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Welcome to the Spring 2015 edition of the
journal. You may have noticed a few changes,
such as the new name, cover design and size, but
more about those later!
It was with great sadness that I resigned as
clinical editor of JAACP in October because of
work commitments. Working on the journal over
the past 3.5 years, I have learnt a great deal not
just about acupuncture and traditional Chinese
medicine (TCM), but also about the process of
editing and publishing a journal. During this
time, I have become more aware of not only the
benefits, but also the pitfalls of sharing clinical
and research findings. The advantages of publishing a paper in a journal extend from an
opportunity for personal development that could
bolster your curriculum vitae to wider benefits to
the profession. A case report, literature review or
original paper may encourage other clinicians to
adapt their treatment in line with the current
evidence. This allows us to evolve and develop as
physiotherapists who practise acupuncture, both
as individuals and as a group. The process is
time-consuming and unpaid, so I would like to
thank all of those who have published in JAACP
over the past few years for all their hard work
and dedication.
Publishing is changing, partly because of the
Internet, which has resulted in a rapid change in
the way that we share information. It is important that published clinical and research papers
are peer-reviewed and of a high standard; an
online blog or article should never replace a
peer-reviewed journal. Some recent developments are very positive, of course, such as being
able to share findings with a large number of
like-minded professionals immediately, not
6 months later. However, the lack of regulation
of the Internet means that only you, the clinician,
can decide whether the information is worth
using.
The Acupuncture Association of Chartered
Physiotherapists is the largest physiotherapy professional network in the UK. There is a good
reason for this: acupuncture is outside the scope
of traditional physiotherapy, but widely used.
Without AACP, we would all be individual
3
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clinicians struggling to be heard in a competitive
health economy. As a large group of therapists,
our voice is much louder, which enables our
skills to be recognized at a national level
(Dascanio 2014; Slee 2014). The Association
also helps us develop as a profession with regard
to how we integrate acupuncture into our
practice.
I think there have been many positive changes
to the journal since I became clinical editor. All
our clinical papers are now peer-reviewed, and
thanks to our dedicated review team, these maintain a very high standard. This edition includes
our third meridian masterclass (pp. 65–71), a
valuable resource written by our advanced
AACP members. We now include product reviews and research reviews (pp. 87–88) in addition to our long-standing book review section
(pp. 89–96). The papers we publish are not just
written by AACP members; other specialists in
acupuncture and TCM contribute, which broadens the scope of the material our members can
read. There is also a new online continuing
professional development (CPD) quiz to accompany each edition, which means reading the
journal formally counts towards this. Finally, the
journal now has a Web presence, with the full
text available to members and the contents list
accessible to the general public; there are plans to
continue to improve this online resource in the
future.
In this editorial, I have the pleasure of introducing a physiotherapist who needs no introduction, Val Hopwood. I am glad to say that she has
agreed to take on the role of clinical editor. Val
has been involved with AACP for many years,
and was most recently the course director for the
MSc in Acupuncture at Coventry University. She
is the author of Acupuncture in Physiotherapy, the
book (Hopwood 2004), and co-wrote Acupuncture in Neurological Conditions with Clare Donnellan
(Hopwood & Donnellan 2010). Val has also
published many research papers, both on her
own and with a fascinating assortment of coauthors.
Our last Journal Subcommittee (JSC) meeting
included planning the next 3 years of development. I have always struggled with the title of the
journal, usually abbreviating it to JAACP or the
4

AACP Journal. Vivienne Dascanio suggested that
we should change the title to Acupuncture in
Physiotherapy, and all the committee members
agreed that this was an excellent idea. We have
also reduced the height of the journal in line with
that of many other publications, which will allow
it to fit more easily on most library shelves.
Finally, we now number each edition, making it
easier to reference and cite articles. The JSC
always endeavour to ensure that the papers we
include are readable, and not published just to
improve our impact factor. We try to ensure that
each edition has a wide variety of articles so that
all our members will find the issue interesting
and valuable. Saying that, we hope to gain an
impact factor in the future, but we will not do
this to the detriment of the type of papers that
we publish.
I am pleased to say that I will continue to sit
on the JSC, and hope to finally have the time to
publish my research study on group acupuncture
in the Autumn 2015 edition.
Helen Oakes
Clinical Editor

References
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That’s a hard act to follow! Helen Oakes has
been largely responsible for the continuing improvement of our professional journal over the
past 3 years. On her watch, JAACP has become
a publication deserving and, indeed, receiving
wider attention. I am honoured to be entrusted
with taking this further, and I hope that, with the
help of the current experienced journal team, this
is exactly what we will do.
Helen has a lot to be proud of, not least her
discovery of interesting and relevant papers from
 2014 Acupuncture Association of Chartered Physiotherapists

