It only examined efficacy, not
mechanism.
While there is a distinct lack of well-produced
RCTs of the effects of acupuncture on tendinopathy, those available do support its use.
Recently, Zhang et al. (2013) investigated
whether needling would improve outcome in
chronic Achilles tendinopathy, using a VAS and
the validated Victorian Institute of Sports
Assessment – Achilles (VISA-A) questionnaire
to measure change. There was random allocation
 2014 Acupuncture Association of Chartered Physiotherapists

of 64 patients into either an eccentric exercise or
acupuncture treatment group, and outcomes
were measured at baseline, and 8, 16 and
24 weeks. Although all outcomes improved in
both groups, the results for acupuncture were
significantly better. However, the participants
were able to take NSAIDs as required throughout the study, which was an uncontrolled variable that could have compromised these results.
Kleinhenz et al. (1999) explored the effects of
acupuncture on rotator cuff tendinitis. They
invited 52 participants to partake in a single-blind
RCT using acupuncture or a placebo needle.
Over the course of a 4-week treatment programme, acupuncture proved to be more effective than sham.
Other case reports have produced similar
results to those detailed in the present study. As
mentioned earlier, the case study by Jeffs (2013)
described the effects of acupuncture on patellar
tendinopathy, and found a reduction in pain
following a 7-week intervention. Acupuncture
was used as an adjunct to conventional treatment
involving eccentric exercise and passive mobilizations. As in the RCT by Zhang et al. (2013),
the VISA-A scale and VAS scores were used,
both being validated and sensitive outcome
measures. Jeffs (2013) utilized a herringbone
needle technique, as described in a paper by
Kishmishian et al. (2012). Colour Doppler ultrasound scanning demonstrated a reduction in
blood supply to the tendon after all treatment
sessions, the opposite to what was hypothesized
according to prior research by Sandberg et al.
(2003). Jeffs (2013) discussed this finding, suggesting that it was the result of a more gentle
needling technique. His rationale was that
reduced needle stimulation does not create a
local tissue injury, and therefore, minimizes the
pro-inflammatory response one might otherwise
expect. While contradictory results were presented with regard to physiological changes, the
above study did demonstrate a reduction of pain,
and therefore, improved function for the subject.
These were caused by local analgesic mechanisms and segmental effects. Similar results were
produced in the present case.
In addition, acupuncture was performed
directly around the present subject’s scar. This
treatment technique is increasingly being
adopted, but has not yet been widely explored.
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Helene Langevin has completed extensive
research into connective tissue, and recently
summarized her work on the effect of acupuncture on this integral network (Langevin 2013).
Using microscopy, she found that connective
tissue mechanically connects to the needle once
it is inserted and twisted; this can be seen
clinically as ‘‘skin tenting’’ when the needle is
removed. On a cellular level, the cytoskeleton is
reorganized within the fibroblasts after needling,
an effect that is also seen after a sustained 30-min
stretch. This cellular response could help to
explain the improvement in ROM and scar
mobility following acupuncture in the present
subject.

Conclusion
While acupuncture has been shown to be a
useful treatment in chronic knee pain, there is a
significant lack of high-quality clinical trials pertaining to its use in tendinopathies. Evidence of
the biological mechanisms of acupuncture would
favour the hypotheses that utilization of both
peripheral and segmental effects is responsible
for significantly alleviated pain in the 19-year-old
rugby player who was the subject of the present
study. However, in order to support these findings, large-scale RCTs investigating the outcomes
of acupuncture on tendinopathy and a causal
association with the physiological rationale are
needed.
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CASE REPORT

Acupuncture in combination with exercise
prescription for hip joint osteoarthritis and
lumbar spondylosis in a patient with chronic
pain
A. Ridger
Outpatient Physiotherapy Department, Kent Community Health NHS Trust, Ayelsford,
Kent, UK

Abstract
Acupuncture was used alongside exercise prescription to treat a 68-year-old female with hip
osteoarthritis (OA), lumbar spondylosis, restricted mobility, impaired function and chronic
pain. The aim was to reduce the subject’s pain and improve her overall general function in
activities of daily living. After regular physiotherapy, which included exercise prescription,
education and advice, and six acupuncture treatments, the subject’s visual analogue scale pain
score improved by 70%, and her Western Ontario and McMaster Universities Osteoarthritis
Index score for function increased by 60%. In this case, acupuncture was used alongside
exercise prescription, and contributed to the improvements in pain and function. The current
literature supporting the use of acupuncture and exercise therapy for the management of OA
is discussed.
Keywords: acupuncture, exercise therapy, low back pain, osteoarthritis, spondylosis.

Introduction
Osteoarthritis (OA) is the most common form
of arthritis, and it is responsible for functional
decline, pain and disability world-wide (Peat et al.
2001; NICE 2008; Arthritis Research UK 2013).
The condition is an active disease process that
involves cartilage degeneration, followed by proliferation and remodelling of subchondral bone
(Peat et al. 2001; Kwon et al. 2006). In some
cases, this repair process results in continued
tissue damage and symptomatic OA (NICE
2008). Pain results in loss of mobility, lack of
sleep, fatigue and depression, and has an impact
on family life (Arthritis Research UK 2013).
Osteoarthritis commonly affects the weightbearing joints, most often those of the hip and
knee (Kwon et al. 2006; Witt et al. 2006). In the
UK, disability caused by OA rose by 16%
Correspondence: A. Ridger, Outpatient Physiotherapy
Department, Churchill Centre, Preston Hall, Aylesford,
Kent ME20 7NJ, UK (e-mail: annaridger@nhs.net).
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between 1990 and 2010, and this figure continues to increase because of the growth in the
population and the rise in obesity (Arthritis
Research UK 2013). Lumbar spondylosis or
spinal OA is defined as the narrowing of disc
space, osteophyte formation, subchondral sclerosis and the development of cysts (Pye et al.
2007). Chronic low back pain (LBP), which is
defined by symptoms lasting for longer than
3 months, affects 15–45% of the population
(Middleton & Fish 2009).
Osteoarthritis can often occur in more than
one part of the body, and 7% of people in the
UK aged d45 years have sought treatment for
OA affecting multiple sites (Arthritis Research
UK 2013). The National Institute for Health and
Clinical Excellence (NICE), now the National
Institute for Health and Care Excellence, set
clinical guidelines and standards for high-quality
care for individuals with OA (NICE 2008),
making recommendations that included healthcare professionals offering information, support
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and guidance; adopting a holistic approach; prescribing exercise; advocating weight loss, where
appropriate; giving recommendations about suitable footwear; and initiating pain management.
Uthman et al. (2013) carried out a systematic
review of 60 randomized controlled trials comparing exercise intervention with no exercise
intervention for patients with lower limb OA.
They found that there has been sufficient evidence since 2002 to show that exercise has
significant benefits for lower limb OA. Van Baar
et al. (2001) undertook a clinical trial in a primary
care setting to investigate the long-term effects
of exercise prescription on individuals with hip
or knee OA. The treatment group were under
the care of a physiotherapist for exercise therapy
for up to 12 weeks. It was found that the
treatment group exhibited an improvement in
pain and function at the short-term (12-week)
follow-up, but at the 24-week follow-up, these
effects had not lasted. Van Baar et al.’s (2001)
findings indicate that the benefits of exercise for
OA must be maintained and continued over the
long term.
Analgesic prescription (e.g. non-steroidal antiinflammatory drugs, glucosamine and topical
analgesics) is often used as well as exercise for
the management of OA (Kwon et al. 2006).
However, most drug treatments have been
associated with numerous side effects, including
gastrointestinal irritation, bleeding, an increased
risk of hypertension, and renal and hepatic toxicity (Kwon et al. 2006). Most probably as a
result of the many problems associated with drug
management, complementary therapies are often
sought after and used by patients with OA
(Manheimer et al. 2010).
Acupuncture is a safe treatment with a low risk
of side effects (MacPherson et al. 2001; Kwon
et al. 2006). Several systematic reviews have
found that acupuncture has statistically significant benefits in the treatment of peripheral joint
OA in comparison to sham acupuncture (White
et al. 2007; Manheimer et al. 2010). Vickers et al.
(2012) carried out an individual patient data
meta-analysis of nearly 18 000 randomized
patients to review the effect of acupuncture on
four chronic pain conditions: back and neck
pain; osteoarthritis; chronic headache; and shoulder pain. Their findings built on previous evidence, demonstrating that acupuncture is
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P2

P1

P3

Figure 1. Pain presentation: (P1) intermittent sharp pain
in the groin, hip often ‘‘gives out’’; (P2) intermittent
right-sided low back pain; and (P3) bilateral foot and
lower shin pain. The subject scored her pain as 0/10 at
best and 8–9/10 at worst on a visual analogue scale.

effective for the treatment of chronic pain and a
reasonable referral option, despite the differences
between acupuncture and sham acupuncture
being relatively small.

Case report
Subjective examination
The present subject was a 68-year-old female
who was referred to physiotherapy by an orthopaedic consultant. On her initial presentation to
this consultant, she reported lower back, right
buttock and groin pain. After recurring intermittently over the previous 10 years, this problem
had worsened in the past 5 months. X-rays
revealed mild arthritic changes in her right hip,
thoracic kyphosis and mild scoliosis with convexity to the left, as well as considerable degenerative change in her lumbar spine, particularly at
the L2–3 level. The subject had suffered from a
permanent right peroneal nerve palsy since 1998,
which had caused lower leg and foot numbness,
pins and needles, and a mild foot drop (Fig. 1).
As a result, she required one stick when walking
long distances. She reported that walking, carrying things and using the vacuum cleaner aggravated her symptoms. Painkillers (naproxen)
eased her pain. The subject was retired, lived
with her husband and enjoyed a gentle keep-fit
class once a week.
 2014 Acupuncture Association of Chartered Physiotherapists
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Objective examination
The subject required one stick to mobilize, and
had a long-term mild right foot drop. She had
restricted active range of movement (AROM) in
her lumbar spine and right hip, as well as
decreased right hip power. Stiffness was found
on palpation of the spinous processes of the L2,
L3, L4 and L5 vertebrae. The subject had
decreased right hip flexor and quadriceps length
on the left. The slump test was negative on both
her left and right.
Clinical impression
The clinical impression was that the subject was
suffering from OA in her right hip, as well as
spondylosis of her lumbar spine, with either
condition possibly causing referred right groin
pain during gait. During the objective examination, pain was generated with right-side flexion
of the lumbar spine, and palpation of the L2, L3,
L4 and L5 vertebrae, possibly indicating that the
groin pain that the subject was experiencing
could be referred from her lumbar spine. However, right hip passive ROM (PROM), AROM
and the quadrant test also elicited pain, and the
subject’s X-ray showed mild hip joint degeneration on her right side. Therefore, it is difficult to
establish the exact cause of the right groin pain
since both the lumbar spondylosis and hip OA
appeared to cause discomfort. The subject did
not have any red or yellow flags, and was not
suffering from any disturbance in bowel or
bladder function, saddle anaesthesia, or bilateral
neurological symptoms. She was a retired woman
who lived with her husband, and enjoyed theatre
and gentle keep-fit classes. Her goal was to
increase her walking distance by decreasing her
level of pain.
Outcome measures
The visual analogue scale (VAS) is one of the
most commonly used measures of pain (Jensen
et al. 2003), and it is used to analyse both severity
and relief (Kelly 2001). Jensen et al. (2003) found
that a 33% decrease in VAS pain scores is seen as
clinically significant from the patient’s perspective. However, Todd et al. (1996) found that the
minimal clinically significant change in pain is
13 mm on a 100-mm VAS scale, and this was
later verified by Gallagher et al. (2001).
 2014 Acupuncture Association of Chartered Physiotherapists

The Western Ontario and McMaster Universities Osteoarthritis Index (WOMAC) is used to
assess pain, stiffness and function in patients
with hip and/or knee OA (Bellamy 2002). The
WOMAC is well validated for specifically assessing lower extremity pain, function and OA
(Angst et al. 2001). Wolfe (1999) observed that
many patients who have OA often suffer from
other problems, including LBP. The above
author found that the WOMAC captures more
than just hip or knee pain and dysfunction, and is
clearly influenced by the presence of other
musculoskeletal conditions. Therefore, it was a
useful instrument to assess this particular subject.
Hmamouchi et al. (2012) reported that a 16%
reduction in a WOMAC score from baseline is
clinically significant and can be used to interpret
the results of clinical applications.
Treatment
The initial treatment involved exercise prescription, including strengthening exercises for the
subject’s hip, AROM exercise for lumbar extension, hip flexor stretches, and education and
advice, all of which are recommended by NICE
(2008). Bennell & Hinman (2011) found that the
optimal dosage of exercise prescription for
patients with OA is yet to be determined, and
stated that the best approach is one in which
exercises are specifically tailored to individuals
on the basis of a thorough assessment of their
impairments, preferences, co-morbidities and
accessibility issues. The above authors suggested
that group and supervised sessions can be effective alongside regular reviews of patients. While
they found that exercise had a positive effect on
patient function and pain, no studies have established that exercise can be a disease-modifying
form of therapy. A similar study into exercise
prescription for LBP by Hayden et al. (2005)
recommended that the optimal approach for
those with chronic LBP is one in which exercise
is patient-specific, graded, individualized and
administered in a supervised fashion. Review
papers by Bennell & Hinman (2011) and Iversen
(2010) found only limited evidence that focused
specifically on hip OA. Iversen (2010) described
a study by Tak et al. (2005) that recruited 109
people with hip OA to carry out 1 h a week of
class-based exercise, which involved light-tomoderate progressive dynamic exercises as well
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Table 1. Acupuncture treatment: (GB) Gall Bladder; (LR) Liver; (LI) Large Intestine; and (BL) Bladder
Treatment

Time (min)

Acupuncture points

Depth of insertion (cm)

Needle size (mm)*

De Qi

Session 1

10

GB30 (right)
GB31 (right)
LR3 (left)

2.0 (oblique)
1.5 (perpendicular)
0.5 (perpendicular)

0.25  50
0.25  40
0.25  25

Yes

Session 2

20

GB30 (right)
GB31 (right)
LR3 (left)
GB39 (right)
LI4 (right)

2.0
1.5
0.5
1.5
0.5

(oblique)
(perpendicular)
(perpendicular)
(oblique)
(oblique)

0.25
0.25
0.25
0.25
0.25







50
40
25
40
25

Yes

Session 3

20

GB30 (right)
GB31 (right)
LR3 (left)
GB39 (right)
LI4 (right)

2.0
1.5
0.5
1.5
0.5

(oblique)
(perpendicular)
(perpendicular)
(oblique)
(oblique)

0.25
0.25
0.25
0.25
0.25







50
40
25
40
25

Yes

Session 4

20

GB30 (right)
GB31 (right)
LR3 (left)
GB39 (right)
LI4 (right)
BL23, BL24, BL25 (right)

2.0
1.5
0.5
1.5
0.5
1.5

(oblique)
(perpendicular)
(perpendicular)
(oblique)
(oblique)
(oblique)

0.25
0.25
0.25
0.25
0.25
0.25








50
40
25
40
25
40

Yes

Session 5

20

GB30 (right)
GB31 (right)
LR3 (left)
GB39 (right)
LI4 (right)
BL23, BL24, BL25 (right)

2.0
1.5
0.5
1.5
0.5
1.5

(oblique)
(perpendicular)
(perpendicular)
(oblique)
(oblique)
(oblique)

0.25
0.25
0.25
0.25
0.25
0.25








50
40
25
40
25
40

Yes

Session 6

20

GB30 (right)
GB31 (right)
LR3 (left)
GB39 (right)
LI4 (right)
BL23, BL24, BL25 (right)

2.0
1.5
0.5
1.5
0.5
1.5

(oblique)
(perpendicular)
(perpendicular)
(oblique)
(oblique)
(oblique)

0.25
0.25
0.25
0.25
0.25
0.25








50
40
25
40
25
40

Yes

*Needle type: Phoenix (Phoenix Medical Ltd, Chelmsford, UK).

as a home programme, for 6 weeks. Although
14% of the participants dropped out, the results
indicated that this approach had a moderate
effect on pain relief, and achieved small improvements in function, disability and timed walks.
Since Tak et al.’s (2005) study had a relatively
short duration, the need for further research into
exercise prescription for and long-term
follow-up of those with OA of the hip was
highlighted.
The present subject’s home exercise plan was
based on a thorough assessment that was
reviewed, adapted and progressed at regular
appointments, and she was advised to continue
with her exercise class once a week.
Acupuncture treatment
In combination with the prescribed exercises, the
subject also received acupuncture. Contraindications and precautions were checked before treatment, and she was given written and verbal
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information about acupuncture, including its
benefits, possible risks and side effects. The
subject then provided written informed consent.
Phoenix acupuncture needles were used (Phoenix Medical Ltd, Chelmsford, Essex, UK).
Table 1 describes the points chosen throughout the six acupuncture treatments, which was
deemed to be the optimal number of sessions
needed in order to achieve a full therapeutic
effect (Ezzo et al. 2000). The initial treatment
lasted for only 10 min because it was the subject’s first experience of acupuncture. The following five sessions were 20 min long. De Qi,
which is described as a feeling of heaviness,
numbness and soreness, and is essential for
acupuncture analgesia (Zhao 2008), was
achieved at every point. The needles were stimulated by manual rotation halfway through each
treatment (Zhao 2008). No adverse effects were
noted during or after any session. The frequency
of the treatments varied between weekly and
 2014 Acupuncture Association of Chartered Physiotherapists
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biweekly, depending on the availability of the
physiotherapist and patient. The subject was in
left side-lying with a cushion to support her right
knee and leg for all treatments.
Gall Bladder (GB) 30 (Huantiao) and GB31
(Fengshi) were initially used on the right in order
to achieve local peripheral effects (Fig. 2). The
aim was to induce analgesia by stimulating the
production of local endorphins (Stein et al.
2001). Gall Bladder 30 is widely used for both
many disorders of the hip and LBP, and effectively strengthens the hips, pelvic area and lower
back (Jarmey & Bouratinos 2011). Gall Bladder
31 is good for lower limb pain (Jarmey &
Bouratinos 2011). Liver (LR) 3 (Taichong) was
added on the left side because the patient had
decreased sensation in her right foot. This is a
particularly strong point with a range of applications, and it is an important point for the
alleviation of pain (Jarmey & Bouratinos 2011).
Liver 3 is a distal point, and the stimulation of
such points in the extremities or face activates a
larger area of the cortex (Bradnam 2007). Points
distal to the elbows or knees have a larger
peripheral nerve plexus and a greater sympathetic
innervation (Bradnam 2003).
Following the first session of acupuncture,
Large Intestine (LI) 4 (Hegu) was added along
with GB39 (Xuanzhong). Large Intestine 4 is
known as an analgesic point, and is often combined with LR3 to alleviate pain (Jarmey &
Bouratinos 2011). Needling of the hands and
 2014 Acupuncture Association of Chartered Physiotherapists

Results
As outlined in Table 2, the AROM of the
subject’s lumbar spine greatly improved. However, her right hip AROM remained the same,
despite her hip power greatly improving and her
VAS score reducing by nearly 70% (70 mm).
This reduction in her VAS score was greater than
the minimal clinically significant change of
13 mm suggested by Todd et al. (1996) and
Gallagher et al. (2001). Her VAS scores steadily
declined throughout all treatment sessions (Fig.
3). The reduction in the WOMAC was 60%,
which is greater than the clinically significant
reduction of 16% reported by Hmamouchi et al.
(2012). Prior to treatment, the subject required
one stick to mobilize at all times. After treatment, she was able to walk unaided for short
distances. She also reported that she had not
needed any pain medication since her first acupuncture treatment.



9$6VFRUH

Figure 2. Gall Bladder (GB) meridian (image  AACP).

feet is likely to have a longer lasting analgesic
effect because it is thought that the descending
inhibitory systems are activated (Carlsson 2002).
Gall Bladder 39 is an important point that is used
to strengthen the skeletal system, as well as treat
weakness and chronic conditions such as OA,
stiffness and bone pain, especially in the elderly
(Jarmey & Bouratinos 2011).
During the final three acupuncture treatments,
Bladder (BL) 23 (Shenshu), BL24 (Qihaishu)
and BL25 (Dachangshu) were all added on the
right. All three points are important for treating
disorders of the spine, and strengthening the
lumbar area (Jarmey & Bouratinos 2011). These
points were also added to produce a segmental
effect to treat the right hip and thigh pain
experienced by the subject (Bradnam 2007).
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Figure 3. Visual analogue scale (VAS) scores over the
course of treatment.
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Table 2. Outcome measurements before and after physiotherapy and six acupuncture sessions: (WOMAC) Western Ontario and McMaster
Universities Osteoarthritis Index
Outcome measurement

Before treatment

After treatment

Lumbar spine:
active range of motion:
extension
left-side flexion
right-side flexion

None
Half of normal range
Half of normal range

Three-quarters of normal range
Full
Full

Three-quarters of normal range
Half of normal range
Three-quarters of normal range

Three-quarters of normal range
Half of normal range
Three-quarters of normal range

Right hip:
passive range of motion:
abduction
internal rotation
external rotation
Oxford Scale:
extension
adduction
abduction
flexion
Visual analogue scale
WOMAC

3/5
3/5
4/5
4/5
8–9/10
65

Discussion
The results of the present case study are in line
with those of reports that have found that
acupuncture is effective in the treatment of
chronic pain (Vickers et al. 2012) and peripheral
joint OA (Kwon et al. 2006; Manheimer et al.
2010). However, in this case, treatment also
included exercise therapy, which has also be
recommended for the management of OA
(Hayden et al. 2005; Tak et al. 2005; Iversen 2010;
Bennell & Hinman 2011).
Possible hypotheses have been proposed to
explain the positive outcomes of acupuncture
treatment, but there is an ongoing debate about
whether the effects of needling are genuine or
placebo. Paterson & Dieppe (2005) reported that
the specific effects of non-pharmaceutical treatments such as acupuncture cannot always be
distinguished from placebo. It has been suggested that numerous factors can explain the
positive effects of acupuncture treatment, such
as the therapist listening to, focusing attention on
and talking with the patient (Paterson & Dieppe
2005). It has also been found that optimistic
expectations can have a positive influence on the
treatment outcomes of acupuncture (Hughes
2009; Kong et al. 2009).
In the present case, the subject’s prognosis
was good: she was well motivated, and had a
positive attitude to acupuncture and exercise
therapy, which could possibly have made an
58

+4/5
5/5
+4/5
5/5
2/10
26

impact on her treatment outcomes. She showed
continuous improvement both subjectively and
objectively (Table 2 & Fig. 3). It is likely that the
combination of acupuncture, exercise prescription, education and advice all contributed to her
improvements in pain, mobility and function.
The subject’s long-term outcomes were not followed up, and her treatment stopped after six
sessions of acupuncture because of limited treatment time. There is no long-term provision of
acupuncture in the UK National Health Service
(NHS). For example, the NICE (2009) recommendations advise considering up to 10 acupuncture treatments over 12 weeks, but there is
no guidance regarding either long-term provision
or follow-up.
Limitations
There are a number of limitations to the present
paper. First, this was a single-case study, and
therefore, the results only reflect the outcomes
for one subject, making it difficult to apply these
findings to other patients. Secondly, very little
evidence exists in relation to the specific acupuncture points that are used in the treatment of
hip OA and lumbar spondylosis. Although the
points used in this case are recommended in
textbooks and the literature, this is often not
evidence-based advice. A further limitation is
that this study only describes the short-term
 2014 Acupuncture Association of Chartered Physiotherapists
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outcomes of acupuncture combined with exercise prescription. Ideally, a further investigation
could have been made at a follow-up appointment 3 months after acupuncture in order to
investigate the long-term effects of this form of
treatment on this particular subject. However,
this was not possible within the current NHS
setting because of the restrictions on the number
of appointments available to patients, long waiting lists and pressure to discharge patients with
self-management advice to continue treatment at
home.