Editorial
carefully and painstakingly checking the references attached to submissions. A wonderful
example of this is the paper on acupuncture as a
sensory discrimination training tool by Wand
et al. that is reprinted in this edition (pp. 55–64),
which certainly deserves wider exposure. This is
a wide-ranging issue of the journal: there is some
very good original research, a meticulous critical
review, some case reports and some fascinating
TCM ideas that all of us can explore the next
time we have a cup of tea!
In addition, the book reviews (pp. 89–96)
offer helpful guidance for those wishing to spend
money on behalf of their workplace, or indeed,
themselves. David Mayor, Edel Murphy, Nicola
Smith, Carole Paley, Melanie Hunter and Merian
Denning have, as usual, provided interesting
critiques using their own experience and expertise. The research reviews (pp. 87–88) deal
carefully with the safety of moxibustion, a modality not so often used by physiotherapists in
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clinic, and the management of diabetic painful
neuropathy, a condition met more and more
frequently.
My own experiences in both research and
advanced education have convinced me that our
field attracts a great deal of attention, not all of it
welcome! It is vitally important to maintain our
use of evidence-based acupuncture, wherever
possible. However, there is nothing to prevent us
taking an interest in TCM. It is, after all, an
ancient consensus medicine! Physiotherapy has
pioneered an interesting mixture of the two, and
we need to be cautious about how we proceed in
the future. The new CPD feature is excellent,
and a timely reminder that we all must keep our
eye on the research that supports us.
Welcome to 2015!
Val Hopwood
Clinical Editor
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Chairman’s report

Welcome to the Spring edition of the journal –
I hope you like its new look and feel.
As you will have noticed, the front cover has
been modernized. We have also altered the size
so that it is more in keeping with other professional journals, and the title has been changed
to Acupuncture in Physiotherapy. The previous
name, Journal of the Acupuncture Association of Chartered Physiotherapists, is now a subtitle, and we’ve
added volume and issue numbers. All these
changes are helping to improve the AACP journal, and will make it more recognizable and
traceable electronically. The next task for the
Journal Subcommittee (JSC) is to get an impact
factor, which will really improve its standing.
I would like to thank the JSC, and also all
those members who helped us trace the journal
back to its very first edition. It makes me feel
very proud to see how far our flagship publication has come. You will notice that we have
retained all our popular features.
The electronic continuing professional development (CPD) resource launched along with our
Autumn 2014 edition proved popular, and this
feature is appearing again in conjunction with
this issue. If you would like to gain an hour’s free
CPD, read the selected article on acupuncture
for knee osteoarthritis by Robert Westney (pp.
39–54) and then log on to the AACP website
(www.aacp.org.uk) to complete the questions.
As always, we appreciate any feedback from
our members about what you think we do well
or could do better, as well as anything else
you think we could do. Please get in touch
with me to share your thoughts (e-mail:
chair@aacp.uk.com).
It’s also a time for changes in personnel as
some of our colleagues head for pastures new.
Melanie Hunter, our book review editor, is
stepping down after 3.5 years, although she will
continue to proof-read for us. She has worked
tirelessly to develop this section of the journal,
and has made some excellent links with publishers that will benefit her successor. I, the JSC and
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all at AACP thank Melanie for her contributions,
and wish her well in her new ventures. Jackie
Brown, our regional representative for South
Wales, is also stepping down and passing on the
role to another member. I know many of you
have found Jackie to be a great support, and
hope that you will join me in thanking her for
her commitment to AACP and its members.
Finally, it is also farewell to Education, Training
and Research Committee (ETRC) chairman Paul
Hougham. He has served beyond his planned
term and served us well, leading the committee
to where it is today. The ETRC’s function, which
involves supporting the AACP Board and the
tutors, has really taken it into new territory. Paul
leaves an excellent team for the new lead to work
with and develop further. I, the ETRC and all at
AACP thank Paul, and wish him well in his new
ventures and challenges.
As you will have seen from our thirtieth
anniversary celebrations last year, we introduced
fellowship awards for three distinguished members of AACP. This is a tradition that we would
like to continue each year at our Annual Conference to thank you those who have dedicated
themselves to the Association. If you would like
to nominate someone for an AACP fellowship,
please do send me his or her name and the
reasons for your nomination (e-mail:
chair@aacp.uk.com) by 25 April so that members can be considered for an award.
You will have seen the excellent line-up of
speakers for our Annual Conference in Coventry
on 9–10 May 2015 (AACP 2015). I believe that it
has improved year on year, and I am really
excited about attending. I look forward to seeing
many of you again as well as meeting new
members. If you haven’t booked your place yet,
please do so soon. You won’t want to miss the
outstanding presentations and CPD, or the trade
stands and the opportunity to network. This
year, we have engaged a Spice Girls tribute band
to help us rock the Saturday night away. The
dancing at AACP conferences has become
7
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legendary, so please do come and share your
moves! However, if you prefer a more relaxed
evening, then we have a wonderful three-course
meal and a magician to keep you smiling!
You will all have received the second edition
of the AACP’s Evidence and Commissioning
Resource by now. As you will have seen, we have
made many improvements, provided much more
information and extended the areas of specialty
that are covered. Extensive work was done to
pull this document together for the membership,
and I hope that it goes a long way to supporting
you all in your roles. Chris Ireland and I are
already collating articles and ideas for the third
edition, so if there is anything additional that you
would like to include, please do let us know
(e-mail: chris@aacp.uk.com). Your input is very
much appreciated.
It gives me great pleasure to see the AACP’s
membership continually rising every month, and
to read the positive feedback that members
provide. We have over 6400 members now,
which is getting very close to a record number.
I’m sure that the Association’s membership services and benefits go a long way towards explaining the rise in numbers, and I hope that the
ongoing increase shows that AACP is delivering
what our members want. As always, if there is
anything else that you would like to see us doing,
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please do get in touch and help us to make our
Association become the best that it possibly can
be.
We continue to represent you at the Houses of
Parliament and the National Institute for Health
and Care Excellence (NICE). Chris Ireland, the
AACP clinical advisor, attended a recent NICE
scoping event on depression in February and was
very proactive. Following this workshop, both
acupuncture and exercise were added to the draft
document. There is no guarantee of inclusion at
this stage, but it is very encouraging that AACP
participation led to acupuncture being considered. We will follow this up and present the
evidence, of course, and I hope that our input
will support our members working in this and
other areas.
I very much enjoy keeping in touch with you
all through these reports, and I wish you all well.
Vivienne Dascanio
Chairman