Conclusion
The integration of acupuncture in combination
with exercise prescription, education and advice
resulted in a positive impact on the present
subject’s pain, mobility and function. The results
suggest that acupuncture is a reasonable referral
option for a patient with multi-site OA, and
alongside exercise prescription, it will reduce
pain and improve function. Further research
with a larger population of subjects into the
longer-term benefits of this combined treatment
approach is required.
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CASE REPORT

Use of acupuncture as part of physiotherapy
treatment for carpal tunnel syndrome
V. J. Hill
Private Practice, Wanaka, New Zealand

Abstract
Carpal tunnel syndrome (CTS) is a common disabling condition that affects the median nerve
as it passes through the carpal tunnel. Physiotherapy is often neglected as a treatment option for
CTS in favour of surgery, which is a more costly and invasive technique. Acupuncture is now
widely used by physiotherapists to treat musculoskeletal conditions, but there is little literature
demonstrating how acupuncture should be integrated with other physiotherapy treatments. This
case report describes the treatment of a patient with bilateral CTS using acupuncture and
traditional physiotherapy techniques. It was found that the treatment was effective for the mild
to moderate symptoms of the subject’s left hand, but not for the severe symptoms of her right.
It is hoped that this report may be used as a guide to the integration of acupuncture with
standard physiotherapy care for CTS. Further research into the use of combined treatments
including acupuncture to treat mild to moderate CTS would be of benefit.
Keywords: acupuncture, carpal tunnel syndrome, physiotherapy.

Introduction
Carpal tunnel syndrome (CTS) is a common and
disabling condition that affects the median nerve
as it passes through the carpal canal. Elevated
pressure in this tunnel can cause ischaemic compression of the median nerve, and produce
symptoms in the first to fourth digits of the
hand, such as pain, paraesthesia and weakness
(AAOS 2007). It is thought that CTS affects 1%
of the population (O’Connor et al. 2003). Most
cases are idiopathic, but there are associations
between this syndrome and diabetes, an underactive thyroid gland, pregnancy, arthritis of the
wrist, renal failure and increased age (AAOS
2007; Arthritis Research UK 2012).
Common treatments include surgical release
of the carpal tunnel, corticosteroid injection,
splinting, non-steroidal anti-inflammatory drugs
Correspondence: V. J. Hill, Unit H, 21 Gordon Road,
Wanaka 9305, New Zealand (e-mail: tory_
2052@yahoo.com).
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(NSAIDs) and activity modification (TaylorGjevre et al. 2007; Arthritis Research UK 2012).
It has been reported that 21% of patients with
CTS can expect to improve without active treatment over 10–15 months (Padua et al. 2001). For
those who go on to undergo surgical treatment,
success rates of 75–76% have been reported
(Bland 2007).

Case report
Subjective assessment
A 72-year-old retired female patient presented
for physiotherapy with a 3-month history of
bilateral CTS. Her general practitioner (GP) had
referred her for nerve conduction studies. The
subject had had no treatment prior to her physiotherapy appointment. Her symptoms were of
insidious onset, and she could not recall any
change in activities that might have precipitated
the onset of these indications. The subject’s
general health was good, with only a diagnosis of
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mild hypertension and suspected angina, and she
was keen to avoid surgery.
Objective assessment
The subject’s symptoms consisted of bilateral
paraesthesia of the thumb, middle finger and the
radial half of the fourth fingers, of which the
middle finger was the most severely affected. She
had decreased muscle bulk through her thenar
eminence bilaterally. Her grip strength was 12 N
of force for the left hand and 10 N for the right,
as measured by a squeeze dynamometer (Saehan
Corporation, Changwon, South Korea). She
reported that the symptoms in her right hand
(dominant side) were much worse than those in
her left. Tinel’s sign was negative bilaterally, and
Phalen’s test was only positive on the right.
The subject complained that the paraesthesia
in her hands frequently woke her up during the
night. Her ability to perform activities of daily
living was also significantly impaired.
Neural tension testing produced some mildly
positive findings for the right median nerve in
comparison with the left. An anteroposterior
(AP) glide of her capitate bone reproduced the
paraesthesia of the middle finger of her right
hand, but mobilizations of all other carpal bones
were normal. Both wrists appeared to be somewhat oedematous on the anterior aspect, which
the subject reported had been the case since the
onset of her symptoms.
Cervical spine movements were moderately
and evenly restricted in all directions, but consistent with age-related degeneration. It was noted
that no cervical movements reproduced the hand
symptoms, but palpation of the right C3–6 vertebrae in an AP direction could elicit some vague
feelings of paraesthesia in her right hand.
Two-point discrimination was impaired on the
right middle finger. The Carpal Tunnel Symptom
Questionnaire (CTSQ) was also administered
bilaterally (Amadio et al. 1996).
Clinical impression
The present author’s impression was that the
subject exhibited severe and mild symptoms of
CTS in the right and left upper limbs, respectively. It did not appear that any specific activities
or changes in activity had contributed to the
onset of CTS. However, the reproduction of
symptoms with cervical mobilization suggested
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the possible presence of the ‘‘double crush’’
phenomenon, with medial nerve involvement at
the cervical spine. The subject did not exhibit
any contraindications to acupuncture or manual
therapy. The author suspected that surgical
release might be necessary for the right wrist, but
hoped that this would be avoidable for the left.
Treatment
Initially, it was agreed with the subject that
treatment would focus on the right extremity,
since it was this side that was significantly impairing her function. Treatment consisted of the
provision of a splint for her to wear overnight,
and when able, during the day. A neurodynamic
slider exercise was prescribed, which was to be
carried out bilaterally. This consisted of alternate
wrist extension/elbow flexion and neutral wrist/
elbow extension, with the shoulder moving into
abduction. She was advised to do this for
20–30 s, three times a day. Acupuncture was
carried out as detailed in Table 1, with the
subject positioned in supine.
De Qi was obtained at all points. All treatment
was carried out by the present author, who had
8 years of practice as a physiotherapist at the
time of the intervention, as well as 1 year of
acupuncture experience, for which she was
trained in the Western medical approach.
The physiotherapy appointments were twice
weekly for the first 3 weeks, then weekly for
7 weeks; each lasted for 30 min. Sessions would
begin with acupuncture, and conclude with
5–10 min of massage in a lateral direction across
the anterior surface of the wrist and carpal
bones, and AP mobilizations of the capitate,
lunate, trapezoid, scaphoid and hamate bones at
a grade 4 force for two sets of 10 repetitions.
The subject was also instructed to massage her
wrist and hand at home in a similar manner to
that used in therapy.
Additionally, 1 min of cervical spine traction
was applied manually by the therapist while the
needles were in situ, as well as two sets of
10 grade 3 AP mobilizations of the transverse
processes of C3–6. Initially, the AP mobilizations
caused some symptom reproduction in the right
hand, but by the sixth session, this had ceased.
Prior to session 9, the subject underwent
nerve conduction studies, and it was found that
her right CTS was so severe that surgery was
 2014 Acupuncture Association of Chartered Physiotherapists
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Table 1. Acupuncture treatment: (PC) Pericardium; (TE) Triple Energizer; and (LI) Large Intestine
Acupuncture points

Depth (mm)

Needle type (mm)*

Stimulation†

Duration (min)

Session 1
PC6 (right)
PC7 (right)
TE5 (right)
TE4 (right)

10
5
10
10

(perpendicular)
(perpendicular)
(perpendicular)
(perpendicular)

0.25
0.25
0.25
0.25






30
30
30
30

1

10

Sessions 2–4
PC6 (right)
PC7 (right)
TE5 (right)
TE4 (right)
LI4 (right)

10
5
10
10
15

(perpendicular)
(perpendicular)
(perpendicular)
(perpendicular)
(oblique)

0.25
0.25
0.25
0.25
0.25







30
30
30
30
30

2

15

Sessions 3–8
PC6 (right)
PC7 (right)
TE5 (right)
TE4 (right)
LI4 (right)
LI11 (right)

10
5
10
10
15
30

(perpendicular)
(perpendicular)
(perpendicular)
(perpendicular)
(oblique)
(perpendicular)

0.25
0.25
0.25
0.25
0.25
0.25








30
30
30
30
30
40

3

15–20

Sessions 9 and 10
PC6 (bilateral)
PC7 (bilateral)
TE5 (bilateral)
TE4 (bilateral)
LI4 (bilateral)
LI11 (bilateral)

10
5
10
10
15
30

(perpendicular)
(perpendicular)
(perpendicular)
(perpendicular)
(oblique)
(perpendicular)

0.25
0.25
0.25
0.25
0.25
0.25








30
30
30
30
30
40

3

15–20

Sessions 11–13
PC6 (left)
PC7 (left)
TE5 (left)
TE4 (left)
LI4 (left)
LI11 (left)

10
5
10
10
15
30

(perpendicular)
(perpendicular)
(perpendicular)
(perpendicular)
(oblique)
(perpendicular)

0.25
0.25
0.25
0.25
0.25
0.25








30
30
30
30
30
40

3

15–20

*Needle type: stainless steel, disposable Jiajian Energy acupuncture needles (Wuxi Jiajian Medical Co., Jiangsu, China).
†Manual: 5 s of rotation and ‘‘sparrow pecking’’.

necessary. Consequently, the focus of the physiotherapy treatment shifted to the left side. At
session 11, a decision was made to cease treating
the right wrist. Treatment was directly replicated
for the left side. However, she continued her
home exercise programme bilaterally.
Outcome
By the conclusion of treatment at week 10, the
subject reported little change in the symptoms

of her right hand after the 13 sessions, and her
CTSQ score had actually increased. However,
she reported a marked improvement for her left
hand, despite the shorter duration (only five
sessions) of treatment. She described increased
sensation and strength in the hand. The
oedematous appearance of both wrists had also
noticeably decreased. The outcomes measures
used to document change are detailed in
Table 2.

Table 2. Outcome measures used to monitor the therapeutic intervention
Hand
Left

Right

Outcome measure

Before

After

Before

After

Carpal Tunnel Syndrome Questionnaire
Grip strength (N)
Two-point discrimination (mm)

40
12
5

26
14
4

50
10
10

56
10
10
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Two-point discrimination was also tested for
the left fifth finger as a control measure; she was
unable to discriminate two points at 5 mm.

Literature search
Searches employing combinations of the terms
‘‘acupuncture’’,
‘‘physiotherapy’’,
‘‘physical
therapy’’, ‘‘case study’’, ‘‘case report’’, ‘‘carpal
tunnel syndrome’’ and ‘‘CTS’’ were carried out
using the Medical Literature Analysis and
Retrieval System Online, and Allied and Complementary Medicine databases.
Only two case reports were identified that
investigated the effect of acupuncture on CTS.
Banner & Hudson (2001) conducted a study in
which acupuncture administered by a GP was
the only treatment undertaken. The patient was
symptom-free after 5 weeks of needling. Another
report by Freedman (2002) described the use of
acupuncture for a patient with cervical spondylosis and severe CTS symptoms. The aim was
not to cure the CTS, but to control the symptoms well enough so that she was able to work
while waiting for surgical release. The objective
was achieved.
The acupuncture points used to treat CTS vary
throughout the literature (Figs 1 & 2). Banner &
Hudson (2001) used Pericardium (PC) 6, Kidney
(KI) 3, KI5, Spleen (SP) 6, SP9, Small Intestine
(SI) 6 and Gall Bladder (GB) 34. Freedman
(2002) inserted one needle into the most tender
point on the transverse carpal ligament, as well as
Large Intestine (LI) 4, LI11, LI14, GB21, Triple
Energizer (TE) 14 and LI15 (the client also had
shoulder pain). In both of these studies, acupuncture was the only treatment administered.
No case reports that included other physiotherapy interventions were identified.
In a randomized controlled trial, Yang et al.
(2009) used only PC6 and PC7 for eight sessions
over 4 weeks, and found that acupuncture was as
effective as oral prednisolone in the treatment of
CTS. The trial found that acupuncture was
associated with minimal adverse effects, and was
well tolerated (Yang et al. 2009). Other
commonly used points for CTS cited in the
acupuncture literature are PC6, PC7, TE5, LI4
and LI11/LI10 (Sim et al. 2011).
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Figure 1. Pericardium (PC) meridian (image  AACP).

Discussion
Acupuncture is frequently used by physiotherapists to treat a variety of musculoskeletal
complaints. There is an increasing amount of
literature regarding the proposed therapeutic
mechanisms of acupuncture. Insertion of a needle stimulates calcitonin gene-related peptide,
which causes local vasodilation and increases
blood flow to the area. It is thought that interaction between -endorphins and cytokines
could lead to an increased production of antiinflammatory cytokines and decreased production of pro-inflammatory cytokines (Zijlstra et al.
2003). Reducing inflammation in the carpal tunnel will undoubtedly alleviate compression on
the median nerve. Acupuncture has also been
shown to stimulate activity in the endogenous
opioid system, which can have powerful analgesic effects. However, pain was not one of the
present subject’s major symptoms.
Bland (2007) reported that the average success rate for surgery was 75% between 2000 and
2006. Padua et al. (2001) examined the natural
progression of the untreated disease, and found
that spontaneous recovery is associated with
younger age, unilateral symptoms, a negative
Phalen’s test and, most strongly, a short duration of symptoms. Therefore, the present subject was disadvantaged by her age, bilateral
symptoms and the positive Phalen’s test finding
on the right. Although these issues made her an
unlikely candidate for the spontaneous recovery
of the right hand, this was not the case with
regard to the left, which responded to
treatment.
Various therapeutic techniques are used for
CTS, including carpal mobilizations, massage,
 2014 Acupuncture Association of Chartered Physiotherapists
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Figure 2. Triple Energizer (TE) meridian (image 
AACP).

neurodynamic techniques, ultrasound, spinal
mobilizations, bracing and acupuncture. Most
physiotherapists employ multiple treatment
modalities in order to maximize the benefits to
their patients. A Cochrane Review conducted in
2012 found that hand bracing, oral steroids,
yoga, ultrasound and carpal bone mobilizations
significantly improved symptoms (O’Connor
et al. 2003).
Neurodynamic techniques have long been
known to affect CTS. Rozmaryn et al. (1998)
found that, of 240 participants with CTS-affected
limbs, 71.2% of those in the control group
(traditional treatments of splinting, NSAIDs and
steroid injections) went on to require surgery,
whereas only 43% of those in the treatment
group (tendon and nerve gliding exercises as well
as traditional treatments) required surgery. Similar results were described by Tal-Akabi &
Rushton (2000), who found that receiving either
neural or carpal mobilization improved outcomes and decreased numbers continuing on to
surgery compared to a no-treatment group.
Additionally, De-la-Llave-Rincón et al. (2012)
reported that pain was reduced in patients with
CTS after one session of soft-tissue mobilization
and neural mobilizing.
Given the presence of mild oedema bilaterally,
positive neural tension on the right, the likelihood of some wrist joint degeneration as a result
of age and the evidence stated previously, massage, carpal mobilizations and neural mobilization were all considered essential components of
the present subject’s treatment.
 2014 Acupuncture Association of Chartered Physiotherapists

De-le-Llave-Rincón et al. (2011) demonstrated
that women with CTS exhibited decreased cervical range of movement, specifically side-flexion
away from the affected side, indicating the presence of a cervical spine component to the
condition. Given this link, as well as the presence
of tenderness and mild reproduction of symptoms with cervical palpation, cervical mobilization was also considered to be an appropriate
treatment.
The CTSQ was chosen because conditionspecific questionnaires have been found to be
less ambiguous than general surveys (Amadio
et al. 1996). The Mackinnon–Dellon DiskCriminator (AliMed Inc., Dedham, MA, USA)
was used to test two-point discrimination since
this is a quick and simple way to test sensation.
and has been widely used throughout the literature. However, there is mixed evidence as to its
construct validity and responsiveness (JeroschHerold 2005), one of the main issues being that
force of application is not standardized. A normal value is considered to be c5 mm.
The present subject’s right wrist, which demonstrated the most severe symptoms, failed to
show any improvements following treatment,
and therefore, she was referred for surgery. This
may have been because the condition was already
too advanced for conservative treatment to be
effective by the time she presented for physiotherapy. However, the left wrist, which exhibited
mild to moderate symptoms, did show an
improvement. The CTSQ score fell from 40 to
26 on a scale on which 0 indicates no symptoms
and 76 represents maximum disability. A minimal clinically important difference has been proposed to be one point for the CTSQ symptom
severity scale (Jerosch-Herold 2005), and even
though there is not yet any research on the
CTSQ functional status scale, an overall
improvement of 14 points should certainly be
significant.
Because of the use of multiple modalities in
the management of the present subject, changes
cannot confidently be attributed to acupuncture
or any single element of the treatment. However,
this report is a realistic representation of how
physiotherapists utilize acupuncture in clinical
practice. Given the presence of research to
support all of the treatments employed, it was
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considered unethical to use only one, and therefore, a combination was used.
There is little in the literature about where to
include acupuncture within physiotherapy treatment. However, the present author reasoned that
the recognized effects of needling on increasing
blood supply and the production of neuropeptides locally meant that the subsequent softtissue and joint mobilizations would have
increased effectiveness. Therefore, acupuncture
was conducted before the other treatments.

Conclusion
The present case report demonstrates that acupuncture used in conjunction with manual
therapy techniques was of benefit to a patient
with mild to moderate CTS symptoms in her left
hand. However, it was not effective in the
treatment of the subject’s more severely affected
right hand. A limitation of this study is that the
therapeutic effects cannot be solely attributed to
acupuncture because of the use of other physiotherapy techniques. However, this report is a true
representation of how needling may be used in
clinical practice by physiotherapists, and demonstrates how the technique can be integrated into
a physiotherapy treatment session.
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Acupuncture treatment for pain from chronic
ankle ligament disruption
K. Denton
Private Practice, High Hoyland, Barnsley, UK

Abstract
This paper describes the treatment of a 35-year-old female who presented with an acute
exacerbation of chronic ankle pain caused by a ruptured anterior ligament of the inferior
tibiofibular joint. Acupuncture was used effectively in this case as a pain-relieving modality;
however, biomechanical factors were taken into account in order to attempt to achieve
complete resolution of the symptoms and prevent a recurrence of the condition. The
mechanisms of acupuncture analgesia are discussed from the perspectives of both traditional
Chinese medicine and neurophysiology. There is very little research to support the use of
acupuncture in ankle pain, but the results of this case study suggest that further investigations
would be worthwhile.
Keywords: acupuncture, ankle ligament, pain, physiotherapy, rupture.

Introduction
Ankle ligament injuries are common and recurrent complaints that often require physiotherapy.
Treatment is usually concerned with correcting
lower limb biomechanics, improving balance and
proprioception, and restoring movement. It may
also involve one or more of the following
treatments: a graded exercise programme;
manual therapy; taping; electrotherapy; and acupuncture. The most common ligament injuries
affect the anterior talofibular ligament (Wolfe
et al. 2001); however, other ligaments in the ankle
can also be disrupted, such as the anterior
inferior tibiofibular ligament. Lateral ligament
sprains are often traumatic and can involve an
inversion injury (van der Wees et al. 2006).
Ligament injuries are graded on the basis of the
degree of disruption of the ligament, the pain,
the effect on function and movement, and the
results of ligament integrity tests (Wolfe et al.
Correspondence: K. Denton, High Hoyland Physiotherapy, 5 Church Lane, High Hoyland, Barnsley S75
4BJ, UK (e-mail: physiokath@yahoo.co.uk).
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2001). This kind of injury can also be the result
of chronic strain or biomechanical issues. The
initial treatment for an acute injury should
include rest, ice, compression, elevation and
support (Wolfe et al. 2001). Treatment for a
chronic or recurrent injury should target both the
ligament and any contributing factors, such as
lower limb biomechanics, and deficits in joint
proprioception and balance.
A recent systematic review and meta-analysis
of acupuncture for ankle sprains (Park et al.
2013) found insufficient evidence to recommend
acupuncture as an evidence-based treatment
option. The databases searched for the purposes
of the present paper were mainly Chinese and
Korean. Given the methodological flaws of the
studies included in these catalogues, the author’s
conclusion was that more carefully designed and
conducted research is needed, including a shamcontrolled trial.
Past editions of the Journal of the Acupuncture
Association of Chartered Physiotherapists have published case reports describing acupuncture treatment for Achilles tendinopathy (Mason et al.
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2013) and following orthopaedic ankle surgery
(Morrissey 2012), but this is the first study of this
form of treatment for an ankle ligament injury.

Case report
Subjective examination
The present subject was a 35-year-old woman
who was referred for physiotherapy by a consultant orthopaedic surgeon. She had left-sided dorsolateral ankle pain that radiated anterolaterally
and upwards as far as the mid-shin. The onset of
her symptoms had occurred 9 months previously, when pain and swelling had developed
over a 12-h period. She did not remember any
precipitating factors other than, perhaps, being
on her feet more than usual that particular day.
Because her symptoms did not seem to be
resolving, the subject consulted her general practitioner 2 weeks later. An X-ray was taken, but
this proved inconclusive. Eventually, a magnetic
resonance imaging (MRI) scan revealed a ruptured anterior ligament of the inferior tibiofibular
joint. This ligament is a flattened band that
extends obliquely downwards and laterally
between the adjacent margins of the tibia and
fibula on the front of the syndesmosis (Williams
& Warwick 1980). Along with the posterior
tibiofibular ligament and the interosseous membrane above it, this ligament holds the inferior
tibiofibular joint together.
The consultant orthopaedic surgeon suggested
that the subject wear a below-knee plaster cast
for 6 weeks, but she declined because of work
commitments. Following a further few weeks,
during which no further action was taken, her
ankle pain and swelling reduced to a mild level,
but did not resolve completely. At the time of
referral, she was suffering from an exacerbation
of the pain and swelling that had been precipitated by a long period of standing.
The subject described her pain as a constant
deep ache with intermittent severe sharp twinges.
She found that long periods of driving or weightbearing, and carrying heavy bags exacerbated the
swelling. Her occupation was as the nurse manager of a suite of private medical consulting
rooms. The subject also worked two evenings
each week running a Weight Watchers club,
which involved lifting and carrying heavy bags
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from her car to the venue. She found that
wearing high heels also increased her pain. Her
sleep was not disturbed by the pain. On a visual
analogue scale (VAS), she rated her pain level as
75/100 at its worst and 20/100 when it was not
exacerbated. The subject took ibuprofen when
necessary, but this was only when the pain was at
its most severe.
Otherwise, her general health was good, and
she had no significant red or yellow flags. She
had experienced one episode of low back pain
and left-sided hip pain 5 years previously that
resolved without treatment. She had had congenital hip dysplasia as a baby (age=6 weeks),
which was treated with double nappies.
Objective examination
The subject stood with her left foot in hyperpronation. The position of the left patella in relation
to the foot suggested some abnormal lateral tibial
torsion. On examination of the left hip (her right
hip was normal), lateral rotation was found to be
40, but medial rotation was 90. These findings
suggested increased anteversion of the femoral
neck.
Her lumbar spine had a full range of movement (ROM) and this was pain-free. An examination of her knee did not reveal any
abnormalities.
On examination of the subject’s left ankle and
foot, moderate, non-pitting oedema was
observed over the dorsolateral aspect of the
forefoot and ankle. There was full ROM at the
talocrural and subtalar joints, but end ROM
reproduced pain, particularly with dorsiflexion.
On palpation, acute tenderness was noted over
the anterior ankle joint line, the distal end of the
fibula and the dorsolateral aspect of the foot. An
external rotation test performed for ligament
integrity was negative.
Clinical impression
The findings of the objective examination corresponded with the MRI scan results showing a
ruptured anterior ligament of the inferior tibiofibular joint. There was no trauma at the onset
of the injury, suggesting that biomechanical factors may have contributed to the problem. In
this case, in order for the subject’s left hip joint
to achieve maximum congruence, her thigh
 2014 Acupuncture Association of Chartered Physiotherapists
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would be forced to medially rotate, which led in
turn to lateral tibial torsion and excessive pronation of the foot. Could this have led to strain and
overload of the inferior tibiofibular joint, stressing the ligament beyond its elastic limit and
finally leading to rupture? Foot examination in
isolation is not enough. Forces acting through
the kinetic chain and referral of pain from other
structures make holistic evaluation of lower limb
function essential (Norris 1998).
The findings of the assessment suggested that
the predominant pain mechanisms were mechanical and inflammatory nociceptive responses,
possibly as a result of persistent microtrauma
at the site of the original injury and altered
biomechanics.
No contraindications were identified with
regard to trialling acupuncture; however, altered
biomechanics also needed to be addressed in
order to minimize the chance of further
exacerbations.
Treatment plan
The subject was advised to use ice twice daily at
home in order to reduce the oedema. A course
of acupuncture was discussed with her, in
accordance with the acupuncture protocol. The
aim of the acupuncture treatment was to achieve
analgesia by harnessing afferent transmission so
as to stimulate nociceptive inhibitory mechanisms (Lundeberg 1995). The subject was also
referred to a podiatrist for an in-depth biomechanical assessment with a view to a possible
orthotics prescription to help address her lower
limb malalignment. Kinetic control and muscle
imbalance assessment were to be performed at a
later date.
Acupuncture treatment
Six sessions of acupuncture were carried out
(Table 1). Although more than six treatment
sessions are correlated with a significant chance
of improvement (Ezzo et al. 2000), it was not
possible to do so because the subject went away
on holiday. The outcome measurements are
detailed in Table 2.

Discussion
The presenting condition could be described in
Western medical terms as an acute onset of a
 2014 Acupuncture Association of Chartered Physiotherapists

chronic condition. According to traditional Chinese medicine (TCM) theory, it was caused by an
excess of Qi or vital energy in a deficient
condition. The aim of treatment was to suppress
Qi in the localized area of the injury, but not to
drain it. If Qi is drained from a deficient area, the
patient may feel worse. In summary, from a
TCM point of view, the aim of acupuncture
treatment is to disperse excess Qi, release local
blockages or static Qi, and balance yin and yang
(extreme opposites that are interdependent)
(Stux et al. 2003).
Small Intestine (SI) 3 (bilateral) and Bladder
(BL) 62 (right) were chosen because of the
known benefits of these points, which affect
cortisol release (Lee et al. 1982). Bladder 62 on
the affected side was avoided initially since this
point was over a swollen and very tender area,
and it was felt that this would exacerbate the
problem. Stomach (ST) 40 was chosen on the
affected side because it helps to eliminate Heat
from the Stomach meridian and reduce swelling
in the lower limbs.
Gall Bladder (GB) 34 is an influential point
for all musculoskeletal disorders. It clears Heat
and is known as a He-Sea or Ho point, i.e. it
regulates the flow of Qi between the distal parts
of the meridian and the inner body, and has a
strong physiological effect. (Hopwood 2004).
The relevance of Spleen (SP) 6 to this condition is its ability to circulate Qi and Blood, and
eliminate stagnation, which is important with
regard to inflammation. This point also increases
uterine contractions, and therefore, should not
be needled during pregnancy. This particular
point became very sore after the needles were
removed, and the discomfort lasted for a few
hours. The subject was menstruating at the time
of the first treatment, and therefore, if there is a
link between SP6 and the uterus, a biofeedback
loop may have occurred at the spinal cord,
increasing the sensitivity of the nociceptors in
the region of the acupuncture point.
As treatment progressed, the swelling and pain
started to diminish. It was felt that BL62 could be
needled on the affected side with the patient
positioned in side-lying. Bladder 40 could also be
utilized; its role in TCM is to open up the blood
flow to the leg and eliminate Heat from the blood.
As swelling and localized Heat and pain
reduced, further local points were used, i.e. the
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Table 1. Acupuncture treatment: (SI) Small Intestine; (BL) Bladder; (ST) Stomach; (SP) Spleen; (GB) Gall Bladder; (B) bilateral; (R) right;
(L) left; and (MTP) myofascial trigger point
Treatment

Points

Treatment
Needle size (mm) duration (min)

1 (baseline)

SI3 (B)
BL62 (R)
ST40 (L)
SP6 (L)
GB34 (L)

30
30
40
40
40

2 (3 days later)

SI3 (B)
BL62 (B)
BL40 (L)
GB34 (L)

De Qi*

Adverse effects

30

Yes

Throbbing pain at SP6 following
treatment

30
30
40
40

30

Yes

None

3 (2 days later)

As for treatment 2 30
30
40
40

30

Yes

Bleeding at SI3 that was stopped with
cotton wool compression

4 (2 days later)

BL62 (L)
SP5 (L)
GB40 (L)
BL25 (L)
BL27 (L)

30
30
30
40
40
40

30

Yes

None

5 (3 days later)

SP5 (L)
GB40 (L)
ST41 (L)
BL62 (L)
BL40 (L)
BL25 (L)
BL27 (L)

30
30
30
30
40
40
40

30

Yes

ST41 was extremely painful, and
therefore, the needle was removed

6 (3 days later)

SP5 (L)
GB40 (L)
BL62 (L)
BL40 (L)
BL25 (L)
BL27 (L)
MTP† (L)

30
30
30
40
40
40
40

30

Yes

None

*At all points.
†Peroneus longus muscle.

medial and lateral eyes of the ankle, SP5 and
GB40, respectively. Local points have a
strengthening effect in weakened areas (Stux
et al. 2003).
Bladder 25 and BL27 were used mainly for the
segmental effects that these points are deemed to
have from a Western medical perspective. In
TCM, the beneficial action of BL25 and BL27 is

to remove stagnation. As the acute symptoms
settle, there may be an excess of stagnant Qi in
the local area. At the final treatment, a myofascial
trigger point (MTP) was palpated in the peroneus longus muscle. In TCM terms, this is an
Ah-Shi point, one that is very painful on pressure, but does not correspond with a traditional
acupuncture point.

Table 2. Outcome measurements: (VAS) visual analogue scale; and (ROM) range of movement
Treatment

VAS score

Objective marker

1

75/100

All ankle and subtalar movements reproduced pain at end ROM

4

40/100

Pain-free pronation, supination, inversion and eversion, full ROM
Dorsiflexion and plantarflexion pain at end ROM

6

10/100

All movements exhibited full ROM and were pain-free except dorsiflexion, which reproduced slight
discomfort on over-pressure
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Neurophysiological perspective
Looking at the condition from a Western segmental perspective, the area of pain and ligament
damage was located within the L5 and S1 dermatomes. The pain and tenderness were localized over the damaged area, but also radiated
laterally and proximally to include the distal half
of the fibula, and the dorsolateral aspects of the
foot and ankle. This radiating tenderness can be
explained by the increased excitability of nociceptors as a result of potassium leakage from
injured or inflamed cells. Recruitment of silent
nociceptors results in an increase in afferent
inflow to the central nervous system and an
increase in the receptive field.
With regard to the local points used, SP5,
GB40 and BL62 generate activity in primary
afferent fibres () when needled. The 
fibres act via inhibitory circuits in the superficial
laminae of the dorsal horn, thereby inhibiting
transmission of activity in the small, unmyelinated primary afferent (C) fibres (Melzak & Wall
1965), which account for only 20% of analgesic
effects (White et al. 2008). After synapsing in the
dorsal horn, efferents from all acupuncture
points cross the midline and ascend to the higher
centres via the spinothalamic tract. The higher
centres receive excitation from large areas of the
body.
In the brainstem, the receptive field can represent half the body, which explains why distal
points such as SI3, ST40 and SP6 produce
analgesia. This is also true of GB34; however,
this point lies within the L5 dermatome, as does
BL62, and therefore, it will have an effect by
closing the pain gate, as described above. Small
Intestine 3 was used bilaterally in the first treatment. The analgesic effect from the contralateral
site is caused by multisynaptic neural pathways
projecting bilaterally to the brainstem, reticular
formation and midline thalamic nuclei, which
thereby receive information from both sides of
the body (Koo et al. 2002).
Following stimulation of the higher centres,
acupuncture analgesia is mediated by the release
of endogenous opioid peptides, which allow
inhibitory modulation of the transmission of
pain impulses (Lundeberg 1995).
Bladder 25, BL27 and BL40 are segmentally
situated within the S1 dermatome, and therefore,
have a segmental influence on the lateral aspects
 2014 Acupuncture Association of Chartered Physiotherapists

of the foot and ankle, but will also work via the
descending diffuse noxious inhibitory control
system described above.
An MTP was located in the muscle belly of the
present subject’s peroneus longus, and this was
palpated because it was a characteristic palpable
band and exhibited a twitch response. The development of MTPs is thought to be a consequence
of nociceptive afferents synapsing with the spinal
cord and triggering the transmission of efferents
to skeletal muscles, thereby producing spasm and
self-sustaining pain (Lundeberg 1995).
Sympathetic tone increases in a similar way,
producing vasoconstriction and changes in the
microcirculation of the muscle. This loop can be
broken with acupuncture by stimulating the
motor end-plate, which desensitizes the hypersensitive structures, thus restoring normal motion
and function (Hopwood 2004). This particular
MTP in the peroneus longus was used during the
final treatment, but although De Qi was achieved,
the longer-term effects of its use are not known.
The initial rationale behind the selection of
acupuncture points and the progression of treatment was to use mainly distal points since the
local area was moderately swollen and extremely
tender. Eventually, as the condition settled, more
local points were used. This treatment pathway
seemed to work well; however, on reflection, it
might have been better to avoid using SP6 since
this point became very sore following treatment.
Furthermore, the ‘‘Four Gates’’, i.e. LI4 and
Liver (LR) 3, could have been used in the early
stages of treatment. Large Intestine 4 is said to
be the strongest analgesic point available, and
LR3 promotes the flow of Qi. When used
together, these points are said to have a strong
effect on the limbic system that mediates pain
(Hopwood 2004).
In a study by Erickson & Edwards (1996), 67
patients were treated with acupuncture for
chronic foot pain, and the points used were SP3,
SP6, BL60, BL65 and LR3. The outcome was
that 50 of the 67 patients gained more than 75%
relief. Some of the points used in the above
study could have also been considered in the
treatment of the present subject.

Conclusions
While there is very little literature to support the
use of acupuncture for ankle pain, the present
71

Pain from chronic ankle ligament disruption
case study suggests that further research would
be worth pursuing. In this case, acupuncture
proved to be a useful adjunct to conventional
physiotherapy management of a chronic ankle
ligament disruption. It is clear from the outcomes that acupuncture had a beneficial effect
with regard to analgesia and the restoration of
ROM. It was a useful tool when used in conjunction with other treatment modalities for the
management of acute musculoskeletal pain. In
this particular case, re-injury was most likely to
occur if acupuncture was used in isolation, and
therefore, it was necessary to address long-term
causative factors as well.
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CASE REPORT

Acupuncture in the treatment of scar tissue
following surgery for Dupuytren’s contracture
F. Anderson
Private Practice, Aghadowey, County Londonderry, Northern Ireland

Abstract
This case report describes the physiotherapy treatment of a 26-year-old male who had
undergone surgery for Dupuytren’s contracture in the little finger of his right hand. This was the
second surgery to the same area since the first procedure was deemed to have failed because of
a recurrence of the contracture. According to the consultant, the subject had presented for
surgery with a fixed flexion of 45 at the proximal interphalangeal joint of his fifth finger, and
a complete release of the contracture had been achieved in theatre. However, movement had
deteriorated to approximately 25 of fixed flexion at the time of the subject’s initial
physiotherapy assessment, which took place 5 weeks later. Following a course of treatment that
included acupuncture, ultrasound, stretching exercises and splintage, the subject achieved a
position of approximately 5 of flexion at discharge. Acupuncture is recognized more readily
with regard to its contribution to pain regulation and reduction in inflammatory responses, but
it also has a role to play in the treatment of scar tissue.
Keywords: acupuncture, Dupuytren’s contracture, physiotherapy, scar tissue, surgery.

Introduction
Van Dijk et al. (2013, p. 269) observed that
Dupuytren’s disease ‘‘is a fairly prevalent yet
under-recognized disorder of the palmar fascia’’.
The condition was originally described by Baron
Guillaume Dupuytren in 1831. It is common in
middle-aged and elderly men, but rarely seen in
women (Ellis 2013). There is a higher incidence
of Dupuytren’s disease (40%) in Scandinavia
(Degreef et al. 2008) than in the UK (3–5%)
(Gerber et al. 2011). Dupuytren’s disease has
been described as the most common hereditary
disease of the connective tissue affecting Caucasians originating from Northern Europe
(Michou et al. 2012). Van Dijk et al. (2013) have
suggested that the prevalence of Dupuytren’s
disease is set to increase because the incidence of
Correspondence: Felicity Anderson, 159 Curragh Road,
Coleraine, County Londonderry BT51 4BU, Northern
Ireland (e-mail: felicity.anderson.00@googlemail.com).
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this condition increases with age, and the population is ageing.
Black & Blazar (2011) described how excessive myofibroblast proliferation and altered collagen matrix composition lead to a thickened and
contracted palmar fascia. They listed genetic
components, trauma, inflammatory response,
ischaemia, environmental issues, and variable
expressions of proteins and growth factors as
potential causative determinants. Shih & Bayat
(2010) suggested that the presence of immune
cells in Dupuytren’s disease may indicate an
autoimmune disorder. Descatha et al. (2012)
specifically examined the link between heavy
manual work and exposure to vibration, and
concluded that Dupuytren’s disease was associated with both subjection to vibration and heavy
manual work without significant exposure to
vibration.
The development of this condition involves a
change in the palmar fascia, which undergoes
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contracture as fibrous bands develop, along with
associated nodules. Townley et al. (2006) discussed how recognition of Dupuytren’s nodules
is the key to early diagnosis. They described this
type of nodule as ‘‘a firm painless mass fixed to
skin and deeper fascia’’ (Townley et al. 2006, p.
397); the nodule occurs before the development
of a cord. It is the development of the latter that
creates flexion contractures as these cords pass
across the joints. The gradual contraction of the
cord results in a progressive flexion deformity at
both the metacarpophalangeal and proximal
interphalangeal joints (Townley et al. 2006). The
condition usually involves the fourth and fifth
fingers (Ellis 2013); it is found less often in
the first two fingers and never in the thumb.
Picardo & Khan (2012) noted that, although
Dupuytren’s disease has been described for centuries, its pathophysiology and aetiology remain
poorly understood.
Treatment options include both surgical and
conservative approaches; however, there is some
controversy regarding the optimal management
of a Dupuytren’s contracture (Baltzer & Binhammer 2013). Although Black & Blazar (2011)
noted that less-invasive treatments such as pericutaneous needle fasciotomy and injectable collagenase have become available, other authors
have recommended that further assessment of
long-term safety and the recurrence rate following these procedures is required (Shih & Bayat
2010). Baltzer & Binhammer (2013) noticed a
trend towards non-surgical intervention for
Dupuytren’s contracture affecting a single finger,
primarily injectable collagenase. However,
Rayan (2008, p. 1208) commented that, ‘‘Many
approaches to nonoperative treatment of
Dupuytren’s disease have been tried since the
disease was originally described in 1831, and
most have been abandoned.’’
Surgical treatment options include fasciectomy and fasciotomy; however, even when
postoperative outcomes are successful, there
is a risk of surgical complications and a recurrence of the contracture after a few years (Crean
et al. 2011). Although there is no evidence to
support one procedure over another, there
appears to be a higher recurrence rate of the
condition after needle fasciotomy (Becker &
Davis 2010). Other authors agree that
Dupuytren’s contracture does tend to recur and
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extend to other areas of the hand (Ball et al.
2013).
Jerosch-Herold et al. (2008) discussed the use
of splintage as part of the management of this
condition. They noted a variation in how this
technique was used, and suggested that the
evidence for its effectiveness is poor. Larson &
Jerosch-Herold (2008) noted that there is
empirical evidence to support hand splintage
after hand surgery, but few studies have specifically investigated splintage following surgery for
Dupuytren’s contracture. One pilot study concluded there was no difference between hand
therapy alone, and hand therapy and splinting
after operative release of Dupuytren’s contracture with respect to minimizing post-operative
flexion contractures (Kemler et al. 2012).
Ball et al. (2013) noted that the optimal form
of treatment remains unclear. They attributed the
lack of clarity regarding optimal management to
the variety of measures used for reassessment,
and the lack of consistency in reporting the
outcomes, which makes it impossible to compare
the efficacy of different treatment modalities.

Case report
Subjective presentation
The present subject was a 26-year-old, righthanded man who presented 5 weeks after an
operation to surgically release a Dupuytren’s
contracture of the little finger of his right hand.
He self-referred for physiotherapy because he
was very concerned about the possibility of a
recurrence of this condition: this was his second
surgery to treat the same area; the first operation
had been performed 7 months prior to his most
recent procedure. The subject was fit and
healthy, and had no other medical problems. He
was a keen runner and had competed in marathons. He was the self-employed owner of an oil
delivery business. His work involved driving and
handling heavy pipes, and therefore, the
Dupuytren’s contracture of his little finger was a
problem because it interfered with his ability to
perform these tasks.
According to the surgeon, the subject had
presented for surgery with a fixed flexion of 45
at the proximal interphalangeal joint (PIPJ) of
the fifth digit, which had been completely
 2014 Acupuncture Association of Chartered Physiotherapists
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released in theatre. The surgeon believed that the
unsatisfactory surgical outcome after the first
procedure had been a result of poor patient
compliance with the post-operative regime of
exercise, stretches and splintage. The subject was
very motivated to achieve a good outcome following the second operation, but felt very pessimistic about the surgical outcome and was
worried that his finger was deteriorating quickly
again into fixed flexion.
Objective presentation
On examination, there was a palpable band of
thickened tissue on the palmar aspect of the
proximal two-thirds of the subject’s little finger.
There was also keloid scarring over the palmar
aspect of this finger and a little swelling. The
finger felt cold to the touch, and the subject
complained of feeling cold and numb over the
surgical area. There was 25 of fixed flexion at
the PIPJ, as measured by a goniometer.
The following list of problems was devised
after the examination:
(1) fixed flexion of 25 at the PIPJ of the fifth
finger;
(2) the presence of thickened tissue over the
palmar aspect of the fifth finger;
(3) altered sensation and numbness in the fifth
finger;
(4) weakness of the extensors and small muscles
of the hand; and
(5) reduced functional ability.
Treatment and management plan
Soft-tissue stretches and mobilization of the
PIPJ into extension were carried out, and the
subject was prescribed exercises to improve the
strength and flexibility of his hand. Ultrasound
was employed to reduce the swelling and residual
inflammation, and to influence the elasticity of
the scar tissue in the remodelling phase through
the micromassage effect (Forster & Palastanga
1985).
Acupuncture was chosen in order to directly
influence the post-operative scar tissue through
its effect on collagen synthesis, and also to
improve circulation since the finger was cold to
the touch and there was discolouration of the
skin. Acupuncture was also used to improve
 2014 Acupuncture Association of Chartered Physiotherapists

sensation and reduce treatment soreness after
stretching. According to Abbate (2006), it is not
advisable to treat scars that are less than 1 month
old since there could be a risk of infection. The
subject was able to have acupuncture because
this initial period had elapsed. Abbate (2006)
also emphasized the importance of a clean needle technique, and advised swabbing the points
on the scar that are to be needled with alcohol.
This author urged caution when treating scar
tissue in the elderly, patients with diabetes
or cancer, and individuals with neurological
disorders.
A referral was made to occupational therapy,
along with a request for a review of the splint
since the one being used by the subject was no
longer effective: the straps were overstretched
and it was not maintaining his alignment.
The objective measure used to assess the
treatment effect was the degree of fixed flexion
of the PIPJ of the little finger. The temperature
and colour of the digit and the patient’s subjective reports of numbness were also considered.
Acupuncture treatment
Bradnam (2002a) recommended that needles
should be placed very close to scar tissue, either
directly beside it or underneath the scarring, for
10–20 min with minimal stimulation. In accordance with Abbate’s (2006) guidelines, the present
subject’s scar was cleaned with alcohol prior to
needling. To begin with, the needles were
inserted subcutaneously into the skin, and an
attempt was made to insert these at a horizontal
angle under the scar. Six needles were used
to treat the scar tissue initially. Seirin J-Type
No. 3 (0.2040 mm) or No. 8 (0.350 mm)
needles (Seirin Co. Ltd, Shizuoka City, Shizuoka,
Japan) were employed, depending on the resistance of the scar tissue. Treatments progressed to
needling the scarring more directly, and the
needles initially met with strong resistance, but
once stimulated for a few minutes, the tissue
resistance reduced dramatically.
Local points that induce segmental effects and
the consequent analgesic effects of stimulating
these pathways were found to be useful in the
present case. Bradnam (2002a) suggested that
inserting the tip of a needle into the painful area
of a scar is useful in the treatment of focal areas
of pain. In this case, the subject found that
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the needles could be painful on initial insertion,
but that this eased rapidly as the treatment
progressed.
In accordance with Bradnam’s (2002b) guidelines, strong points positioned extrasegmentally
to the scar tissue were needled for 20 min in
order to activate central effects. The needling of
extrasegmental points encourages the release of
-endorphin and adrenocorticotropic hormone
(ACTH). The points selected were Large Intestine (LI) 4 and Heart (HT) 7.
Treatment outcomes
The present subject underwent seven treatments
over 3 months. He was unavailable for treatment
for 4 weeks in the middle of the treatment period,
which resulted in a temporary deterioration in the
degree of flexion in the affected finger. This
highlighted the fact that treatment was necessary
in order to optimize the surgical outcome. The
rationale behind treating the subject over
3 months was to influence the scar tissue over a
prolonged period of time rather than doing so
more intensively for a shorter interval.
The fixed flexion deformity of the PIPJ had
decreased to 5 at discharge. The general appearance and colour of the finger also improved with
treatment, as did the subject’s reports of numbness. The finger felt warm to the touch at
discharge, and the colour of the skin was more
normal. At discharge, the subject was instructed
to continue to wear his splint for a further month
on the advice of the occupational therapist. He
was also to continue with his exercise
programme.

Discussion
There is very little literature on the use of
acupuncture in the treatment of scar tissue, but
in the present author’s clinical experience, needling is the treatment of choice for scarring and
produces very positive outcomes. This view is
supported by Bradnam (2002a, p. 49), who commented: ‘‘While there is no research to underpin
the practice of using acupuncture to treat scars,
clinical opinion supports this as an effective
treatment option.’’
Abbate (2006, p. 82) also advocated the use of
acupuncture in the treatment of scar tissue in the
belief that it may be the key to the resolution of
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some of the more difficult and complex problems encountered in clinical practice: ‘‘The treatment of scars has an historical base in Oriental
medicine. Often, the treatment of scars can be
the key to the successful resolution of chronic,
persistent, and intractable conditions.’’
According to Bradnam (2002a), neither the
mechanism by which acupuncture exerts an
influence on scar tissue nor the clinical efficacy
of this form of treatment have been established
by research, but there is sufficient evidence from
both experimental and clinical studies that needling can influence the healing of bodily tissues.
She suggested that treatment should target both
local and central mechanisms in order to provide
an optimum intervention for scars.
Acupuncture lowers histamine levels, which
can reduce the irritation of sensory nerve endings, resulting in a decrease in both pain levels
and inflammatory responses (Dray 1995). Lowering histamine levels is also a method of reducing collagen synthesis, and may assist in
minimizing the collagen content of a scar. Bradnam (2002a) noted that changes in scar tethering
are often dramatic and that improvements can be
observed from one treatment to the next. This
effect will have a particularly positive influence in
the present case because the overproduction of
collagen in the surgical area would contribute to
excessive scarring. Bradnam (2002a, p. 47) suggested that ‘‘acupuncture may move the scar
along in the process of remodelling and will
influence the scar both locally at the site of the
scar and via central or systemic systems’’.
Langevin (2013) discussed the importance of
fibroblasts in the extracellular matrix, which
these cells create. Fibroblasts respond to mechanical stimulation, and regulate the production of
collagen and other matrix proteins. These cells
also secrete matrix-degrading enzymes in
response to chronic alterations in forces affecting
tissue. Langevin (2013) was interested in the
effect of acupuncture on the neglected connective tissue. She referred to the general neglect of
this type of tissue in conventional medicine, and
commented that it is one of the most integral
components of the human body. She was also
interested in the possibility that connective tissue
could dynamically regulate its level of tension.
Langevin (2013) studied the interaction of acupuncture needles with the connective tissue
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matrix, and noted that the fibroblasts in this
tissue as far as several centimetres away from the
needle reorganize their internal cytoskeleton and
change their shape, becoming large and flat. The
idea of this direct effect on fibroblasts up to
several centimetres from the needle is an intriguing one. Perhaps it is not necessary to needle
directly into the scar if the patient finds this too
uncomfortable in the first instance.
According to Lundeberg (1998, cited by Bradnam 2002a), acupuncture produces neurohormonal effects in the brain: corticotropin-releasing
factor is released from the arcuate nucleus in the
hypothalamus, which stimulates the release of
ACTH and -endorphins from the pituitary
gland into the bloodstream. Bradnam (2002a, p.
48) stated that, ‘‘The central responses via
ACTH and -endorphin down-regulate collagen
production and up-regulate collagen degradation
reducing the adhesions in the scar and scar
formation.’’ Furthermore, ACTH stimulates the
production and release of glucocorticoids by the
adrenal gland, which reduces inflammation since
these steroid hormones decrease histamine and
oedema in local tissues. Acupuncture also
reduces pain by activating the descending inhibitory systems.
Acupuncture was used in the present case to
influence the synthesis of the scar tissue and
prevent failure of the subject’s second surgery.
Needling can influence scar tissue in a number of
ways: through its influence on histamine production; by the release of nitric oxide in tissue that
has undergone treatment; via its effect on fibroblasts in the extracellular matrix; and centrally,
through neurohormonal systems in the brain.
Acupuncture responses via ACTH and
-endorphin can reduce overproduction of collagen and regulate the formation of scar tissue.

sessions, and he was delighted with the results.
Clinical research is needed to prove the effectiveness of acupuncture in the treatment of scar
tissue. To date, this has only been extrapolated
from the results of other studies. In the present
case, acupuncture was not used in isolation,
which dilutes the positive evidence for its effect
to an extent. However, the subject reported
improvements immediately after needling. Furthermore, the needles met with stiff resistance
when first introduced into the scar tissue, but felt
loose and were easily removed at the end of
treatment. The scar tissue felt softer on palpation
immediately after needling.
In the present case, the subject demonstrated
an objective, measurable improvement in the
degree of fixed flexion in the PIPJ of his little
finger following a course of physiotherapy treatment that mainly consisted of acupuncture.
There were also improvements in the temperature, sensation and appearance of the digit. The
scar tissue, which was easily palpable at the initial
assessment, became much softer and flatter over
the treatment period. Acupuncture had a vital
contribution to make in influencing the process
of scar production, which was very important to
the present subject’s recovery.
Although acupuncture is more readily recognized with regard to its contribution to pain
regulation and the reduction of inflammatory
responses, it also has a role to play in the
treatment of scar tissue.