Reference
Acupuncture Association of Chartered Physiotherapists
(AACP) (2015) Conference 2015 Speakers. [WWW document.] URL http://www.aacp.org.uk/conference2015/
conference-2015-speakers
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Chief Executive Officer’s business report

The only way is up!
With that short sentence, I began my report in
the AACP journal one year ago (Van Dongen
2014). It was then that we were in the process of
implementing a range of new initiatives intended
to stop the decline in membership. The remarkable result of these measures was that we were
not only able to halt the downswing over the
course of 2014, but also to increase our numbers
by nearly 300. Furthermore, the first couple of
months of 2015 show that this is an ongoing
trend. Many thanks to everyone involved
with AACP for their tremendous efforts, but
also thank you, our members, for joining the
Association in growing numbers.
While AACP, with over 6400 members, is the
largest organization representing acupuncture in
the UK, a much bigger proportion of your
colleagues could benefit from discovering the
advantages of being able to practise acupuncture
as part of their physiotherapy treatments. If any
of your co-workers are interested in following in
your footsteps, all the ins and outs involved in an
AACP Foundation Acupuncture Course can be
found on our website (www.aacp.org.uk).

Change
According to C. William Pollard (1996, p. 116):
‘‘Without change there is no innovation, creativity, or incentive for improvement. Those who
initiate change will have a better opportunity to
manage the change that is inevitable.’’
During the past couple of years, changes have
brought about the improving membership levels
we are seeing now. Without positive change, we
are standing still or going backwards as an
organization. Therefore, the Board of AACP
strives for changes for the better in all the
Association does, but never change for its own
sake.
With the positive changes made to this publication, we are moving up the ranks of the
scientific journals. Now renamed Acupuncture in
 2015 Acupuncture Association of Chartered Physiotherapists

Physiotherapy, it is in its twenty-seventh year and
has become one of the most-consulted publications for acupuncture research in the UK.
The very involved changes made to the
AACP Commissioning Pack have resulted in the
much-improved Evidence and Commissioning
Resource, which was sent to you last month.
This is one of the most comprehensive acupuncture evidence documents ever compiled.
A great number of changes are being applied to
the AACP membership database platform, and
these will come into effect by the end of the first
quarter of this year. The improvements will make
it easier for us to stay in touch with you and vice
versa, and will also enable you to manage the
record of your own continuing professional
development online in a much more efficient way.

External change
When an organization is accustomed to changing
itself and what it does – and AACP most
certainly is – it will also be better equipped to
manage external changes. In other words, it will
be better able to represent its members with
third parties when their interests are at stake. We
certainly intend to keep on doing that as well in
our contacts with the National Institute for
Health and Care Excellence, all-party parliamentary groups, the Department of Health and
private health insurers, to name but a few.
If you have suggestions for positive change, or
adding any services or benefits, please don’t
hesitate to contact me directly at the AACP
Office (e-mail: ceo@aacp.uk.com).
Caspar van Dongen
Chief Executive Oﬃcer

References
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Conference Coordinator’s report

We are pleased to announce that our 2015
Annual Conference will be held at the Hilton
Hotel in Coventry on the weekend of 9–10 May
(Fig. 1). The venue has ample space for car
parking, as well as an on-site spa for you to use,
if time allows.
This year, there will be an impressive and