Conclusions

References

The rationale behind using acupuncture was to
utilize its local and systemic effects, which would
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Abstract
This paper discusses the All-Party Parliamentary Group on Primary Headache Disorders
(APPGPHD) meeting held in London on Tuesday 14 January 2014. This meeting was attended
by a delegation from the Acupuncture Association of Chartered Physiotherapists, who spoke up
for physiotherapy and acupuncture in the management of headache. The report gives an
overview of four verbal evidence submissions to the APPGPHD Committee on Headache and
Facial Pain by patient representatives and specialist doctors. A number of recommendations are
made and conclusions are drawn.
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Introduction
On Tuesday 14 January 2014, I attended a
meeting of the All-Party Parliamentary Group
(APPG) on Primary Headache Disorders
(APPGPHD) at the Palace of Westminster as
part of a delegation from the Acupuncture
Association of Chartered Physiotherapists
(AACP). The delegation spoke up for physiotherapy and acupuncture in the management of
headache. The experience was both an inspiration to make changes, and a sobering insight into
current headache provision nationally. The
APPGPHD’s enquiry into existing headache
provision went on to make its recommendations
to the Department of Health, and its report was
published in June this year (APPGPHD 2014).

Correspondence: Elizabeth Slee, Locomotor and Pain
Service, Homerton University Hospital NHS Foundation
Trust, St Leonard’s, Nuttall Street, London N1 5LZ,
UK (e-mail: elizabeth.slee@homerton.nhs.uk).
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What is an all-party parliamentary
group, and why does it matter to
physiotherapy?
An APPG is a forum for parliamentarians from
both Houses to discuss subjects regardless of
political affiliation. The APPGPHD is one such
group (TMT 2014). All-party parliamentary
groups have no official status or powers within
Parliament, and are not funded by it (HoC
2013). These groups are not select committees,
which are formal institutions of the Houses
(HoC 2013). There are a large number of
APPGs, and these cover many different fields
such as health, education and transport (HoC
2013).
In 2008, the APPGPHD was relaunched with
the support of funding from Headache UK,
which is an umbrella group for migraine and
headache organizations. This financial support
led to the recruitment of a part-time coordinator
to work on behalf of the APPGPHD. The role
of this coordinator was to organize parliamentary
briefings, liaise with politicians and oversee the
day-to-day running of the group. The APPGPHD runs meetings in Parliament every few
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months, and these are open to everyone, including politicians, health professionals, employers
and the public (TMT 2014).
The issues covered so far include:
+ the economic cost of migraine and other
headache disorders;
+ migraine in women;
+ improving the management of headache in
primary care;
+ the state of research into migraine and headache;
+ migraine in children and young people; and
+ employment.
In May 2010, the APPGPHD published its first
report, which was entitled Headache Disorders –
Not Respected, Not Resourced (APPGPHD 2010).

The APPGPHD meeting
The APPGPHD is chaired by the Right Honourable Jim Fitzpatrick MP, and its Committee on
Headache and Facial Pain comprises Members
and Lords of Parliament, including a baroness,
who all have personal experience of headache
and facial pain. The committee members were
welcoming and inclusive; this was quite unlike
the stern select committees often seen on television. Comments were encouraged from everyone attending the meeting, including headache
researchers, consultants, representatives of charities, patients and clinicians.
It was a good opportunity to be able to speak
up for physiotherapists within the context of this
meeting. With a four-strong AACP party, we
were able to make our presence felt. Interestingly, after we raised the profile of physiotherapists using acupuncture, other speakers in
the room specifically included physiotherapy
whenever they mentioned multidisciplinary headache teams.
The AACP delegation placed strong emphasis
on evidence, including the National Institute for
Health and Clinical Excellence (NICE; now the
National Institute for Health and Care Excellence) guidelines on the management of headache (NICE 2012), which recommend
acupuncture. We also emphasized the wider role
of physiotherapy within biopsychosocial pain
management model. Importantly, AACP Chairman Vivienne Dascanio and I highlighted
physiotherapists’ skills in treating headaches, and
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our passion and interest for using our range of
skills to help patients suffering from this condition.
The AACP delegation were also able to provide a written submission prior to this event.
This drew attention to AACP members’ contributions in this area, and also provided research
evidence to support our work as physiotherapists.
The following is an overview of the four
official submissions to the APPGPHD Committee on Headache and Facial Pain by patient
representatives and specialist doctors.
Headache
The following points were made:
+ The lack of consultants and clinical nurse
specialists with a special interest in headache
was highlighted. There are only 11 clinical
specialist nurses working in headache
nationally.
+ There is a lack of specialist headache centres.
+ Concern was expressed about the knowledge
or even interest of some general practitioners
(GPs) in headache.
+ There is also a lack of GPs with a special
interest in headache.
+ The need for more specialist headache teams
who understand the holistic nature of headaches came across strongly, with a number of
speakers mentioning physiotherapists as part
of any multidisciplinary headache team.
+ Patients with headache are unnecessarily
attending accident and emergency departments, which is more costly than other
options.
+ The impact on the UK economy from days
lost from work as a result of headache was
raised, but the speakers were uncertain
whether this would be enough to influence
healthcare provision.
Facial pain
The following issues were raised:
+ The care of facial pain tends to be split
between doctors and dentists.
+ Patients with facial pain visit multiple professionals until they finally reach specialist facial
pain clinics.
+ It was commented that dentists tend not to be
holistic.
 2014 Acupuncture Association of Chartered Physiotherapists

E. Slee
+ It was recommended that dentists exclude
dental causes and refer on for treatment.
+ There was concern about unnecessary dental
work being done that could have been
avoided by a biopsychosocial understanding
of temporomandibular joint (TMJ) disorders.
+ Education for dentists about local headache,
facial pain and TMJ services was recommended, along with training in the biopsychosocial aspects of these conditions.
+ One speaker lamented that, while the uptake
of cosmetic dentistry training places was high,
enrolment on facial pain and TMJ courses
was poor.
+ Approximately 50% of patients with TMJ
never seek help from their GP.
+ Simple TMJ pain can be managed in primary
care with lifestyle advice.
+ It was thought that, in secondary care, a
complex TMJ pain would need an hour-long
assessment.
+ When investigating TMJ pain, a single highresolution magnetic resonance imaging scan
was recommended to make it immediately
clear if there are any structural issues that
require treatment.
+ The rise in the popularity of dental implants
has been associated with a rise in facial
neuropathic pain because of implant misplacement.
+ The work of the Trigeminal Neuralgia Association UK was strongly highlighted, and its
excellent resources for clinicians were discussed.
Representation
The patient groups represented in the APPGPHD are:
+ Headache UK, an umbrella group for
migraine and headache organizations;
+ The Migraine Trust;
+ OUCH (UK), the Organisation for the
Understanding of Cluster Headache;
+ Trigeminal Neuralgia Association UK;
+ Migraine Action, which provides a wide range
of patient information leaflets; and
+ BASH, the British Association for the Study
of Headache, a UK multiprofessional clinical
interest group that also acts as an expert
source for NICE and is linked to headache
 2014 Acupuncture Association of Chartered Physiotherapists

charities; it would be worth joining if you treat
headaches.
Parliamentary health committees
Physiotherapists do not always get to hear about
parliamentary committees, despite the fact that
these working groups are important and make
recommendations about the care of our patients
directly to the government. I first heard of the
existence of a parliamentary headache interest
group via the mailing list of The Migraine Trust.
Had it not been for this organization’s e-mail
newsletter, AACP might not have known about
the APPGPHD. If that had been the case,
physiotherapy might not have been represented
or mentioned at this meeting at all.
Other professional groups have been working
with headache groups for some time. For
example, the charity Migraine Action has collaborated with osteopaths and chiropractors to
produce leaflets on how each profession can help
headaches, and representatives of the British
Acupuncture Council regularly attend APPG
meetings, working closely with a number of
groups. This is the fourth APPG event at which
AACP has represented its members, including
one that the Association hosted for a parliamentary group on the management of musculoskeletal disorders with acupuncture and
physiotherapy.
In a previous APPG-sponsored lecture, I mentioned to the chairwoman of a migraine charity
that there were 6000 physiotherapists trained in
the use of acupuncture in the UK, many working
in the National Health Service (NHS). She was
both amazed and delighted. Since there is much
that physiotherapy can contribute to and learn
from patient charities, we need to forge better
links with these organizations, which is something that AACP is determined to develop.
Recommendations
Physiotherapy needs to be much more involved
in patient-led, condition-specific charities for
several reasons:
+ These organizations produce useful information that we can flag to our patients, and
advice for health professionals that can help
us in the diagnosis, treatment and management of headaches.
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+ Patient-led health groups are also part of
Healthwatch England, which, following
recent changes to the NHS, has statutory
duties and powers to monitor and influence
the NHS locally and nationally.
+ These organizations are already working with
a wide range of parliamentary committees and
NICE guideline teams, and lobbying commissioning groups; for example, the chief executive of The Migraine Trust, Wendy Thomas,
is a specialist lay member of the NICE
headache committee.
+ Members of AACP need to be involved with
patient charities that are working to shape the
national healthcare agenda.
+ Patient-led health groups are increasingly collaborating with other charities in order to
fund research that is not dependent on pharmaceutical companies.

Conclusions
I would thoroughly recommend attending future
APPGPHD meetings. These regularly host talks
from clinicians and researchers in the field of
headache and facial pain with a campaigning
edge. The meetings are held several times a year
and entry is free. Why not let your Member of
Parliament know that you are going? Perhaps he
or she will meet you for tea, and listen to the
issues you may raise concerning acupuncture and
physiotherapy.
The AACP delegation left the meeting satisfied that we had been heard, and that the profile
of physiotherapy and of physiotherapists providing acupuncture in the treatment of headache
had been raised significantly.
If you are a member of a multiprofessional
interest group or involved with a charity, and you
hear of a parliamentary or NICE committee
meeting, do not assume that physiotherapy and
acupuncture will be represented. Representatives
of AACP attend many events with and on behalf
of members, but they always hope for and
welcome input from the membership. Do not
take it for granted that AACP or the Chartered
Society of Physiotherapy (CSP) will have been
informed of events. If in doubt, please contact
AACP Chief Executive Officer Caspar van Dongen (e-mail: ceo@aacp.uk.com) and Dr Ralph
Hammond at the CSP Practice Development
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Unit (e-mail: hammond@csp.org.uk) so that
attendances and submissions can be coordinated.
I recommend that you choose a clinical charity
and get involved; at the very least, subscribe to a
mailing list.
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Abstract
This paper discusses the meeting of the All-Party Parliamentary Group on Primary Headache
Disorders (APPGPHD) held in London on Tuesday 17 June 2014. Its purpose was to launch
the APPGPHD’s report into headache services in England. A delegation from the Acupuncture
Association of Chartered Physiotherapists attended in order to receive the report, and to
represent and further highlight the important role that acupuncture by physiotherapists has to
play in the treatment of headache disorders. This article provides: a follow-up to the report of
the APPGPHD meeting on 14 January 2014 published in this edition of JAACP; an overview
of the events of 17 June 2014; and a description of the key findings of the APPGPHD report
on headache services in England and its recommendations.
Keywords: acupuncture, all-party parliamentary group, headache, physiotherapy.

Introduction
On Tuesday 17 June 2014, the All-Party Parliamentary Group (APPG) on Primary Headache
Disorders (APPGPHD) held a meeting at the
House of Commons in order to launch its
finalized report on their inquiry into headache
services in England (APPGPHD 2014). As
described elsewhere in this edition (see pp.
79–83), the Acupuncture Association of Chartered Physiotherapists (AACP) provided written
and verbal contributions towards this report.
Attending the meeting was a great opportunity to
further champion acupuncture physiotherapists,
and provide the other delegates with information
about the skills that members of our specialty
possess. It is always surprising to repeatedly find
a general lack of knowledge and understanding
of what physiotherapists can do. It was an
Correspondence: Vivienne Dascanio, Chairman,
Acupuncture Association of Chartered Physiotherapists
Ltd, Southgate House, Southgate Park, Bakewell Road,
Orton Southgate, Peterborough PE2 6YS, UK
(e-mail: chair@aacp.uk.com).
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excellent opportunity to liaise with several consultants, service managers and headache charity
chief executive officers (CEOs), and inform
them of how physiotherapists can be an effective
part of a multidisciplinary team providing headache services.
As Elizabeth Slee writes elsewhere in this
edition (p. 79):
‘‘An APPG is a forum for parliamentarians
from both Houses to discuss subjects regardless of political affiliation. The APPGPHD is
one such group (TMT 2014). All-party parliamentary groups have no official status or
powers within Parliament, and are not funded
by it (HoC 2013). These groups are not select
committees, which are formal institutions of
the Houses (HoC 2013). There are a large
number of APPGs, and these cover many
different fields such as health, education and
transport (HoC 2013).’’
Her report provides a detailed description of the
relaunch of the APPGPHD, and the issues that it
has covered since 2008 (pp. 79–83).
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The APPGPHD published its first report in
May 2010 (APPGPHD 2010).

The APPGPHD meeting
The meeting was chaired by the Right Honourable Jim Fitzpatrick MP, Chairman of the
APPGPHD, and attended by the APPGPHD
committee, several other Members of Parliament
and baronesses, a number of headache charity
CEOs and managers, representatives of AACP,
various health professionals, and other interested
parties. It was also fully booked and some
delegates were turned away.
The meeting commenced with three presentations. The first was delivered by Carl E. Clarke,
Professor of Clinical Neurology and Honorary
Consultant Neurologist at Sandwell and West
Birmingham Hospitals National Health Service
(NHS) Trust, who addressed the benefits of
adopting the headache nurse model. He discussed how having a specialist nurse specifically
trained in headaches worked well within their
consultant clinic. She was able to see a substantial
number of patients from the consultant’s list and
provide appropriate treatment, which ultimately
saved the NHS money in consultant fees and
time. Many may recognize this system as similar
to how physiotherapists work in extended roles
and as clinical specialists, and developing this
position further as physiotherapists is definitely
something that our profession should embrace. I
know of only a few physiotherapists specializing
in headaches in the UK, but these models of care
could be rolled out across the country.
While liaising with Professor Clarke and the
nurse specialist in question after the presentation, it was interesting to discover that she
administered Botox and prescribed medication
within her clinics, but did not deliver acupuncture. The nurse reported that she would like to
be able to train in acupuncture, but her clinic
time did not allow her to incorporate another
treatment because she was overloaded with
patients. She also told me that her department
had tried to recruit another specialist nurse, but
had not found a suitable candidate. I did ask
whether they had considered employing a
physiotherapist to work alongside her, but it was
not something her department had looked at,
although they may consider it in future.
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We heard a lot at this meeting about the
importance of increasing the number of specialist nurses working in headache services, but I feel
that this is also a real opportunity for physiotherapists to extend their roles and the services
that they provide.
The second presentation was delivered by
Peter Goadsby, Professor of Neurology and
Director of the National Institute for Health
Research (NIHR)/Wellcome Trust Clinical
Research Facility, King’s College London, who
spoke about the impact of poor headache
research on treatment and care.
He discussed how far we have come, but
emphasized how much there is still to do, and
that there are very limited resources for research
into headache care. Professor Goadsby argued
for more standardization of services across the
UK, and felt that we could and should do more
for those suffering from headaches.
He is very passionate about his area of expertise. The previous APPGPHD meeting on 14
January 2014 (pp. 79–83) gave us a great opportunity to discuss with him the gap between the
research funded by the NIHR, and that which
was accepted by National Institute for Health
and Care Excellence (NICE) guidance panels.
As many will be aware, there is a real dichotomy
at the moment between the research that has
been commissioned across many areas, and the
research criteria that NICE will now accept for
their recommendations.
The third and final presentation was delivered
by Arlene Wilkie, Chief Executive of the Neurological Alliance, and was entitled ‘‘Headache and
Neurology: Recent Achievements and Opportunities for Neurology in the NHS’’. She discussed
the importance of joined-up working and consistency of services. She was also delighted to be
able to announce the launch of the Neurology
Intelligence Network, which was due to go live
the following day. From experience of previous
intelligence networks, having one with a focus on
neurology will lead to increased services and
awareness of the specialty. It will be the Neurology Intelligence Network that will provide data
and recommendations to clinical commissioning
groups (CCGs) so that these can advocate for
services more effectively. I was pleased to be able
liaise with Arlene Wilkie after her presentation.
We discussed AACP and how our members
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provide acupuncture for patients as part of their
physiotherapy. It was also great to hear that the
Chartered Society of Physiotherapy (CSP) had
been invited to be part of the Neurology Intelligence Network, and will be able to represent
members further.
Following the presentations, there was a
opportunity for networking, and as well as others, I was able to speak with several of the CEOs
of the charities representing headache patients
who were present. Many were wondering how
they could support patients in their efforts to
access acupuncture services, and they were very
interested to find out that so many physiotherapists offer acupuncture treatment as part of
their skill set, something that they had previously
not known. It was great to champion AACP
members, and raise awareness of that services
that physiotherapists can provide. The Association also plan to follow up on these contacts,
and create further links and contact between
itself and the charities. This will help to support
our members in gaining access to services and
providing treatment.

The APPGPHD report
Headache Services in England is very comprehensive, and the full text can be accessed online
(APPGPHD 2014). The report includes a comprehensive background to headaches and neurology services, NICE, and research in the area. It
presents the ‘‘cost’’ of headache disorders and
treatment, and emphasizes the cost-effectiveness
of headache services. Primary care and patient
pathways are discussed, as is the escalation to
secondary care services. Headache nurses are
featured, and a key section for us is ‘‘Multidisciplinary Teams for Treating Headache’’, which we
are pleased to say is one of the times that AACP
is mentioned in the report. Commissioning
responsibility is another area to draw attention
to, as this is where we, as a profession, could gain
further services. The report concludes with ‘‘An
Integrated Approach to Addressing the Burden
of Headache Disorders’’, and then presents the
following recommendations (APPGPHD 2014):
(1) An appropriate and targeted public awareness campaign to increase understanding
and awareness of primary headache disorders should be led by NHS England.
 2014 Acupuncture Association of Chartered Physiotherapists

(2) The Department of Health should take the
lead in prioritizing a headache teaching curriculum for non-specialist health professionals. Health Education England, and the
Local Education and Training Boards
should ensure that healthcare professionals,
particularly those in primary care, are
equipped with appropriate training to support patients with headache disorders.
(3) Headache-specific indicators should be
included in the CCG Outcomes Indicator
Set to ensure that headache is prioritized, so
that commissioners and clinicians are incentivized to improve outcomes.
(4) Patients with headache should be encouraged by specialist charities and stakeholder
groups to engage with local Healthwatch,
and health and wellbeing boards in order to
influence community services.
(5) Better diagnosis and treatment of headache
disorders by general practitioners (GPs) are
needed. Headache indicators should be
added to the Quality and Outcomes
Framework (QOF) to incentivize such
improvements.
(6) Sufficient intermediate care headache clinics
staffed by GPs with a special interest in
headache should be developed within every
CCG.
(7) Strategic clinical networks (SCNs) should
establish clearly defined local headache pathways to ensure that patients are seen
promptly and appropriately.
(8) Indicators from which meaningful headache
specific data can be extrapolated, should be
identified with NHS England’s evolving
neurological dataset. The dataset should be
supported by additional headache-specific
intelligence, captured locally, so as to understand the needs of specific areas. Clinical
commissioning groups should commission
patient experience surveys in order to understand the effectiveness of local services and
pathways.
(9) The headache nurse specialist model should
be extended to all primary and secondary
care specialist headache services. Commissioners should consider the cost benefits of
local intermediate care headache clinics run
by specialist headache nurses.
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(10) A national strategy for addressing the burden of headache disorders with clarification
of commissioning responsibilities should
be defined by NHS England. Strategic
clinical networks should take responsibility
for ensuring that this strategy is implemented locally.
Several of the recommendations are important to
us as physiotherapists, especially numbers 2, 3, 4,
7 and 9. I really think that those interested in
setting up or expanding their headache service
will make gains going forward from the above
recommendations as these are implemented. I
think that there is a need for us, as a profession,
to take advantage of these opportunities, and
advance and champion what we do.

Conclusions
Here are some key messages that I would like to
pass on to AACP members following my attendance at these meetings. Work with your SCNs
and CCGs: contact them, meet with them,
deliver presentations to them. Engage with the
Neurology Intelligence Network (and AACP and
the CSP), and make your voices heard about
which services are important to your patients.
Let them know locally what you are able to do,
and the invaluable services that you can offer to
patients. Strategic clinical networks and CCGs
will need to consider the recommendations in
Headache Services in England and other reports.
Therefore, they will be very happy if we make
their role easier by highlighting the services that
we can provide, and they can then show that they
have these services available in their area. My
other recommendation is to liaise further with
your local GPs. Many GPs at the meeting
expressed their desire to know more about the
skills and services that physiotherapists can offer.
Therefore, it is worth finding out what special
interests GPs in the practice have, and working
alongside them to advance services. General
practitioners also hold training sessions, and
making a presentation to them about the specialist services that you have available can be invaluable in improving knowledge, services and
ultimately, funding.
As Elizabeth Slee writes in her report
(p. 82):
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‘‘If you are a member of a multiprofessional
interest group or involved with a charity, and
you hear of a parliamentary or NICE committee meeting, do not assume that physiotherapy and acupuncture will be represented.
Representatives of AACP attend many events
with and on behalf of members, but they
always hope for and welcome input from the
membership. Do not take it for granted that
AACP or the [CSP] will have been informed
about events. If in doubt, please contact
AACP [CEO] Caspar van Dongen (e-mail:
ceo@aacp.uk.com) and Dr Ralph Hammond
at the CSP Practice Development Unit (e-mail:
hammondr@csp.org.uk) so that attendances
and submissions can be coordinated. I recommend that you choose a clinical charity and get
involved; at the very least, subscribe to a
mailing list.’’
I would encourage all members to attend an
APPG meeting. There are a number of these
covering all areas of healthcare specialties. In this
time of commissioning and restricted budgets, I
think it is important that we promote and represent ourselves as physiotherapists whenever the
opportunity arises.
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An understanding of anatomy under the LI4
acupuncture point
Y.-M. Wong
Health Science Unit (Physical Enhancement Centre), Hong Kong Physically Handicapped
and Able Bodied Association, Hong Kong

Acupuncturists may apply a needle into different
locations for a given acupuncture point
(Kalauokalani et al. 2001). This may raise doubts
and uncertainty about the efficacy of acupuncture treatments, and cause complications in acupuncture research and education. For example,
the Large Intestine (LI) 4 point located in the
first web-space of the hand is one of the most
commonly used acupuncture points, but the
placement of LI4 is slightly different in standard
textbooks used for teaching acupuncture in
China (BCTCM 2005, pp. 97, 116 & 123) and
Taiwan (Lin et al. 2009, pp. 107–108). For
illustration, the two LI4 placements are named as
LI4-P (proximal) and LI4-D (distal) in the
following text (Fig. 1).
Large Intestine 4 needling may potentially
injure the palmar metacarpal artery (PMA) on
the radial palmar aspect of the second metacarpal
or the princeps pollicis artery (PPA) on the ulnar
palmar aspect of the first metacarpal, which both
pass between the first dorsal interosseous and
the adductor pollicis muscles (Doyle & Botte
2002, pp. 266–269). The resulting intermuscular
bleeding may lead to scar adhesions formed at
the muscles and, consequently, decreased range
of motion of the thumb (Liu & Huang 1984;
Wong & Hobara 2012).
To estimate the relationship between the two
LI4 skin placements and the PMA and PPA, we
Correspondence: Dr Yiu-Ming Wong, Health Science
Unit (Physical Enhancement Centre), Hong Kong
Physically Handicapped and Able Bodied Association,
S102, G/F, Lai Lo House, Lai Kok Estate,
Shamshuipo, Kowloon, Hong Kong (e-mail:
pt@hkphab.org.hk).
 2013 British Medical Acupuncture Society

Figure 1. Acupuncture point Large Intestine (LI) 4,
showing different placements according to two
authorities: (1) BCTCM (2005); and (2) Lin et al. (2009).
The crosses indicate the midpoint of the second
metacarpal bone: (D) distal; and (P) proximal.

conducted a preliminary magnetic resonance
imaging (MRI) study that captured transverse
MRI on 10 healthy young men with their dominant forearms neutrally positioned. A consistent
pattern was seen, with a distance between the
LI4 placement and the PMA of about 1 cm,
while the PPA is not close to the placement or
cannot be observed in the MRI; also, the distance of the artery beneath the LI4-D placement
is roughly 25% greater than that of LI4-P (Fig.
2).
It is of clinical importance that the needles
should not be inserted deeply at LI4 to minimize
the risk of penetrating injury of the arteries
underneath. Based on the above, needling at
LI4-D may be preferable to LI4-P for patients
with hand muscle atrophy since the PMA is
relatively deeper under the placement of LI4-D.
Competing interests: None.
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Figure 2. A representative magnetic resonance imaging
(MRI) scan shows the distance between the Large
Intestine (LI) 4 skin placements and the palmar
metacarpal artery (distance between arrow and dotted
circle) in which MRI markers were used to identify the
skin placements of LI4-P and LI4-D: (A) adductor
pollicis muscle; (D) distal; (F) first dorsal interosseous
muscle; and (P) proximal.

Patient consent: Obtained.
Ethics approval: Institutional Review Board,
Health Science Unit, Hong Kong Physically
Handicapped and Able Bodied Association.
Provenance and peer review: Not commissioned;
internally peer reviewed.
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AACP Annual Conference, 17–18 May 2014:
AACP, Still Pointing the Way after 30 Years!

Introduction
The 2014 AACP Annual Conference, entitled
‘‘AACP, Still Pointing the Way after 30 Years!’’,
was held at the Hilton Hotel in Coventry, and
the event was a huge success. To celebrate our
thirtieth anniversary, we had a very special introduction from Neville Greaves, who was the very
first chairman of the Association, and many of
our founding members were also able to attend.
Fellowships were presented for the first time: to
Neville for his initial bravery in leading AACP; to
Paul Battersby for his dedication and commitment; and last but not least, to George Chia for
his long-term and enthusiastic support for the
development of the Association (see pp. 9–11).
Delegates attended a number of different lectures and workshops covering a wide range of
topics, and full reports can be found below.
This year, the Conference was sponsored by
Phoenix Medical Direct Ltd (Fig. 1), who continue to offer great discounts to all members.
Details can be found on the AACP website
(www.aacp.org.uk), along with other membership benefits and offers. Phoenix arranged for
Marjolijn Visser to give tape demonstrations
during the breaks (Fig. 2), and these were very

Figure 1. Representatives of Phoenix Medical Direct
Ltd, the sponsor of Conference 2014.
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Figure 2. Tape demonstration by Marjolijn Visser.

well received by delegates. The company also
donated exclusively and generously to our raffle,
and the first prize of a £100 Phoenix voucher
was won by Steph Palfreyman on the Sunday.
The dinner on Saturday evening was great fun
(Fig. 3). Helene Langevin, who is the AACP
President, was thrilled to take part in the celebrations, and blew out the candles on our thirtieth
anniversary cake. The ABBA tribute band were
fantastic, and had everyone on the dance floor all
night. The magician managed to keep everyone
enthralled, and baffled many people with his
tricks throughout the meal.
I would like to take this opportunity to thank
all of the speakers, delegates and exhibitors
(Fig. 4) for their support, and for making this
year such a huge success.

Figure 3. AACP staff and members of the trade
delegation at the Conference dinner.
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Figure 5. (Left to right) Amos Ziv, Caspar van Dongen
and Dr Jeremy S. Lewis.

Figure 4. Conference delegates at the trade exhibition.

I hope that you find the following information
useful and interesting. Further information from
the Conference, including full lecture notes, can
be found in the members’ area of the website
(www.aacp.org.uk/conference/speaker-presenta
tions-2014). We look forward to seeing you next
year on 9–10 May 2015, when we expect to have
great lectures presented by Hugh MacPherson,
Jon Brooks, Lynn Pearce, Jon Hobbs and many
more fine speakers.
Elizabeth McLean
Conference Coordinator

Acupuncture and shoulder pain:
to needle or not to needle?
Jeremy S. Lewis
Abstract
This presentation outlines the results of a multicentre randomized controlled trial (RCT)
comparing exercise, acupuncture and electroacupuncture for shoulder pain.
Report
Dr Jeremy S. Lewis (see Fig. 5) is a New
Zealand-born physiotherapist who trained in
Australia. He currently works as a consultant
physiotherapist, as the research and innovation
lead for the musculoskeletal physiotherapy service at Central London Community Healthcare
National Health Service (NHS) Trust, and as a
private practitioner. Jeremy is a fellow of the
Chartered Society of Physiotherapy, and is rec94

ognized as one of the pre-eminent clinicians in
the profession.
Specializing in complex shoulder problems, he
is a trained sonographer who performs
ultrasound-aided shoulder injections. He has
conducted clinical, laboratory and cadaver
research into various aspects of shoulder function and pathology. His main areas of research
interest are rotator cuff tendinopathy and
shoulder pain syndromes.
Jeremy began his talk by noting that research
has shown that current orthopaedic tests are
neither reliable for joint diagnosis nor able to
isolate individual muscles. Asymmetry is found
in many patients, but not all of them will exhibit
symptoms.
Research has also demonstrated that current
imaging techniques are not always dependable.
For example, there is a poor correlation between
structural pathology and pain in ultrasound imaging of shoulders with rotator cuff pathology.
Furthermore, magnetic resonance imaging
(MRI) scans have demonstrated that 55% of
patients have a rotator cuff tear with clinical signs
while 52% have tears with no signs. Therefore,
MRI findings do not correlate with symptoms.
Acupuncture treatments are very popular, but
the benefits are uncertain and controversial.
Jeremy gave us an in-depth presentation of the
methodology of a multi-centre RCT that he is
currently undertaking. This trial compares exercise, acupuncture and electroacupuncture for the
treatment of shoulder pain. Two hundred and
twenty-two patients were chosen by computer,
and assessors were blinded to the allocation of
the three groups: (1) exercise only (n=74); (2)
exercise and acupuncture (n=77); and (3) exercise and electroacupuncture (n=77). Primary
outcome measures were determined using the
Oxford Shoulder Score. Secondary outcome
measures included range of movement (ROM),
 2014 Acupuncture Association of Chartered Physiotherapists
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strength, global impairment, change in problem
and analgesic use. Patients were seen once a
week.
Eighty-five per cent of the data at 6 weeks are
available. The Shoulder Pain and Disability Index
indicated no significant difference between all
three groups. Clinically, exercise is showing
improved results. The RCT and data analysis are
ongoing.
While popular, the uses of acupuncture need
to be justified in the treatment of musculoskeletal pain. Jeremy’s trial will address this issue,
and when it is concluded, the results will give
physiotherapists a better idea of the benefit of
acupuncture and electroacupuncture in the treatment of shoulder pain.
Gilean Docherty

The use of acupuncture in A&E
Amos Ziv
Abstract
The Integrated Medical Services and Department
of Emergency Medicine of Assaf Harofeh Medical Center, Zerifin, Israel, have recently completed an RCT of the use of channel theory
acupuncture protocols for acute noncomplicated back and neck pain in the accident
and emergency (A&E) setting. This talk discusses core issues regarding preparation for this
trial, the conduct of the RCT, the main protocols
used, and the major findings, conclusions and
implications of this study. Amos Ziv, the study
director, discusses the findings of this trial, which
were first presented at the VIIth Mediterranean
Emergency Medicine Conference in Marseille,
France, on 10 September 2013.
Report
Amos Ziv (see Fig. 5) is the director of the
research unit of the Integrated Medical Services
at Assaf Harofeh Medical Center. He is a graduate of the Ben Gurion University Department of
Life Sciences, and the American College of
Chinese Medicine. He has practiced acupuncture
and traditional Chinese medicine (TCM) since
1999, and studied as a personal student of
Professor Wang Ju-Yi to become an expert in
TCM channel theory.
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Amos presented two sessions at this year’s
conference. The first, on the Saturday morning,
focused on his research trial and subsequent
implementation of an acupuncture programme
in the A&E department, or emergency room
(ER), in the largest hospital in Israel. The second
session went into the protocol in more detail,
and involved a practical demonstration.
Amos has been collecting anecdotal evidence
for meridian wave acupuncture (MWA) and its
effects for a long time. He wanted to show that
it was an effective treatment modality to use in
ERs in order to offer rapid pain relief and hasten
discharge, and subsequently, that it was sufficiently cost-effective to justify permanently
employing an acupuncturist in this department.
He also wanted to examine the effectiveness of
MWA as an additional therapy to regular medication for individuals presenting at ER with
acute, non-complicated back or neck pain. Amos
reported that 70% of patients triaged to the
orthopaedic ER are released on the same day,
many with severe discomfort. He hypothesized
that they might have less pain if they had
acupuncture the same time, and was confident
that MWA, which has been shown to achieve
immediate results, would be appropriate.
Amos suggested that, although channel theory
is not widely taught and is underused, MWA can
produce dramatic results in many conditions,
both acute and chronic. The patients were
treated as normal by the ER team (i.e. examination by a consultant, X-ray, decision about
whether to admit or not, and analgesia) before
being admitted to the RCT.
The trial methodology involved the randomization of 67 patients (mean age=40.3 years, 64%
female) into three groups. The inclusion criteria
were: adults aged 18–60 years with acute or
subacute simple neck or back pain who would be
discharged the same day and were ‘‘acupuncture
naïve’’.
Group 1 received medication and real acupuncture, group 2 were prescribed medication
and rest for 25 min, and group 3 got medication
and placebo acupuncture (guide tube glued to
the skin and connected to a bleeping electroacupuncture unit by fake wiring). All participants
underwent baseline assessment, X-ray, visual
analogue scale (VAS), ROM and symptom
checklist tests, and were given conventional
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analgesia (diclofenac). All were reassessed
45 min after their respective treatments.
The protocol used a selection of appropriate
points, but always included Jing-Well ones on the
most pertinent meridian to pass through the area
of pain. The aim of MWA is to stimulate the
flow of Qi through the affected region, not to
direct it at the vicinity, and therefore, points on
the contralateral side at the end of the paired
meridian are also used. (This is explained in
more detail in John Wood’s report on Amos’s
workshop on the practical application of MWA;
see pp. 102–103.) Because 90% of acute neck
and back pain is over the region of the Shao
Yang meridian, a selection of the following
points was generally used: Triple Energizer (TE)
1 (the Jing-well point for neck pain), TE3, TE4
or TE5 (depending on which was most tender),
and distally, at the opposite end of the ‘‘wave’’,
Gall Bladder (GB) 40, GB41, GB42 or
GB44.
Members of AACP are not permitted to
‘‘bleed’’ Jing-Well points, but this practice is
allowed in Israel, and this protocol was adopted
to move Blood and Qi. Additional points were
used to supplement the MWA, such as Governor
Vessel (GV) 20 and sometimes GB34 on the
opposite side. The trial took 2.5 years to complete, but Amos said that the results supported
his hypothesis and were worth the wait (Ziv et al.
2012).
On initial assessment, the mean Numeric Rating Scale pain score was 8.1 across all groups.
After real acupuncture, this was reduced to 3.9;
after sham acupuncture, it dropped to 5.2; and
with rest and medication, the score was 6.8.
The range of spinal flexion was increased by
23 in the real acupuncture group. Anxiety scores
showed a significant improvement in both the
real and placebo groups. Overall satisfaction
scores for the treatment given showed that both
the real and placebo acupuncture groups were
very satisfied, scoring their treatment at 4.7, as
opposed to 3.7 for the medication-only group.
Amos and his team concluded that the
patients who received real acupuncture alongside
conventional medication showed significant pain
reduction, reduced anxiety and increased ROM.
The placebo group had reduced anxiety, but not
much reduction in pain. He concluded that the
degree of satisfaction for both groups may be a
96

result of the extra attention given by the ER
staff.
As a consequence of this study, the hospital
has now funded an acupuncturist in the ER on a
regular basis. What a fascinating and quite inspirational trial!
Jeanne Burnett
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Soft tissue treatment techniques:
Heskiers OneTool
Martin Heskier
Abstract
Pain is the major reason that most patients visit
their practitioners. However, it can be difficult to
treat and may easily return, even after multiple
treatments. Therefore, the underlying blockages
in the body must be addressed. In this workshop,
participants are introduced to the Heskiers
Method, a treatment technique that aims to
address pain simply and effectively, and may
provide lasting results with increased mobility.
The Heskiers Method consists of the principles
of ‘‘release’’ and ‘‘disperse’’, and utilizes an
understanding of the body’s reactions to trauma,
overuse injuries and strain. Treatment theoretically involves resetting the cellular memory,
accessing the power of the interstitial fluids to
expedite healing and softening scar tissue. Protocols are offered for treating pain in specific
parts of the body. Chronic conditions of the hip,
back and neck, including sciatica and migraine,
are easily treated with the Heskiers Method, and
are demonstrated. Special attention is also paid
to treating sports and other overuse injuries in
order to allow patients to regain mobility quickly
and enhance future performance. This is an
interactive workshop that includes demonstrations and hands-on application so that practitioners can use the Heskiers Method upon
returning to their practices.
 2014 Acupuncture Association of Chartered Physiotherapists
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Report
Martin Heskier is a Danish designer and an
acupuncturist. His interest in TCM includes gua
sha and tui na trigger point treatment.
Our natural instinct is to stroke and rub areas
where we feel pain, tenderness or tension. However, not all areas are easy to reach and massage
properly. To solve this problem, Martin designed
the Heskiers OneTool (TPT 2013). This is a
brand-new device that allows you to press and
stroke sore spots by acting as an extension of
your hand.
The Heskiers OneTool is easy to hold, and
follows the shape of the body. It is an ergonomically designed device that can be used by practitioners and patients for myofascial release. Both
left- and right-handed tools are available. The
right-handed one can also be used in the left
hand without discomfort. The device is made of
medical-grade nylon. The same material is used
for prostheses and carries the Class 1 Medical
Device Conformité Européenne mark, and
therefore, the Heskiers OneTool is resistant to
wear and tear. It can be cleaned with soap and
water, or detergent wipes.
The device can be held and used in a number
of different ways. For example, it can be used to
recharge and disperse energy. The number of
strokes employed is important: you should count
to 99, which is equivalent to 90 s. Martin suggested that this time is needed to reboot the
cellular memory and promote healing.
For those practitioners who are familiar with
gua sha connective tissue relief, the Heskiers
OneTool gives you a new way of applying subtle
strokes without bruising the skin. As a result, the
device can be used for facial gua sha and
temporomandibular joint treatment.
The Heskiers OneTool can assist your hands
by minimizing the pressure needed to give effective deep-tissue treatments, and may protect you
from work-related injuries to your hands, arms
and shoulders.
Diana Lacraru
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Low back pain: practice makes
perfect
Lesley Pattenden
Abstract
The use of acupuncture within physiotherapy,
particularly for the treatment of musculoskeletal
conditions and especially low back pain (LBP), is
common. This presentation explores the many
variables that need to be considered as part of
‘‘dosage’’, and relates these to the current evidence base in order to make interventions for
LBP more efficacious. The presentation includes
a demonstration of some of the acupuncture
techniques used in the lumbar spine, and there
will be an opportunity to discuss the implications
of such techniques.
Report
Lesley Pattenden works within the field of
musculoskeletal out-patient treatment in both
the NHS and private practice, and is Orthopaedic Team Lead at Weston General Hospital,
Weston-super-Mare. Her acupuncture career
began in 1992, when she took some short
courses, which lead to a postgraduate diploma in
acupuncture from Coventry University in 2006.
Lesley has been an AACP tutor for 7 years, and
is the vice-chairman and a director of the Association. In this latter capacity, she has represented
AACP at many functions, including various
National Institute for Health and Care Excellence (NICE) guideline groups, which meant
that much of the information she shared really
was ‘‘straight from the horse’s mouth’’.
Before getting to the meat of her presentation,
Lesley spoke about the problems relating to the
current NICE guidelines. In 2009, it recommended offering a course of acupuncture involving up to 10 sessions over 12 weeks (NICE
2009). However, this advice changed dramatically last year (NICE 2013), when a review
showed that, of 127 primary care trusts, half
provided funding and 15% offered acupuncture
in general practices. Lesley spoke about the
implications of non-adherence to the guidelines,
and what NICE would consider to be acceptable
research. Although they have altered their stance
on some drugs as a result of pressure, she
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believed that the possibility of a change in
attitude to acupuncture was unlikely.
This is despite the fact that, on reviewing data
from 29 trials involving 17 922 patients, Vickers
et al. (2012) found that acupuncture was superior
to sham and no control. A statistically significant
difference between true acupuncture and sham
indicated that the effect was more than placebo,
and there were also other important contributors
to these findings. All this information allowed
Lesley to show how important it was to keep
accurate records of treatment indicating not only
the date, but also the point selected, whether De
Qi was achieved, how many further stimulations
were performed, the treatment time, any adverse
effects and an outcome measure. Her message
was: do things professionally, which also applies
to choosing points to treat LBP, recipes/
protocols, familiar points, and TCM associations
or Western medical theory, or in other words,
clinical reasoning versus technical operation.
Lesley went on to discuss these issues in
greater detail, and considered why we do anything. She followed this up by discussing various
points, such as Bladder (BL) 25 and how it
appears on a cadaver study. The question that
needs to be resolved lies between contrived
controversy and rational debate, and it can only
be answered by further research. This could
include areas such as safety and the risk of
adverse events (another reason why it is so
important to keep accurate records), and most
importantly, the clinical efficacy and effectiveness
of acupuncture.
All in all, this was an enlightening presentation
that left one with plenty to think about and act
on afterwards.
Felicity Edwards

meta-analysis. Archives of Internal Medicine 172 (19), 1444–
1453.

Acupuncture, connective tissue
and purinergic signalling
Helene Langevin
Abstract
The growing literature on the physiological
effects of manual acupuncture in animals and
humans is providing new insights into basic
cellular mechanisms, including connective tissue
mechanotransduction and purinergic signalling.
These processes may be relevant not just to
acupuncture, but also to our general understanding of both the physiology of connective tissue
and peripheral sensory modulation. This presentation outlines a model combining connective
tissue plasticity and peripheral sensory modulation in response to the sustained stretching of
tissue that results from acupuncture needle
manipulation.
Report
Helene Langevin (Fig. 6) is Professor of Medicine in Residence and Director of the Osher
Center of Intergrative Medicine at Harvard
Medical School, and Brigham and Women’s
Hospital in Boston, MA, USA. She is also
part-time Professor of Neurology, Orthopaedics
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Figure 6. Professor Helene Langevin.
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and Rehabilitation at the University of Vermont
College of Medicine, Burlington, VT, USA. She
is the principle investigator of two studies
funded by the National Institutes of Health
investigating the role of connective tissue in
LBP, and the mechanisms of manual and
movement-based therapies.
After reading so much about Helene’s research
into the effects of acupuncture and stretch on
connective tissue, it was an enormous privilege
to hear her speak. She explained that connective
tissue is sticky, and described how it adheres to
an acupuncture needle when this is manipulated.
Experiments have found that an injection of
collagenase breaks down the fibres, which then
slip from the needle, reducing the analgesic
effects of the acupuncture.
Helene described the role of fibroblasts in
regulating cell physiology, and the involvement
of these cells in active cellular tissue relaxation.
Her cellular research has found that the fibroblasts in the connective tissue begin to reorganize their internal cytoskeleton and change shape
after needle manipulation. The cells become
large and flat, and this can happen up to several
centimetres away from the needle. What was also
interesting from a physiotherapy perspective was
that the same response could be produced by
simply stretching a piece of connective tissue for
about 30 min. Helene showed some of her
before-and-after images of these cellular changes,
which was particularly useful and may even be
helpful when explaining this concept to patients.
She also spoke about purinergic signal
research, which has found that, apart from its
metabolic role, adenosine triphosphate (ATP)
has other uses (Goldman et al. 2010). It can be
excreted from the cell and used outside it as a
signalling molecule to affect astrocytes. The analgesic effect of acupuncture is mediated by adenosine, and ATP is released from fibroblasts in
response to stretching (Langevin et al. 2013).
Finally, Helene spoke about the effects of
acupuncture on healing. Connective tissue can be
either dense or loose, and scar tissue is dense as
a result of adhesions within the connective
tissue. Fibroblasts cannot respond when the
matrix becomes stiff, and therefore, in theory,
when acupuncture is targeted at scar tissue, the
fibroblasts should not respond. She suggested
that acupuncture may work better if applied
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close to the scar, but this research is still in
progress.
Overall, I enjoyed Helene’s lecture very much.
She was able to help delegates understand how
cellular research findings may explain the clinical
effects that we see when using acupuncture and
physiotherapy techniques, such as manual
therapy and exercise. I look forward to reading
more about her research over the next few years.
Helen Oakes
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Acupuncture and its reasoning
Song Xuan Ke
Abstract
What is acupuncture? What is TCM? How does
acupuncture work? What are Qi and meridians?
Qi theory is the essence of TCM.
Report
Professor Song Xuan Ke (see Figs 7 & 8) is the
founder and principal of the Asanté Academy of
Chinese Medicine, London, UK. He started his
TCM journey when he was 13 years old, and has
practised and taught TCM world-wide for over
30 years. Professor Ke has also been successful
in promoting the acupuncture service in NHS
hospitals since 2001.
He talked about the traditional side of acupuncture, focusing on the basic TCM concepts
and giving delegates an opportunity to ‘‘think
outside the box’’. As physiotherapists with a
special interest in acupuncture, we all know what
it represents, but what about the traditional
thinking behind acupuncture theory? What are
the meridians and the acupuncture points? How
do the meridians connect with the Zang-Fu
organs, the Five Elements and nature? What is
Qi? What is yin and what is yang?
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therapeutic decisions made in consideration of
all these different factors.
A knowledge of TCM can offer a different
perspective on the treatment of pain and associated conditions. Acupuncture point selection can
also be more enjoyable, and a TCM approach
may produce better results.
I hope that Professor Ke motivated more
physiotherapists to look into the TCM side of
the acupuncture. The Association organizes
courses that discuss TCM. If you are interested,
please go to the website and enrol on one
(www.aacp.org.uk/find-a-training-course).
Diana Lacraru

Acupuncture in the treatment of
multiple sclerosis: a case study
Caroline McGuire

Figure 7. Professor Song Xuan Ke.

Professor Ke offered simple answers to these
questions, ones that even a non-TCM believer
could understand. He explained the essence of
Qi and pain, and the role of the TCM diagnosis.
Traditional diagnosis involves inspection, auscultation, olfaction, inquiry and palpation. Tongue
and pulse diagnoses are part of the inspection
and palpation.
Professor Ke then discussed the Inner Canon of
Huangdi, which played an important role in the
development of TCM. Written in the form of
dialogues between the legendary Yellow
Emperor and his ministers, it offers explanations
of: the relationship between human beings, their
environment and the cosmos; the contents of the
body; human vitality and pathology; symptoms
of illness; and how to make diagnostic and

Figure 8. (Left to right) Carole Paley, Caroline McGuire
and Professor Song Xuan Ke.
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Abstract
Multiple sclerosis (MS) is a chronic progressive
neurological condition that has high prevalence
in the UK. Fatigue is a very common and often
early symptom of MS, and it is known to have a
detrimental impact on quality of life. Acupuncture is regularly used in Western society, and
there is a substantial amount of evidence to
support its use to treat certain conditions. However, evidence for its use in neurological problems remains scant. Research involving
acupuncture is problematic because of the complexities of the treatment itself, and the difficulty
in finding a suitable control. Studying the effects
of needling in people with MS is further complicated by the fluctuating nature of the condition.
Fatigue introduces additional issues because of
its multidimensional nature, and in order to be
investigated successfully, it needs to be clearly
defined and measured. Six patients were taken
from the local waiting list and included in a
single-system research design. The participants
consented to completing outcome measures,
namely the Modified Fatigue Impact Scale
(MFIS) and Version 2 of the 29-item Multiple
Sclerosis Impact Scale, at weekly intervals over
the study period (2-week baseline, 5-week treatment period and 2-week follow-up phase).
Visual analysis of the subscores of individual
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participants generally showed a stable baseline,
followed by a downward trend throughout the
treatment period, followed again by relatively
stable improved score. A few deviations from
these trends were identified and these are
discussed. A Wilcoxon Signed-Rank Test was
performed for each subscore, and showed statistical significance (P c 0.05) for all except the
MFIS cognitive subscore. A single-system design
is an ideal methodology for studying fatigue in
people with MS. This study highlights the need
for strong inclusion and exclusion criteria, but
demonstrates that primary fatigue and quality of
life in people with MS may be improved with
acupuncture. The mechanisms by which this
occurs need further investigation, and several
areas for future research are highlighted.
Report
Following her BSc in 1993, Caroline McGuire
(see Fig. 8) specialized in neurological rehabilitation. She was able to utilize and hone her
acupuncture skills after studying the effects of
needling on a person with MS, which led her to
doing an MSc at Coventry University. Caroline
presented her study of the effects of acupuncture
in the treatment of MS. Although up to 90% of
patients with MS suffer from fatigue, the debilitating effect of this condition was not recognized
until 1984.
She discussed a case study of a 54-year-old
female who had originally been told that she had
myalgic encephalomyelitis. Among the symptoms that this patient complained of, were brain
fog, fatigue, visual blurring and bladder leakage.
On objective examination, the woman exhibited
slow, effortful movements that she described as
being like wading through treacle (a common
comment). Her tongue was pale, moist and
puffy, with tooth marks and minimal coating.
This patient was treated with acupuncture, first
in order to alleviate her pain, limb symptoms and
imbalance, and then to eliminate pathogens (i.e.
Damp), nourish her kidneys and tonify the
Middle Jiao. After 10 treatments, she was able to
return to work and resume her normal exercise
habits.
Caroline’s dissertation was an evaluation of
current practice using a case series of six patients
taken from the local waiting list. They were
assessed, then underwent a 2-week baseline
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period before 5 weeks treatment and a 2-week
follow-up phase (an A-B-A design). Each patient
was treated individually using a ‘‘pot of points’’.
Caroline expected a reversal during the third
stage of her study, but this did not happen,
suggesting that the patients should have been
tested later to see if the improvements had been
maintained. Her conclusions were that case
studies were a useful means of assessing the
efficacy of acupuncture, and that patients should
exercise their power to find treatments that work
for them.
Felicity Edwards

Acupuncture for rapid-onset pain
conditions?
Carole Paley
Abstract
Rapid-onset analgesia is important in a variety of
painful conditions, including cancer breakthrough pain, where the intensity of pain peaks
before medication can take effect. There has
been limited investigation into the influence of
needling dose or technique on the speed of onset
of pain relief. However, evidence suggests that
acupuncture with bidirectional rotation is effective, and that the insertion of at least four needles
may be necessary for an adequate dose. The aim
of this study was to investigate the effects of
bidirectional rotation of different numbers of
needles on experimentally induced contact thermal pain in healthy volunteers, as compared with
mock acupuncture. The primary outcome
measure was a 33% pain intensity difference
(PID), as compared with a baseline measure of
thermal pain. Four needles produced the most
marked effect on mean PID. Eleven of the 14
participants in the four-needle group reached
33% PID in less than 90 s, and the mean time for
the group was 78.248.0 s. Within 3 min, 13 of
the 14 participants in the four-needle group had
achieved 33% PID, and this was statistically
significant compared with the mock acupuncture
group. Nevertheless, further analysis of the data
using a one-way analysis of variance revealed that
the differences between group means were not
significant (P=0.070). In conclusion, there is
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some weak evidence to suggest that treatment
using four needles rotated bidirectionally is sufficient to reduce thermal pain intensity rapidly
compared with mock acupuncture.
Report
Dr Carole Paley (see Fig. 8) trained as a sports
scientist and taught at the University of Salford
before qualifying as a physiotherapist in 1995.
She then specialized in musculoskeletal disorders, and undertook acupuncture training. Carole
joined AACP a few years later. In 2013, she was
awarded her PhD by Leeds Metropolitan University for a study involving acupuncture in cancerinduced bone pain. Currently head of research
and innovation at Airedale NHS Foundation
Trust, Keighley, West Yorkshire, UK, she is
actively involved in Cochrane reviews (Paley et al.
2011, 2012).
Carole discussed the evidence for and the
theory behind the use of acupuncture in acute
pain conditions. Her pilot study evaluated acupuncture for thermal pain, and involved 42
healthy volunteers, 24 of whom were ‘‘acupuncture naïve’’. The participants were divided into
three groups: (1) those receiving a four-needle
treatment; (2) those receiving a two-needle
treatment; and (3) those receiving mock
acupuncture.
The thermal pain stimulus was set at 2 above
the temperature that the first sensation of pain
was reported. Only the left forearm was stimulated, and this was done in cycles in order to
avoid desensitization. The acupuncture points
used in the pilot were continuously stimulated,
and included Large Intestine (LI) 10 and LI11,
Triple Energizer 5, and LI4. A VAS score was
recorded at the peak of each cycle.
Although the study had a few design flaws, it
showed an improvement in VAS for the fourneedle group as well as the mock acupuncture
group. This can be attributed to the placebo
effect of the acupuncture, the learning effect and
desensitization to heat.
Diana Lacraru
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Meridian wave acupuncture: A&E
evidence-based protocols for
rapid pain relief
Amos Ziv
Abstract
Meridian channel theory is the connecting pathway between the two hypotheses of outer and
inner climates. The channels are described and
referred to as the avenues that balance external
influences and climatic factors, and regulate entry
into and exit from the body. This creates a
balanced internal climate that permits the harmonious function of the internal organs.
Report
This was a practical based workshop that aimed
to expand upon the ideas and concepts presented by Amos Viz (see Fig. 5) the previous day
(as discussed by Jeanne Burnett; see pp. 95–96).
The basic theory of MWA therapy was briefly
recapped, and then different common clinical
presentations were discussed with reference to
which point combinations would be appropriate
for treatment. The importance of using the
Jing-Well points was emphasized, and alternative
treatment techniques for needling these point
were covered that depended on the therapist’s
working environment.
Amos invited people from the audience with
long-standing pain and associated loss of movement to volunteer for treatment. The first practical demonstration was on a lady who had
suffered from a persistent and painful left wrist
problem following a fall onto an outstretched
hand. She had a loss of wrist extension with
ulnar deviation. Treatment involving the Small
Intestine and Bladder meridians, which are
associated channels, as well as the Triple Heater
and Gall Bladder meridians in her left hand and
right foot resulted in full and virtually pain-free
ROM after 15–20 min.
 2014 Acupuncture Association of Chartered Physiotherapists

Conference 2014
Having suffered for 4 years from left hip pain
and stiffness with a noticeable loss of hip flexion
and medial rotation following a severe hamstring
lesion, I was a willing volunteer for the second
practical demonstration. My available range of
hip flexion was measured into a deep squat as
well as in standing. Apart from GV20, the only
acupuncture points needled were in my feet and
wrists/hands. After a 15–20-min treatment, my
hip flexion had improved by about 15, and the
pain that I experienced when I pushed into the
end of range had lessened.
Amos is running a course at Glyndŵr University on 20–21 September 2014 (£199 for AACP
members, £249 for non-members), which I plan
to attend if at all possible. Meridian channel
theory, of which MWA therapy is part, is little
known even among acupuncturists in the UK.
Interestingly, for many physiotherapists, it seems
very relevant for our typical patient caseload, and
I am sure that we will be hearing a lot more
about it in the future.
John Wood

Treatment modalities for pelvic
girdle pain during pregnancy:
research and practice?
Helen Elden
Abstract
Pelvic girdle pain (PGP) affects 30% of pregnant
women. It severely affects the affected individuals’ activities of daily living (ADLs) and incurs
high costs for society. Two RCTs have compared the efficacy of: (1) standard treatment plus
acupuncture, standard treatment plus stabilizing
exercises and standard treatment alone (n=386);
and (2) acupuncture and non-penetrating sham
as an adjunct to standard treatment in pregnant
women with well-defined PGP (n=115). Both
acupuncture and stabilizing exercises constituted
efficient complements to standard treatment for
PGP during pregnancy. Acupuncture had no
observable severe adverse influences on the
pregnancy, mother, delivery or the foetus/
neonate. Regression of PGP after delivery was
excellent. Both acupuncture and non-penetrating
sham led to a clinically relevant decrease of pain.
 2014 Acupuncture Association of Chartered Physiotherapists

The acupuncture group demonstrated superior
ability in seven of 13 ADLs in comparison to
those who received non-penetrating sham treatment. Acupuncture and stabilizing exercises as
adjuncts to standard treatment are effective for
PGP during pregnancy. Acupuncture is not
accompanied by any severe adverse influences on
the pregnant woman or the foetus/neonate.
Regression of PGP occurs in the great majority
of women after delivery. Acupuncture had no
additional effect on PGP reduction compared to
non-penetrating sham, but it improved the ability
to perform ADLs, keeping more women in
regular work.
Report
Dr Helen Elden is a senior lecturer specializing
in reproductive and perinatal health. She works
at the Institute of Health and Care Sciences, The
Sahlgrenska Academy, University of Gothenburg, Sweden. Helen has dual registration as a
nurse and a midwife, and has a diploma in
medical acupuncture and a PhD in medical
science. Her main research interests are in PGP
in relation to pregnancy, acupuncture and treatment strategies for post-term pregnancy. She has
completed three RCTs of treatment for PGP
during pregnancy.
Helen gave an interesting account of her
research into PGP in pregnant women. It was
unfortunate that she had been given the ‘‘graveyard slot’’ at the end of Conference on a very hot
and sunny Sunday afternoon! Although she was
quietly spoken, the content of her talk was very
interesting, especially for those interested in
using acupuncture in women’s health.
Pelvic girdle pain is extremely debilitating: it
affects 30% of pregnant women, and interferes
with their quality of life and ADLs. Women with
PGP are afraid of moving, have difficulty turning
over in bed, and are often anxious and worried
about not being able to manage their pregnancy.
Pelvic girdle pain is very complex and the
underlying mechanisms are not clear. Circulating
pregnancy hormones (e.g. relaxin, which prepares the body for childbirth) are known to
affect the laxity of the ligaments of the pelvic
girdle, leading to increases in ROM and instability of the pelvis. However, PGP does not affect
all pregnant women. It is thought that risk
factors, such as strenuous work, or a history of
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previous LBP and/or PGP, may be contributing
factors.
Helen discussed the three RCTs that she had
conducted. The first investigated the effects of
acupuncture and stabilizing exercises as adjuncts
to standard treatment in pregnant women with
PGP (Elden et al. 2005). There were three arms
to this single-blind study: (1) acupuncture and
standard treatment; (2) standard treatment and
stabilizing exercises; and (3) standard treatment
alone.
The aim of the acupuncture was to control the
pain and prevent dysfunction of the muscles.
Treatment was given twice weekly for 6 weeks,
and the points used were LI4, BL26, BL32,
BL33, BL54, BL60, Kidney 11, GB30, Spleen 12,
Stomach 36 and Extra Point 21, which were all
bilateral; GV20 was also used. All the participants received the standard treatment, which was
written and spoken information about the
anatomy of the pelvis and PGP. The women
were given a belt support and shown exercises to
do. They were also encouraged to remain active,
but not to overload the pelvis. The stabilizing
exercises were designed to have an effect on the
soft-tissue system that controls the pelvis. These
were performed for 6 h a week for 6 weeks. The
study concluded that: ‘‘Acupuncture and stabilising exercises constitute efficient complements to
standard treatment for the management of pelvic
girdle pain during pregnancy. Acupuncture was
superior to stabilising exercises in this study’’
(Elden et al. 2005, p. 761).
Further observations by Helen and her colleagues (Elden et al. 2008a) investigated whether
the use of acupuncture had any adverse effects
on the pregnancy, mother, delivery and/or
foetus/neonate in comparison with women who
received stabilizing exercises as an adjunct to
standard treatment or standard treatment alone.
She reported that there were no serious adverse
events after any of the treatments. Minor adverse
events were common in the acupuncture group
(e.g. discomfort at feeling De Qi or occasional
minor bleeding after the needle was removed),
but the women rated the acupuncture more
favourably despite these issues. Helen concluded
that acupuncture with strong stimulation had no
observable adverse influences on the pregnant
mother, delivery or neonate.
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This was interesting because, according to
TCM, LI4 (Hegu), BL60 (Kunlun) and BL32
(Ciliao) are thought to induce labour and are
normally contraindicated in pregnancy. [Editor’s
note: AACP does not recommend the use of
forbidden points during pregnancy.] Helen confirmed that TCM theory was not used, but that
these points were selected because of the wellknown pain-relieving effects that these have. No
serious complications were reported; in fact, the
study found that the acupuncture group had
fewer pre-term deliveries than the other groups!
A further RCT compared the use of real or
penetrating acupuncture with sham for PGP in
pregnant women (Elden et al. 2008b). The results
showed that there were no significant differences
between the two groups for pain, but that the
real acupuncture group returned to work more
quickly than the sham group, and their ADLs
improved faster as well. However, had we had
more time, it would have been interesting to
discuss the use of sham in this trial, and whether
the use of a placebo Streitberger needle is really
an inert treatment.
I particularly enjoyed this talk, which brought
yet another wonderful AACP Conference to a
end.
Jackie Brown
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The smoking cessation clinic
As part of the celebration of our thirtieth anniversary, this
article by Neville Greaves, then AACP Chairman, is
reprinted from the January 1988 edition of the Association’s newsletter. Dr Val Hopwood, who drew this piece
to the editors’ attention, told us: ‘‘I’ve used the points,
together with the helpful diet, very successfully, and taught
it to many students.’’ We are delighted that Mr Greaves,
who has now been retired for 13 years, has given us
permission to reprint his work.

Introduction
When patients need to give up smoking, it is not
enough to insert a press pin somewhere in the
ear lobe and tell them that, ‘‘That is it,’’ as some
acupuncturists are reported to have done.
A person addicted to nicotine needs help in
many ways. Nicotine has two main actions on
the nervous system; there is an initial stimulus,
followed by inhibition, hence the use of smoking
both as a pick-me-up and as a soother. The
addictive action comes about because of the
inhibition of the normal production of endorphins; however, the nicotine level drops faster
than the endorphin level is resumed, hence the
withdrawal symptoms. The withdrawal is similar
to that from heroin, but not on the same scale. If
patients are able to resume endorphin production quickly, then withdrawal is not a problem,
and smoking cessation is just a matter of giving
up the habit. Unless a person has made a
previous attempt to stop smoking, then it may
not be known whether or not the withdrawal will
be easy. A clue lies in the number of cigarettes
smoked: the higher the consumption, the greater
the likelihood of withdrawal symptoms. However, like most generalizations, there will always
be exceptions.
The treatment, therefore, has three aims:
(1) to mobilize the production of endorphins on
a normal basis, remembering that it has been
partly suppressed for a long time;
(2) to relieve the mood changes; and
(3) to assist the habit change.
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Using the system described here, the success rate
will be very good in those who really want to
stop; if the motivation is poor or lacking, extra
help may be needed with that. Treatment is on
three fronts simultaneously, including diet, counselling and acupuncture.

Diet
Since nicotine is water soluble, it is essential to
drink as much water as possible in the first
3 days, and eat as little as possible since digestion
requires water. This will flush out the nicotine as
quickly as possible. The breakdown of proteins
gives rise to the production of amino acids,
purines, etc., that will stimulate the nervous
system, which is already irritable, and so cause a
desire to smoke. Other irritant foods, such as
spices, condiments, sauces and vinegar, will have
a similar effect. Salt will tend to bind the water
and is counterproductive. Caffeine will also
stimulate the irritable nervous system, even apart
from the common association between smoking,
and cups of coffee, tea or caffeinated soft drinks.
Even in small quantities, alcohol weakens will
power, and may be enough to tip the balance
away from abstinence.
It has been found helpful to take a vitamin B
supplement at this time, and yeast tablets are as
good as any (make sure that there is no added
caffeine). Twice the recommended dose may be
taken for the first 3 days, after which the maximum recommended dose should be taken until
the bottle is finished. For the above reasons, the
diet is a virtual fast followed by a very bland
intake. Patients are provided with a diet sheet
and told that departure from it will damage their
chance of success (see Table 1).

Counselling
The diet sheet (Table 1) is explained in detail to
the patient, questions are invited, and he or she is
reminded to obtain the necessary items in good
time. The patient is instructed in the steps to take
if the craving for a cigarette arises, but there is no
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Table 1. Diet
Day

Drink

1

At least 10 glasses of water, fruit juice, low-calorie squash, Marmite, non-caffeine Fresh fruit, according to appetite
drinks
As day 1
Fresh fruit, fresh vegetables, salad (no dressing)
As day 1
Add wholemeal bread, whole cereal to the above
As day 1, start reducing quantity if no smoking since day 1
Add a poached or boiled egg, if desired
As day 1, reduce to usual quantity
Add boiled fish, if desired
From now on, gently and progressively resume normal diet; however, to avoid weight gain, reduce the quantities by 10%

2
3
4
5
6

Eat

Avoid
All irritant foods: meat, condiments, spices, sauces, tea, ordinary coffee, cola drinks, alcohol
Throughout
Take yeast extract tablets (without caffeine) for extra vitamin B
Practise daily deep breathing
If you crave a cigarette
(1) ‘‘I choose not to smoke’’
(2) Deep breathing
(3) Clock-watch for half-minute sequences
(4) Drink a glass of cold water
(5) Pray
(6) Contact supporter
Remember, cravings rarely last longer than 2 min
Use a cold sponge rub for a pick-me-up in the mornings, try a tepid bath before going to bed

particular order of efficacy and patients say that
all, at different times, have been helpful. The
motto (1) reinforces will power in relation to
smoking, something that has been non-existent
for a long time. It does not need special emphasis because repetition programmes the subconscious. Deep breaths (2) may mimic the act of
smoking. Watching the clock for 30-s sequences
(3) is fairly straightforward; after all, anybody can
do without a cigarette for 30 s, and cravings
rarely last longer than 2 min, even if this seems
forever. Numbers (4) and (5) are selfexplanatory. The supporter (6) should be someone who will be easily contactable at most times,
who will be helpful, who will assist in motivation
and who will be respected by the patient. Too
much sympathy is not very helpful. Probably the
best situation occurs when married couples or
co-workers can give up together.
At the second visit, best made on day 3 or 4,
there is an initial check on progress, and it is not
the end of the world if the patient has had the
odd cigarette, although it may protract the
giving-up process and reinforce any previous
experience of failure.
Counselling can now help to explain the
effects of smoking on the body by describing the
effects on the respiratory system, the cardiovascular system and pregnancy. On the positive side,
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a calculator can demonstrate how much money
will be saved, and many other examples of
benefit can be discussed, such as a longer life, a
healthier environment for family and children,
and even less-frequent house redecoration!
In the control of the habit, the instruction
sheet could be carried in the previous cigarette
pocket. All cigarettes and lighters should be
disposed of, perhaps given to the therapist.
If the patient is aware of the usual smoking
situations, or triggers, then modification or elimination of these can be discussed. For instance,
instead of smoking immediately after a meal,
wash up instead. The rather unusual dietary
advice given in the first 3 days will also help
break a mealtime habit.
Looking to the future, monitor the patient’s
weight. If it starts to rise, then cut down on
calories and increase bulk. The patient should
understand that the smoker does not digest
properly owing to the impaired circulation of the
gut so that stopping smoking may increase the
intake. Advice on high-fibre diets and exercise
will be helpful. Particular hazards are bereavement, divorce, redundancy, well-meaning friends
or even boredom. Be aware that just one cigarette will bring back the old cravings.
Some people want an alternative, something to
suck or chew, and as long as it is socially
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Editor’s note
Please note that the Association’s current
guidelines for auriculotherapy are as follows
(AACP 2007, p. 16):
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Figure 1. Ear acupuncture points.

acceptable and non-fattening, there is probably
little harm in it. Nicotine chewing gum is not
recommended because the nicotine will have the
same effect as that found in cigarettes. For the
same reason, the only practical advice is not to
cut down, but to make a clean break.

Acupuncture
The following points (Fig. 1) may be used for
press pins: ‘‘A’’ for limiting aggression; ‘‘Lung’’
for promoting normalization of the respiratory
system; ‘‘Jerome’’ for its sedatory function; and if
necessary, also use ‘‘F’’ if the patient is very
apprehensive and ear Shenmen to promote a
feeling of well-being. The pins can be left in
place for up to 2 weeks, but should be checked at
the second visit. There is no need for the pins to
be ‘‘twiddled’’ if they are inserted correctly, and if
not, then the exercise would be fruitless anyway.
Stomach 36 should be stimulated with a frequency of 2–2.5 Hz for sedation, and a frequency 1.1 or 1.0 Hz applied at any convenient
point to stimulate endorphin production. The
means of applying the frequency is not very
important. It can be done electrically via surface
or needle electrodes, or by using lasers or magnetic field applicators. A suitably calibrated transcutaneous electrical nerve stimulation machine
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Extra care should be taken with auricular
acupuncture, as the ear tissue is prone to
infection:
+ Surface wax should always be
removed with an alcohol swab.
+ Indwelling needles under a small piece
of plaster should not be used as these
may lead to a local infection of the
cartilage of the ear known as perichondritis. This can result in deformity and may lead to the surgical
excision of the damaged portion.
+ If the stimulus is required for a longer
time than the treatment session, tiny
metal balls or vaccaria seeds are recommended.
+ Care must be taken to remove and
dispose of all needles; tiny needles
may become lost in the clothing.
Please also see the paper on indwelling
needle acupuncture in physiotherapy
practice by Nitta (2013).
Helen Oakes
Clinical Editor
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could be loaned to the patient and the frequency
applied on demand.
Neville Greaves
Former Chairman
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The safety of acupuncture during
pregnancy: a systematic review
According to Park et al. (2014), recent surveys in
China and the USA have indicated that the use
of acupuncture in pregnant women is becoming
increasingly popular. This is likely to be because
women are seeking viable alternatives to pharmacological therapies for the treatment of
common pregnancy-related complaints such as
lower back pain and nausea. As more and
more evidence emerges testifying to the
efficacy of acupuncture in the treatment of such
conditions, the decision to offer acupuncture
to pregnant women is dependent upon its
safety.
Park et al. (2014) recently published a systematic review of the evidence surrounding the
safety of acupuncture in pregnancy. They
located, extracted and analysed data relating to
adverse events (AEs) that occurred either during
or following the use of acupuncture treatment in
pregnant women.
The authors performed a broad search of
10 databases, and included studies published in
English, Korean and Chinese. They considered
all studies reporting on the use of acupuncture in
pregnant women that included information pertaining to AEs. They excluded any studies relating to the use of acupuncture during delivery or
abortion, any studies using acupuncture to augment the effects of assisted reproductive technologies, and any studies involving the use of
acupuncture in the treatment of post-partum
conditions.
After excluding articles not relevant to the
research question, Park et al. (2014) were left
with 105 papers. Twenty-seven of these contained sufficiently detailed information regarding
AEs to allow data extraction.
The data were summarized qualitatively since
meta-analysis was deemed inappropriate because
of the wide variety of study designs and data
collection methods employed in the 27 papers
included in the systematic review.
 2014 Acupuncture Association of Chartered Physiotherapists

The severity of the AEs reported in each paper
was determined using a standardized five-point
grading system:
(1) mild;
(2) moderate;
(3) severe/medically significant, but not immediately life-threatening;
(4) life-threatening; and
(5) death.
The causality, i.e. the likelihood that the acupuncture treatment received had caused the
reported AE, was also determined. This was
established based on the expert opinion of two
of the authors, one of whom is stated to be an
acupuncture specialist and one of whom is
named as an obstetric/gynaecological specialist.
Some effort was made to reduce bias at this stage
by employing a standard case causality assessment framework that had originally been
designed for use in the reporting of AEs in drug
trials.
From the 27 papers reviewed, a total of 429
AEs were identified. Three hundred and twentytwo were classified as mild, six as moderate and
99 as severe. Two deaths were reported, and two
AEs could not be categorized because of a lack
of available information.
Of the 322 mild AEs, 302 involved maternal
complications. Many of these do not differ from
the AEs commonly seen in the non-pregnant
population receiving acupuncture treatment,
such as pain at the needle site, local bleeding,
local haematoma and headache. Fourteen cases
of spontaneous uterine contractions, with or
without abdominal pain, were noted. One case of
threatened pre-term labour was also reported,
although it was highlighted that this spontaneously resolved after a single day and was
followed by a normal delivery at 42 weeks’
gestation.
The 20 mild foetal complications reported
included 13 cases of babies born ‘‘small for
date’’, and seven cases of multiple twists of the
umbilical cord around the neck or shoulder. It is
not clear for which of these foetal complications
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acupuncture was determined as the likely causal
factor.
The moderate AEs included five cases of
fainting and one transient drop in maternal blood
pressure.
The 99 severe AEs were all considered
unlikely to have been caused by acupuncture,
and included complications such as raised
maternal blood pressure, pre-eclampsia, placenta
praevia and pre-term rupture of membranes. The
two deaths reported were one stillbirth and one
neonatal death. However, once again, it was
determined that these were unlikely to be a direct
result of the acupuncture treatment received by
the mother.
The overall incidence of AEs in the studies
reviewed was calculated to be 1.9%, which is, as
the authors point out, comparable to the incidence seen in the general population receiving
acupuncture treatment.
Park et al. (2014) state that the reporting of
AEs in the acupuncture literature is generally
poor, leaving gaps in the available data, and no
standardized definition of AEs for prospective
authors to utilize. The methods of AE data
collection in the studies reviewed was also questioned, with methods such as patient diaries,
retrospective surveys and retrospective analysis
of patient case notes all wide open to bias and
inaccuracies.
The authors of this systematic review thoroughly acknowledge the limitations of their
study, and the potential flaws and gaps in the
available data. They highlight the need for further research into this topic, and call for
improved reporting of AEs in future trials of
acupuncture involving pregnant women. However, once again, they reiterate the notion that
the currently available evidence suggests that
AEs associated with acupuncture during pregnancy are generally mild, and severe AEs are
extremely rare.
My personal view is that, since pharmacological treatment options for women suffering from
common pregnancy-related conditions are so
limited, viable alternatives such as acupuncture
should be made available alongside lay summaries of the current evidence regarding both safety
and efficacy, thus empowering pregnant women
to make informed decisions regarding their
healthcare.
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Acupoint stimulation for
fibromyalgia: a systematic
review of randomized
controlled trials
Acupuncture is a popular treatment for fibromyalgia syndrome, but there is a lack of good
clinical evidence for its effectiveness and safety.
This may lead to acupuncture practitioners being
reluctant to offer what could potentially be a safe
and appropriate technique for symptom alleviation in this patient population. Therefore, there
is a clear need to evaluate the therapeutic effect
and safety of different types of acupoint stimulation in patients with fibromyalgia.
Cao et al. (2013) wanted to review any beneficial effects and the safety of acupuncture for
fibromyalgia. In order to do so, they undertook a
systematic review to update the evidence from
randomized controlled trials (RCTs). To expand
the overall knowledge base, they decided to
include trials of all forms of acupoint stimulation, and therefore, studies of acupoint stimulation by acupuncture, electroacupuncture,
auricular acupuncture, point injection, moxibustion, cupping and combinations of these treatments were covered. Comparisons to sham
acupuncture, no treatment and medication use
were reviewed. The authors also specifically
looked for any adverse effects and events caused
by this form of treatment.
Six electronic databases were searched, and
trials in any language were considered. Sixteen
 2014 Acupuncture Association of Chartered Physiotherapists
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RCTs were considered to be good enough quality for inclusion, giving a total of over 1000
participants. These trials had to include consistent diagnoses using the American College of
Rheumatology 1990 criteria (Wolfe et al. 1990).
The primary outcome measure was pain. A 30%
difference in visual analogue scale scores was
needed to achieve a minimal clinical effect, with
secondary outcomes measuring symptoms
affecting quality of life such as depression, disrupted sleep and level of fatigue.
The overall conclusions reached following
careful analysis of the results of the trials were
reported as follows:
+ Acupoint stimulation was better than treatment with conventional medication alone in
terms of alleviating pain in fibromyalgia and
also improving other fibromyalgia-related
symptoms.
+ There was no difference between true and
sham acupuncture in their effects on the
above outcomes.
+ No significant adverse effects from treatment
were reported.
Cao et al. (2013) highlight the limitations of the
conclusions that can be drawn. Only two RCTs
were included in which the risk of bias was
measured as low. All studies reviewed demonstrated poor levels of methodological quality,
none used syndrome differentiation for acupoint
stimulation, and there was no difference in the
outcomes for sham and real acupuncture. The

 2014 Acupuncture Association of Chartered Physiotherapists

problem with using sham acupuncture in RCTs
is a well-recognized issue because it appears that
any stimulation of acupoints has a measurable
effect.
This review updates our knowledge base for
the use of acupoint stimulation in the management of the symptoms of fibromyalgia, and
shows clearer evidence for the efficacy of this
technique. As such, it should encourage more
practitioners to be confident in advocating
acupuncture treatment for patients with this
diagnosis.
Cao et al.’s (2013) review was published in the
Evidence-Based Complementary and Alternative Medicine, which is an open-access online journal:
http://www.hindawi.com/journals/ecam/
2013/362831/
Melanie Hunter
Book Review Editor
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Book reviews

Intranasal Low Intensity Laser Therapy
Edited by Timon Cheng-Yi Liu and Ping Zhu
(associate editors: Bingxia Shi, Ping Zhang,
Xuechang Xiao, Yunsheng Shao and Qin Yu)
People’s Military Medical Press, Beijing, 2009,
441 pages, paperback, £29.95
ISBN 978-7-5091-2571-7
This book is the first comprehensive account of
intranasal low-intensity laser therapy (iLILT) to
be published, and as such, merits the attention of
physiotherapists who use LILT and wish to
broaden their scope of practice. It may also be of
interest to those who have not wanted to splash
out on the standard but expensive clinical LILT
devices: iLILT provides a low-cost introduction
to some unusual applications of this technology.

Background
First developed in the 1960s, LILT is best known
for its effects on tissue repair and pain, but it also

has ‘‘biomodulatory’’ ramifications for a number
of interlinked physiological systems, helping to
restore homoeostatic balance when this has been
upset. In this, the technique is similar to acupuncture, although it has advantages over needling in that it can be applied over open wounds
and is experienced as less invasive. Moreover,
whereas LILT could be seen as primarily affecting the blood and cellular biochemistry (or xue),
needling is often considered to be mediated by
the neurological system (or qi) – although a
direct comparison of manual and laser acupuncture does not necessarily bear this out (Tian et al.
2011). For example, research has shown that
LILT may have protective effects on erythrocytes (red blood cells) and leucocytes (white
blood cells), improve cholesterol levels, and
reduce blood viscosity. While such properties of
the blood may be modulated by LILT applied
cutaneously, it makes sense to irradiate the blood
more directly.
Since the early 1980s (first in Russia, then in
China, but elsewhere in the world as well),
studies have been carried out on direct intravascular LILT using a catheter (Wikipedia 2013). A
more recent, less invasive and more flexible
method is intranasal irradiation or iLILT, the
nose being one accessible region where there are
both many superficial blood vessels and extensive autonomic innervation. Originally, iLILT
was investigated for its effects on localized
inflammation (e.g. vasomotor rhinitis and maxillary sinusitis), and then for its wider effects.
There are now quite a number of patents on
iLILT devices, as can be seen by searching for
‘‘[(txt=nose OR txt=nasal) OR txt=intranasal]’’
in the A61N 5/06 classification at Espacenet
(http://worldwide.espacenet.com/classification?
locale=en_EP#!/CPC=A61N5/06).

Published studies
More interesting to the practitioner are the conditions for which intravenous irradiation and
iLILT have been investigated. A quick title
search of the medical journals in the China
 2014 Acupuncture Association of Chartered Physiotherapists
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Academic Journals Full-Text Database (http://
oversea.cnki.net) using the terms ‘‘laser AND
blood’’ (jiguang and xue, respectively) yielded 234
hits in May 2013. Of these, more than 40
concerned cerebrovascular conditions (e.g.
stroke, vascular dementia and brain injury), 13
were on cardiovascular conditions, 12 on cancer,
11 on immune/lymphocyte function, six on drug
addiction, four on hypertension, four on deafness, two on diabetes, one on Parkinson’s disease
and one on rheumatoid arthritis. In addition, 13
papers dealt with blood rheology in general
(seven others specifically concerned blood viscosity, nine were on erythrocyte morphology and
four on haematopoiesis).
Searching article titles for ‘‘laser AND nose’’
(bi, a character that also occurs in ‘‘nasal cavity’’
or ‘‘intranasal’’), and excluding studies using
high-powered neodymium-doped yttrium aluminium garnet or CO2 lasers, resulted in 336 hits
in December 2013, of which far fewer were
relevant. Apart from rhinitis and related conditions (14 hits, but some possibly involving
ablative methods), four papers covered cerebrovascular conditions, two were on immune function, and one each concerned diabetic
neuropathy, migraine, drug withdrawal, cardiovascular conditions and non-local cancer (with,
in addition, one paper on rheology in general,
one on inflammation and one on mechanism, all
by T. C.-Y. Liu, the chief editor of this book, and
his colleagues).
Attempts were also made to search the
Russian literature (via http://www.elibrary.ru).
Although no results at all were found for iLILT,
a title search for ‘‘vascular’’ (‘‘ɫɨɫɭɞɢɫɬɵɣ OR
ɜɚɫɤɭɥ*’’) limited to the journal Ʌɚɡɟɪɧɚɹ
ɦɟɞɢɰɢɧɚ (Laser Medicine) resulted in 20 hits in
December 2013. Of these, two were studies of
the effects of blood irradiation on cardiovascular
conditions (one of these involving the workers
who cleaned up after the Chernobyl disaster),
one was on hypertension, two on peptic ulcer,
one on diabetes and two on uveitis in children.
By way of comparison, a combined ProQuest
(www.proquest.com) title search of Western
databases (i.e. the Allied and Complementary
Medicine Database, Embase, and the Medical
Literature Analysis and Retrieval System Online),
limited to clinical studies only, resulted in 144
hits for ‘‘laser AND (blood OR intravascular)’’
114

in December 2013. Of these, when duplicates
and non-relevant studies were excluded, 19 were
Russian, two Polish, nine Chinese, three Belgian
and one Austrian. The Belgian and Polish studies
were on the beneficial effects of postoperative
intravascular LILT. Of the Chinese studies, four
concerned cerebrovascular conditions, while the
remainder (one each) were on coronary heart
disease (blood stasis), spinal cord injury, pregnancy (iLILT), drug withdrawal, and a comparison of needle and laser acupuncture (Tian et al.
2011). Of the Russian studies, six dealt with lung
conditions, two were on liver conditions, two on
Parkinson’s disease, and one each on immune
function following cancer surgery, cerebrovascular ischaemia, rheumatoid arthritis, duodenal
ulcer, pyelonephritis, alcohol-induced chronic
pancreatitis; of the remainder, two concerned
cellular mechanism or effects, and one was on
interaction with drug uptake.
A ProQuest title search for ‘‘laser AND (nose
OR nasal OR intranasal)’’ resulted in 182 hits, of
which only six concerned non-ablative iLILT. Of
these, two (Russian) were on maxillary sinusitis,
and one (Hungarian) was on rhinitis. The
remaining three studies were all Chinese: one on
blood coagulation in pregnancy at term (Gao
et al. 2008), another on prophylaxis prior to
exposure to influenza A and the effects on sirtuin
enhancement (Liu et al. 2010), and somewhat
vaguely, the last on ‘‘vascular diseases’’ (Su et al.
2009). The first two of these were controlled
studies, and the last two were by T. C.-Y. Liu and
his colleagues. The influenza study is reported in
little detail, although a fuller version based on a
conference presentation was located through an
open Web search (Liu et al. 2009). The vascular
diseases paper has now been extended to a
randomized controlled trial involving patients
with coronary heart disease or cerebral infarction; again, this was only located through an
open Web search (Liu et al. 2012).
Thus, it would seem that (intravascular) blood
irradiation is relatively well established in China
and Russia, albeit with a difference in emphasis
on the conditions treated. In contrast, iLILT is
little used in Russia, and is still very much in its
infancy in China, its development being driven
by T. C.-Y. Liu in particular.
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This book
According to Intranasal Low Intensity Laser Therapy,
which includes some 60 references and also
mentions other reports in journals not indexed in
the China Academic Journals Full-Text Database, the clinical conditions for which iLILT has
been used in Chinese studies now include
dementia, headache (including migraine), hyperlipidaemia, insomnia, mild cognitive impairment,
Parkinson’s disease and stroke (including poststroke depression).
Potential applications, justified by the supposed mechanisms of iLILT, are considered to
include cancer, epilepsy, prevention of cardiovascular and cerebrovascular disease, enhancement
of immune function in cases of human immunodeficiency virus, and hypertension, among
others.
However, although a book on an innovative
treatment modality might be expected to provide
evidence of clinical utility and detailed protocols
for clinical application, or at least a clear summary of actual clinical studies, Intranasal Low
Intensity Laser Therapy does not really do any of
these things. Instead, its chief editor lists his
main interests in iLILT as the ‘‘mechanisms of
photobiomodulation (PBM) and functionspecific homeostasis (FSH) and their application
in laser medicine, biomedicine and sports medicine’’ (p. 2) – mechanism first, application very
much in second place. Thus, the book is more
about theory than practice. Liu and his fellow
authors have relied on the results of experimental (mechanism) studies, and existing clinical
studies in related modalities such as laser acupuncture or intravenous irradiation to justify
potential uses of iLILT, as opposed to clinical
studies of the technique itself. They have also
co-opted results from electroacupuncture
research to support the combined application of
iLILT and non-invasive, low-frequency stimulation at acupuncture points. Furthermore, the
contributors have brought together ideas about
the involvement of acupuncture meridians (as in
the method of nose acupuncture), the autonomic
nervous system and yin/yang (via the vasomotor
connection), and blood rheology in a somewhat
rushed and over-enthusiastic hotchpotch of conjecture, unwarranted extrapolation and supposition – an attempt at proof of concept that does
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little to instil confidence in the reader. Sadly, it is
all too easy to juxtapose interesting-sounding
findings and suggest that these provide some
kind of scientific model of mechanism when the
results do nothing of the kind.
In addition, the translation from Chinese is,
quite honestly, atrocious, and the number of
acronyms used (132!) bewildering. Thus, Intranasal Low Intensity Laser Therapy is hardly an easy
read, and will disappoint those who expect a
‘‘painting by numbers’’ sort of manual.
Nonetheless, this should not lead us to detract
from the potential of this innovative method;
medium and message should not be confused.
Intranasal LILT is an intervention that deserves
our attention, does appear to have some interesting basic science to underpin it, and may be
beneficial for our patients, either as a stand-alone
or (more likely) adjunctive treatment, and for
both preventive and therapeutic applications. My
own experience with it over the past few months
has been limited since I was unable to persuade
any other family members to try it out, despite its
undemanding simplicity. For myself, I can only
say that, since I began iLILT on a regular basis
(with the SECO device mentioned below), I
believe that I have experienced fewer colds and
other infections, recovered well from surgery,
and have found my blood pressure to be lower
than it was before using this form of therapy,
which has certainly pleased my general practitioner. Of course, this is only anecdotal evidence, but I hope that it will encourage others to
undertake more formal investigations of iLILT
in properly structured case studies and, eventually, controlled trials.

Availability of the book
Copies of Intranasal Low Intensity Laser Therapy are
available from Harmony Medical (www.harmony
medical.co.uk/product/intranasal-low-intensitylaser-therapy-chinese-english), but parts can also
be downloaded for free from the chief editor’s
website (www.low-level-laser-therapy.org).

Availability of iLILT devices
A number of iLILT devices are available. Some
of these, such as the Medinose or Medinose
PLUS (Medisana AG, Neuss, Germany), are
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light-emitting diode (LED) devices that are
approved and marketed solely for the treatment
of hay fever. These are widely available and
cost in the region of £20–60. ConformitéEuropéenne-compliant iLILT devices for the
broader range of conditions mentioned here are
more expensive, and include the SECO Semiconductor Laser Therapeutic Apparatus
(Model# FNZ I-A1, Tianjin Huaxin Medical
Science & Technology Co. Ltd, Tianjin, China),
available in the UK from Harmony Medical at
around £240, and three VieLight Inc. (Toronto,
Ontario, Canada) products: 633-nm continuous
and 810-nm pulsed (10-Hz) LED versions [633
Red (previously Qi-Light) and 810 Infrared,
respectively], and a 655-nm laser device [655
Prime (RadiantLife LT)], distributed in North
America by MedicLights Research Inc. (Toronto,
Canada) (price range US$300–500).
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Treatment of Infertility with Chinese
Medicine, 2nd edn
By Jane Lyttleton
Churchill Livingstone, Edinburgh, 2013,
520 pages, hardback, £50.99
ISBN 978-0-7020-3176-2
The new edition of this seminal book is a
welcome addition to the library of anyone who is
interested in using traditional Chinese (TCM)
medicine to treat infertility. The author examines
both TCM and Western medical techniques, and
states that ‘‘a Western treatment approach such
as surgery and drugs, offers reasonable expectation of good results if the cause for infertility is
rather severe’’ (p. 5). However, the subtle
methods that TCM employs to restore the normal functioning of the human body underlie the
success of this form of treatment.
Treatment of Infertility with Chinese Medicine provides a detailed description of the TCM model of
the menstrual cycle, covering the relationships
between the yin organs, vital substances (i.e. Jing,
Blood and Qi), channels and uterus, and contrasts this perspective with that of Western
 2014 Acupuncture Association of Chartered Physiotherapists
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‘‘1. Don’t smoke (anything). 2. Sleep 7–8
hours at night. 3. Exercise regularly, but not
too much. Make it fun. 4. Eat organic foods
where possible and enjoy a good wholesome
tasty diet. 5. Take a pre-conception vitamin
formula. 6. Drink plenty of fluids – but not of
the alcoholic or caffeinated variety. 7. Have
plenty of sex but not at the cost of adequate
sleep. 8. Avoid fumes wherever possible. 9.
Don’t worry too much or get stressed about
trying to follow all of the above advice.’’
(p. 434)

medicine. There are also comprehensive explanations of how to chart the menstrual cycle using
basal body temperature, and fertile mucus
secretions.
The diagnosis of female infertility and its
treatment, which includes herbal medicine as
well as acupuncture, are discussed from the TCM
point of view. This is followed by details of the
Western medical approach to gynaecological disorders that can cause infertility, including polycystic ovary syndrome, and again, TCM
treatment protocols are outlined.
Although many Western reproductive specialists now feel that treatment for male infertility is
redundant because of the availability of assisted
reproduction technology, TCM uses a very simple approach involving herbs and acupuncture.
The emphasis is placed on the quality of the
Kidney Jing that the father may pass on to the
child.
Further chapters on pregnancy loss, miscarriage, immune infertility and ectopic pregnancy,
and the use of TCM with assisted reproduction
technology and in vitro fertilization are thorough
and informative.
The last section of the book examines diet and
lifestyle in detail. There is a concise, bite-sized
summary for patients:
 2014 Acupuncture Association of Chartered Physiotherapists

The reference section has an excellent list of
research articles, and relevant herbs are catalogued in Pinyin, Chinese and Latin.
Treatment of Infertility with Chinese Medicine contains a wealth of information, which is clearly
presented, and easy to read and understand.
Anyone with an interest in infertility treatment
will glean knowledge about both the TCM interpretation and treatment of the condition, as well
as the Western approach. Herbs are used extensively, and as such, there are areas where those
who only use acupuncture will feel at a disadvantage. However, acupuncture points are listed
along with the TCM clinical reasoning behind
their use, and there is a great deal of information
about the holistic treatment of infertility that
anyone with an interest in this field will find of
great value.
Rosemary Lillie
News Editor
The Essential Guide to Acupuncture in
Pregnancy and Childbirth
By Debra Betts
The Journal of Chinese Medicine, Hove, 2006,
320 pages, hardback, £39.99
ISBN 0-95105456-9-4
This excellent book is one of the main reference
works that I use in my practice when reviewing
acupuncture treatment for women’s health
issues. Debra Betts is a practising midwife and
acupuncturist, and she has written an informative
and accessible textbook for those trained in the
use of acupuncture in pregnancy.
Each of the 27 chapters of The Essential Guide
to Acupuncture in Pregnancy and Childbirth examines
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a different aspect of pregnancy, and provides the
Western medical perspective on that subject
before explaining the TCM approach. This is
extremely useful for those with a knowledge of
both systems because it enables them to compare
the two systems. For example, Western theories
of why nausea occurs in pregnancy implicate
hormone levels, the brainstem, fatigue and high
stress levels, and emotional factors. In Chinese
medicine, however, patterns of disharmony
include Stomach Qi deficiency, Stomach
deficiency with Cold, Spleen Qi deficiency, stagnant Liver Qi invading the Stomach, Stomach
Heat and the accumulation of Phlegm. The
author clearly explains the different clinical manifestations of these patterns of disharmony, and
then describes the principles of treatment. Her
comparison of the Western and TCM
approaches to diagnosis and treatment is clear,
rational and easy to understand.
Treatment strategies are listed along with a full
explanation of the acupuncture points that could
be useful. Betts also describes case histories that
she has dealt with. Most chapters include a list of
references.
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There are sections on the treatment of the
complications of pregnancy, such as nausea and
vomiting, constipation, and varicose veins. The
author also discusses the use of acupuncture as a
routine prenatal treatment, as well as during
labour and in the postnatal period. There is an
excellent chapter on the use of moxa to help turn
breach babies, which is a technique I have used
successfully. Chapter 26 is devoted to reviewing
research into the applications of acupuncture in
pregnancy, which is of particular importance
considering the current emphasis on evidencebased medicine.
The book also includes some extremely useful
appendices, including material on the use of
moxibustion, Western and Chinese glossaries, a
pictorial representation of pregnancy and birth,
and illustrations of the acupuncture points used
in the text. Importantly, Betts examines the
‘‘forbidden points’’, and gives a clear and rational
explanation of whether or not these should be
used. The layout makes the text very readable,
and it is easy to locate any information that you
want. Illustrations in the form of annotated
diagrams enhance the text.
I cannot recommend The Essential Guide to
Acupuncture in Pregnancy and Childbirth highly
enough to anyone who works within the field of
women’s health, and wishes to both enhance
their knowledge and be able to clearly explain the
underlying rationale of this form of treatment to
colleagues and patients.
Rosemary Lillie
News Editor
Acupuncture: An Anatomical
Approach, 2nd edn
By Houchi Dung
CRC Press, Boca Raton, FL, 2013, 256 pages,
hardback, £82.00
ISBN 978-1-4665-8192-0
This book explores the relationship between
anatomy and acupuncture. The author is a Taiwanese American who taught at the University
of Texas School of Medicine at San Antonio,
TX, USA. He is a well-travelled individual who
discusses acupuncture techniques from around
the world, and seems driven to educate others
about the benefits of this form of treatment.
 2014 Acupuncture Association of Chartered Physiotherapists
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Acupuncture: An Anatomical Approach focuses
mainly on the pain-relieving effects of acupuncture. The initial part of the book is a very good
review of neuroanatomy, in which the locations
of the nerves and their relationships to acupuncture points are described. This is followed up
with a discussion of some potential uses for
acupuncture points, which are based solely on
the anatomical locations of these points and the
nerves that supply them. While this is interesting,
it is unfortunate that no references are provided
to back up any of the claims made, which would
lend credibility to the author’s comments.
From the middle of Acupuncture: An Anatomical
Approach onwards, the management of any condition with acupuncture revolves around the
treatment of trigger points, a term that is used
interchangeably with tender points, even though
Dung himself acknowledges that these may not
even exist at the beginning of his book.
The author draws on personal case studies a
great deal, but there is a distinct lack of a
comprehensive musculoskeletal assessment in
his descriptions of his patients’ complaints. This
makes it very difficult to consider whether any
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other potential causes for these symptoms could
have been explored. This is not to say that this
did not, in fact, take place; the reader is simply
not informed. This is important because Dung’s
decision to use acupuncture and rely on identification of these trigger/tender points requires
more justification.
The author spends a great deal of time trying
to demonstrate to the reader how helpful acupuncture can be. There are many well-designed
research trials that he could have cited in order
to support this point, but disappointingly, rather
than utilize this information, the only support he
provides are his own personal case studies. The
benefits that Dung’s patients received from his
treatment can be explained by a large body of
literature on the effects of acupuncture. It would
also be easy to discuss why his patients may have
benefited from acupuncture treatment without
ever mentioning trigger points. It is unfortunate
that none of the relevant research is considered
or discussed, since this would have strengthened
his arguments for the use of acupuncture in the
management of painful conditions. The author’s
comments on the potential effects that acupuncture may have on neurotransmitters are frankly
fascinating, but all the information he provides is
hypothetical in nature.
As it stands, I think Acupuncture: An Anatomical
Approach opens itself up too easily for criticism
and dismissal. If Dung wishes to increase support for the use of acupuncture among healthcare professionals, he is going to require support
from a good research base and he needs to
corroborate his statements more.
Paul Cremin
Pulse Physio Ltd
Stevenage
Hertfordshire
UK
Chinese Medical Qigong
Edited by Tianjun Liu and Xiao Mei Qiang
Singing Dragon, London, 2013, 408 pages,
paperback, £19.99
ISBN 978-1-84819-096-2/eISBN
978-0-85701-017-9
Chinese Medical Qigong is a very comprehensive
overview of this area of TCM. It is based on the
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latest edition of the approved textbook used in
Chinese universities. The contributors cover all
aspects of this type of treatment, discussing its
fundamental concepts and the development of
its various forms, touching on some modern
research theories that involve the technique,
providing full descriptions of its applications,
and finally, giving precise instructions on its uses
in the treatment of many illnesses that are
recognized by Western medicine.
Being derived from a Chinese text, the book is
very much written from the TCM perspective,
but the contributors continually reference Western medicine, making it readable for practitioners
who employ either approach to acupuncture.
Part I is entitled ‘‘Fundamental Theories’’.
Chapter 1 is an introduction to qigong and its
history. In Chapter 2, the classical theories of
qigong are presented and explained. Chapter 3 is
interesting because it discusses modern scientific
studies of qigong and its uses. All the research
cited is Chinese, and although many positive
physical and psychological effects are described,
few direct references that can be traced are
provided.
Part II of the book, ‘‘Practical Methods and
Skills’’, moves on to the nitty-gritty of qigong. In
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Chapter 4, the exact practices of the three
elements of the technique (i.e. posture or
‘‘adjustments’’, breathing, and mind), and the
ultimate integration of these components into
one are explained in detail. Chapter 5 is a
conglomeration of information about the classification of the different forms of qigong, guidelines for practice, possible reactions to treatment
and potential adverse effects. Chapter 6 then
gives very a detailed explanation of the practice
of the several major recognized forms of qigong.
Part III is entitled ‘‘Clinical Applications’’.
This covers the principles behind the prescription of qigong using a TCM diagnosis, coupled
with the individual needs of the patients, and its
specific application in recognized illnesses. Prescription involves selecting a suitable form of
qigong – or more than one – the setting of
practice standards and the implementation of
precautionary measures. Interestingly, the book
specifically states that qigong often works best
when it is practised in a group setting – a very
cost-effective approach in a modern healthcare
system! Chapter 8 discusses the direct applications of qigong for the treatment of disorders.
The text is very comprehensive, describing both
Western medical and TCM approaches, and all
relevant information for practice is included.
In conclusion, I would recommend Chinese
Medical Qigong as an accompanying text for the
practitioner of this approach to treatment, and
also as a good starting point for anyone interested in finding out more about qigong or even
training to use it. The text is readable, the layout
of the book clear and the information is well
presented.
Melanie Hunter
Book Review Editor
Pocket Handbook of Body Reflex
Zones Illustrated in Color
By Guo Changqing Guoyan and Zhaiwei Liu
Naigang
Singing Dragon, London, 2013, 160 pages,
paperback, £11.99
ISBN 978-1-84819-119-8
The Pocket Handbook of Body Reflex Zones Illustrated
in Color is a concise work of reference that is
relevant to both a clinical and an academic
 2014 Acupuncture Association of Chartered Physiotherapists
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descriptions of the reflex points and clinical
indications, and the photographic presentation
of the anatomical sites make it quick and easy to
use.
The book includes sections on the cranial,
facial, auricular, wrist, hand, ankle and foot reflex
zones. The clear layout of each section allows the
reader to rapidly find a region, identify the
pertinent zones and ascertain the clinical benefits
of stimulating each area.
One minor criticism might be that the authors
could have included an index of the conditions
that can be treated at the end of the book,
incorporating cross-references to the region and
zone that might be of use. This would allow the
clinician, or student, to quickly find the reflex
zones that are helpful for a particular clinical
condition.
The Pocket Handbook of Body Reflex Zones is a
useful reference for clinicians, academics and
students who are interested in this form of
therapy.
audience. The authors suggest that reflex zone
therapy can be used to improve blood circulation, and positively affect the endocrine and
metabolic activity promoting enhanced immune
system activity, and regulation of the organs and
their functions.
Although the book is indeed pocket-sized, this
does not mean that it lacks detail or clarity. The
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Elastic therapeutic tape
Introduction
Elastic therapeutic tape (ETT) is the generic
name for kinesiology tape. It is now commonly
used in clinical practice despite conflicting evidence regarding its effectiveness. Compared with
conventional non-elastic tape, it has been suggested that ETT allows a greater range of movement (ROM), and can be worn for longer
periods of time without the need for reapplication (Kase et al. 2002). It has also been claimed
that ETT can help to relieve pain, prevent
over-contracture, facilitate lymphatic drainage
and improve joint position sense/kinaesthetic
awareness (Akbaş et al. 2011).
A systematic review of the evidence by Morris
et al. (2013), which involved only six randomized
controlled trials, concluded that there is insufficient evidence to support the use of ETT. However, Tsai et al.’s (2010) research into short-term
treatment of plantar fasciitis with kinesio tape did
show some promising results for decreasing pain
and fascial thickness after just 1 week. Unfortunately, this study had a poor methodology, and
there was no sham tape comparison.
In a meta-analysis of 10 studies, Williams et al.
(2011) found that eight reported a statistically
significant positive outcome for at least one of
the following outcome measures:
+ pain;
+ ROM;
+ strength;
+ proprioception; and
+ muscle activity.

On the basis of their meta-analysis, Williams et al.
(2011) concluded that ETT may have a small
beneficial effect on strength, force-sense error
and active ROM for an injured area. However,
these outcomes were not statistically significant,
and further study is required. The large amount
of anecdotal and case study support for ETT
warrants well-designed experimental research
that is sensitive enough to record a therapeutic
effect.
The aim of the present product review was to
test the adhesive qualities of different brands of
tape (Table 1), and to gather patient feedback. It
was conducted as part of a service improvement
initiative.
Participants and methods
Fourteen patients (four females and 10 males)
took part in the present review of ETT. They
were taped with eight of the most commonly
available brands. The participants selected the
tape that they wanted from those available.
For each company, a single roll of tape
(5 cm5 m) was used. All ETTs were sealed
before use to ensure that these were brand new
and had not been tampered with.
Informed consent was obtained from all participants.
The room temperature was 20 C. The participants were asked to refrain from exercising until
they had been taped. There was no skin preparation involved, and the ETT was applied
directly to the skin. Two strips were cut to the
same length. All sharp edges of the tape were
rounded with scissors. The two strips were

Table 1. Details of the elastic therapeutic tapes (all 5 cm  5 m) included in the review
Brand

Manufacturer

Colour

Cost

Acti-Tape
Acu-Tape
CureTape
Dynamic Tape
Kinesiology Tape
Kinesio Tex Tape
RockTape
Tiger Tape

Nutriworks Ltd, Hong Kong, China
DongBang AcuPrime, Exeter, UK
FysioTape B.V., Enschede, Netherlands
PosturePals Pty Ltd, Port Vila, Vanuatu
Idass Fitness, Glastonbury, UK
Kinesio UK, Newcastle upon Tyne, UK
RockTape, Wivenhoe, Essex, UK
Physique Management Company Ltd, Havant, Hampshire, UK

Pink
Black
Orange
Beige (tattoo pattern)
Bright blue
Beige
Black
Bright pink

$18.95=£11.27*
£5.99
£11.95 (most expensive)
£7.65
£5.50 (cheapest)
£8.99
£7.99
£6.99

*Conversion rate at the time of writing.
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pants were all advised about possible reactions to
the tape, and if in doubt, were to remove it and
seek medical attention.
The results of the review are presented in
Table 2.
Presentation. All ETTs came sealed in a plastic
wrap. Only some brands of tape had a ‘‘use by’’
date, and for the ones that did, it was unclear
whether this was for sterilization or adhesiveness. Tiger Tape came with a plastic case that
was good for holding it in place after use.
Back sheet/adhesive cover. The Idass Kinesiology
Tape had a blank back sheet, and this made it
more difficult to measure the length of the strip.
The back sheet was made of very thin paper that
tore easily and made application difficult.
Stickiness. All ETTs remained in place for 2 days
after daily workouts for 7 h, including 45 min of
swimming in a chlorinated swimming pool. All
products appeared significantly waterproof from
both sweat and the swimming pool. Some tapes
started peeling at the ends after 2 days, but the
majority remained firmly in place.

Figure 1. Elastic therapeutic tape after application.

applied without tension from C7 to the posterior
superior iliac spine, 2 cm either side of the
spinous processes, and individualized for each
participant (Fig. 1). In order to optimize the
adhesive and stick the ETT to the skin, 30 s of
‘‘rubbing the tape in’’ was applied to each strip.
The same person was used to measure, prepare
and apply the product for continuity, and to
minimize technique variance.

Allergy/reaction. There were no significant reactions to any of the ETTs, but most participants
reported slight itching at the 2-day point. All
participants had the area of skin inspected after
the tape was removed, and there were no significant patches of redness/irritation on any patient.
Stretch direction. Dynamic Tape was the only product with the capacity for multidirectional stretch;
all the others had a two-way stretch. Only one
participant used Dynamic Tape, and his report
was identical to the testimonies of the rest of the
group regarding the other brands of ETT.

Results
Each participant was taped on the same day, and
there were 10-min intervals between patients.
They were requested not to pull the ETT off, but
to let it fall off naturally. However, the particiTable 2. Results of the review
Brand

Patients (n)

Duration of adhesion (days)

Stretch

Acti-Tape
Acu-Tape
CureTape
Dynamic Tape
Kinesiology Tape
Kinesio Tex Tape
RockTape
Tiger Tape

2
2
2
1
2
2
1
2

2
2
2
2
2
2
2
2

Two-way
Two-way
Two-way
Multidirectional
Two-way
Two-way
Two-way
Two-way
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Patient feedback. The colour of the tape (see Table
1) seemed to influence the participants’ initial
choices. Pink was most popular with the women
in the group, and one man also favoured this
colour. Black was the preferred choice for men,
but no women chose this colour.
All participants reported being made more
aware of their posture for the first day as the tape
pulled on their skin. On day 2, no significant
feedback was reported, and there was no influence on posture.
Cost. All prices reported in Table 1 were correct
at the time of writing. These figures were
obtained directly from the manufacturers’ websites.
Conclusion
All ETTs in the test performed well for
stickiness/durability, and lasted for 2 days or
more. However, with regard to posture, the
participants reported that the tapes were only
effective for one day. Without exception, all the
ETTs seemed to have caused mild itching by day
2. The colour of the tape did not seem to
significantly change its effectiveness, but did
seem to significantly influence the participants’
initial choices (women selected pink and men
favoured black).
It is important to highlight that no stretch was
used on applying the tape, and this is where the
present review will differ from clinical practice
and application.
Although Acu-Tape is the second cheapest
product, it has a higher-quality back sheet that
allows measurement, and so it appears to be the
best value for money of all the eight ETTs
tested.
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Headache & Migraine – London, NW5 1QY
th
4 October 2014
Cost: £99.00 member £125 non-member
Tutor: George Chia

Auricular for Pain Relief –Peterborough
rd
23 October 2014
Cost: £110 member £125 non-member
Tutors: Teresa Syed & Joanne Dyson

Osteopathic Techniques – Wrexham, LL11 2AW
th
th
25 /26 October 2014
Cost: £200.00 member £250 non-member
Tutor: Cameron Reid

Sports Injuries – Wirral, CH61 1AU
th
30 November 2014
Cost: £95.00 member £115.00 non-member
Tutor: Jon Hobs

Acupuncture refresher update – London, SE19 2BB
th
29 November 2014
Cost: £99.00 member £125.00 non-member
Tutor: Jon Hobbs
Acupuncture in Oncology and Palliative Care –
th
London, SW3 6JJ – 6 December 2014
Cost: £99.00 member £115 non-member
Tutor: Jeanne Burnett
AACP Acupuncture Foundation Course
4/5 Oct, 11/12 Oct & 22/23 Nov 14
Sevenoaks, TN13 3PG
Cost: £495.00

Needling Master class - Peterborough
th
4 December 2014
Cost: £110 member £125 non-member
Tutors: Teresa Syed & Joanne Dyson
Women’s Health – Northumberland, NE63 9JJ
th
th
6 & 7 December 2014
Cost: £180.00 member £200.00 non-member
Tutor: Jon Hobbs
AACP Acupuncture Foundation Course
25/26 Oct, 8/9 Nov 14 & 03/04 Jan 15
Worcester, WR2 6AJ
Cost: £495.00

AACP Acupuncture Foundation Course
1/2 Nov, 15/16 Nov 14 & 17/18 Jan 15
Southampton, SO16 6YD
Cost: £495.00

AACP Acupuncture Foundation Course
8/9 Nov, 15/16 Nov 14 & 3/4 Jan 15
Inverurie, AB51 3UL
Cost: £495.00

AACP Acupuncture Foundation Course
10/11 Jan, 24/25 Jan & 7/8 Mar 15
Cardiff, CF64 2XX
Cost: £495.00

AACP Acupuncture Foundation Course
10/11 Jan, 17/18 Jan & 14/15 Feb 15
Falkirk, FK1 1RA
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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Website review

www.yinyanghouse.com
The Yin Yang House website is an extension of
the Chattanooga Acupuncture and Wellness
Center, Chattanooga, TN, USA. It offers local
information about the clinic, but also has
additional sections that are invaluable to the
practising acupuncturist. The website was
founded in 2001 by the clinic owner and Chad J.
Dupuis in order to share information on acupuncture, and alternative and complementary
medical approaches.
Initially, the website does appear to be solely
for advertising the local business, and it is not
clear that it offers a database of additional
information; however, after exploration, it
becomes apparent which sections you would
return to again.
The ‘‘points’’ tab is likely to be the most
frequently used section. It leads to a database of
acupuncture points, and comprehensive information on the meridians, the points associated
with these, and actions, effects and common
functions. It is simple to use: you click on a
meridian to view it, and then you can select
individual points for further information on
these. This would be very useful in clinical
practice for quick reference or clarification, and
would save the time involved in searching acupuncture textbooks in the traditional way.
The ‘‘conditions’’ tab allows you to search for
disorders, which are listed in alphabetical order.
This section offers natural and alternative treatment options for a wide range of medical ailments and also musculoskeletal problems.
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Commonly used acupuncture points are recommended for musculoskeletal conditions, and
there are also directions to further reading. This
is helpful, but it can take time to find the relevant
condition, and the list is not exhaustive.
The ‘‘theory’’ and ‘‘basics’’ tabs both suggest
various articles and publications on acupuncture
theory, including the very basics of what acupuncture is, its effects and the clinical reasoning
behind point selection. These are more geared
towards traditional Chinese medicine, but there
are also many articles available to read on the
meridians and the background to acupuncture
for those who are enthusiastic. The website also
has a ‘‘contact’’ section, and queries about the
use of acupuncture are welcomed, which may
help to answer any burning questions that you
have!
Overall, the Yin Yang House website is simple
to use, free and easily accessible. It provides a
quick route to all the information needed to aid
clinical practice during treatment, and I would
recommend it to any physiotherapist using acupuncture, either when first learning the technique
or when reviewing point selection to ensure
ongoing accuracy.
Tracy Ward
Senior Physiotherapist
BMI Albyn Hospital
Aberdeen
UK
E-mail: tracy.ward@bmihealthcare.co.uk
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News from the front

Professor Si-you Wang: pudendal
nerve stimulation for
incontinence
I was privileged to spend time observing Professor Si-you Wang at work when I visited Shanghai
during a visit to China that I made last year. He
is trained in both traditional Chinese medicine
and Western medicine, and consequently, is able
to able to offer a unique insight into the treatment of incontinence.
There are a variety of electrical treatments that
can be used to treat voiding dysfunctions, such
as stress (SUI), urge (UUI) and mixed urinary
incontinence, urgency, frequency, and unobstructed urinary retention. These include transvaginal and transanal transcutaneous electrical
nerve stimulation (TENS), percutaneous tibial
nerve stimulation (PTNS), sacral neuromodulation, and pudendal nerve modulation (PNM).
However, there are problems associated with
these different forms of electrical stimulation.
Although it is easy to apply TENS, the high
intensity of this form of stimulation is sometimes
unacceptable to the patient. Since it causes contraction of the pelvic floor muscles (PFMs) by
indirect nerve stimulation, although mainly by
inducing polysynaptic reflex responses, TENS
can be used to treat stress incontinence. Percutaneous tibial nerve stimulation is minimally
invasive and well tolerated, but its effects diminish with time after the end of treatment. Sacral
neuromodulation is a form of continuous stimulation and has a high rate of success. However, as
with PTNS, symptoms reappear quickly after the
end of a course of treatment, and about 20% of
patients do not respond to the procedure.
Pelvic floor muscle exercise (PFME) is a good
conservative treatment for SUI, but the primary
disadvantage of this approach is the potential
lack of long-term patient compliance.
By combining the advantages of PNM (better
effect), PTNS (minimally invasive, easily applicable and well tolerated), TENS (passive PFM
contraction and good compliance) and PFME
(better effect on SUI), and incorporating the
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technique of deep insertion of long acupuncture
needles, Professor Wang has developed a novel
approach to electroacupuncture (EA) pudendal
nerve stimulation.
The technique is performed as follows:
(1) With the patient lying in a prone position,
four sacral points are selected (Fig. 1). The
two upper points are located about 1 cm
bilateral to the sacrococcygeal joint. Needles
of 0.40 mm in diameter and 100 mm in
length are inserted perpendicularly to a
depth of 80–90 mm to produce a sensation
that is referred to the urethra or the anus by
directly stimulating the main trunk of the
pudendal nerve.
(2) The two lower points are located about 1 cm
bilateral to the tip of the coccyx. On these
lower points, needles of 0.40 mm in diameter and 100–125 mm in length are inserted
obliquely towards the ischioanal fossa to a
depth of 90–110 mm to produce a sensation
that is referred to the urethra by stimulating
the perineal nerve.
(3) When the patient reports that the sensation
is correctly located (it can be felt in the
sciatic nerve if this is not the case), the
needles are then attached to an EA machine,
with the upper and lower points attached to

Figure 1. Four sacral points with needles inserted.
Reprinted from Wang (2013) with permission (  2013
Shanghai Research Institute of Acupuncture and
Meridian, and Springer-Verlag).
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News from the front
the anode and cathode, respectively. The
device is then set to produce electrical stimulation (biphasic 2-ms pulse duration) at a
frequency of 2.0–2.5 Hz and a moderate
intensity (25–35 mA) for urgency/frequency, UUI and unobstructed urinary
retention, or at a frequency of 2.5 Hz and an
intensity as high as the patient can tolerate
(45–55 Hz) for SUI.
The effect of electrical neuromodulation on
voiding dysfunction can be explained by modulation of reflex pathways at the spinal and
supraspinal levels. Electrical stimulation of the
afferent branches of the pudendal nerve can
induce a strong inhibition of the micturition
reflex and detrusor hyper-reflexia. Electrical neuromodulation may also interfere with the
increased afferent activity arising from the urethral sphincter, restoring the sensation of bladder
fullness, and reducing the inhibition of the detrusor muscle contraction.
Professor Wang treats 30 or so people in a
clinic in a half-day session, making use of the
multiple bed technique, and he does appear to
get very good results.
I think that this technique could play a significant part in treatment of incontinence, but obviously, physiotherapists need to be trained in this
technique. Fortunately, Professor Wang will visit
the UK in September and October this year, and
this would be an ideal opportunity to experience
this technique at first hand.
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If you are interested in finding our more about
this technique, then please read Wang (2013).
The references section of this paper also lists a
number of other articles on the subject.
Rosemary Lillie
News Editor

Reference
Wang S. (2013) Electroacupuncture pudendal nerve stimulation and its application. Journal of Acupuncture and Tuina
Science 11 (2), 117–121.

Erratum
Eight Extraordinary Channels – Qi Jing Ba Mai: A
Handbook for Clinical Practice and Nei Dan Inner
Meditation is the correct title of the book by
David Twicken that was reviewed by Rosemary
Lillie in the Spring 2014 edition of JAACP (pp.
114–115). The publishers believe that they may
have modified title from Eight Extraordinary
Meridians, which was what was printed in the
Journal, between sending out the advance review
copies and publication. However, the Journal
Committee must take responsibility for missing
this change at the proof-reading stage: the cover
of the book was printed alongside the review and
the title is clearly different!
Andrew J. Wilson
Corporate Editor
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Guidelines for authors

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

Preparation of manuscripts
Authors should submit material by e-mail or on
CD-ROM. All articles must be typed with wide
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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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Guidelines for authors
Clinical papers: referencing
All clinical papers must be fully referenced and
the citations verified by the author. No exceptions will be made. The reference list must be
arranged alphabetically by the name of the first
author or editor, following the Harvard style. In
the text, give the author(s) and date of publication in brackets (e.g. ‘‘Smith 1998’’), or if the
main author’s name is part of a sentence, then
only the year is in brackets [e.g. ‘‘as described by
Smith (1998)’’]. For more than one author,
reference can be made in the text to ‘‘Smith et al.
(1998)’’ (note the italics). However, when writing the reference list, the convention is as follows: for up to five authors, write all the authors’
names; for six or more authors, write the first
three 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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Guidelines for authors

Book reviews

General points to note

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

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