Figure 1. The Hilton Coventry Hotel.
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international line-up of renowned speakers, who
will cover topics such as cardio-acupuncture,
acupuncture in sport and facial acupuncture. The
guests include:
+ Hugh MacPherson;
+ Andy Harrop;
+ Luis Ulloa;
+ Jon Brooks;
+ Colin Paterson;
+ Lynn Pearce; and
+ Jon Hobbs.
There will be entertainment throughout the dinner on Saturday evening, and this will go on into
the night!
To book your place online, please visit the
AACP website (www.aacp.org.uk). We hope to
welcome you at Conference in May.
Lisa Stephenson
Conference Coordinator
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The place of acupuncture in the management of
low back pain in the light of the National Institute
for Health and Care Excellence guidelines: can
subgrouping of patients improve outcomes?
T. Lewis
Physiotherapy Department, Aintree University Hospital National Health Service
Foundation Trust, University Hospital Aintree, Liverpool, UK

Abstract
Low back pain (LBP) is a common condition with the potential to cause significant disability, and
it imposes a major socioeconomic burden on individuals and the wider community. Chronic LBP
is often resistant to conventional medicine, and as a result, acupuncture treatment has gained
popularity with both patients and clinicians, especially since the publication of the National
Institute for Health and Clinical Excellence clinical guideline in 2009. This paper reviews research
into the effectiveness of acupuncture for LBP in comparison to conventional treatment.
Subgroups of LBP exist when movement characteristics are used in assessment, and it was a
further aim of this paper to identify whether any subgroups of patients with LBP exist, i.e. if there
are subsets of patients who are more likely to respond to acupuncture than others. A search was
undertaken using the AMED, Embase, CINAHL, Medline and SPORTDiscus databases. The
inclusion criteria consisted of randomized controlled trials (RCTs) investigating the subgrouping
of LBP and also acupuncture treatment for this condition. The exclusion criteria were studies
examining healthy subjects, and those using acupressure, electroacupuncture, laser acupuncture,
acupuncture with moxa and auricular acupuncture. Studies involving anaesthetic infiltrations as a
control group were also excluded. After applying the inclusion and exclusion criteria, 241 papers
of varying methodological quality were identified. In some RCTs of acupuncture treatment for
LBP, employing both a standard meridian and specific point treatments was found to be more
effective than usual care. A variety of LBP subgroup classification schemes exist that emphasize
either movement characteristics, fear avoidance or biopsychosocial signs, and clinicians can use
these to target specific aspects of LBP care. A subgroup of younger patients who experience a
gradual onset of pain and more acute baseline spinal dysfunction may derive increased benefit
from acupuncture in comparison to other individuals with different forms of LBP.
Keywords: acupuncture, low back pain, management, subgroups.

Introduction
Low back pain (LBP) is a common condition
that will affect 60–80% of individuals at some
Correspondence: Trevor Lewis MSc MCSP, Physiotherapy
Department, Aintree University Hospital National
Health Service Foundation Trust, University Hospital
Aintree, Longmoor Lane, Liverpool, Merseyside L9
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stage in their lifetime (Waddell 1998). Once
nerve root pain, cauda equina syndrome and red
flags for serious spinal pathology (e.g. spinal
infection, neoplasm or metastases) have been
excluded, 85–95% of sufferers are diagnosed
with non-specific low back pain (NSLBP)
because the cause cannot be identified. This
form of LBP accounts for over 85% of cases
presenting in primary care (Riksman et al. 2011).
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Low back pain with a duration of 6 weeks or less
is classified as acute, LBP lasting for 7–12 weeks
is described as subacute, and LBP persisting for
12 weeks and over is categorized as chronic (Vas
et al. 2006; Paatelma et al. 2009).
Non-specific LBP is described as a condition
that is recurrent (Thomas et al. 2006), benign and
self-limiting, with 90% of patients undergoing
spontaneous recovery within 6 weeks (Grotle
et al. 2010). Although NSLBP is usually responsive to a wide spectrum of therapeutic modalities
(Waddell 1998), it is one of the main causes of
disability in working adults (Vas et al. 2006). In
the UK, the total annual cost of LBP to the
economy has been estimated to be £12.3 billion
(Cheshire et al. 2013): £1.6 billion for direct
healthcare resources; £1.6 billion related to informal care; and £9.1 billion through loss of production as a result of morbidity (Whitehurst et al.
2012). In chronic LBP, 62% of individuals suffer
symptoms that persist for over 12 months
(Cheshire et al. 2013), and only a small percentage of these patients return to their presymptomatic level of function (Savigny et al.
2009).
Despite having descriptive accuracy, it has
been argued that NSLBP is an inadequate term
for both patients and clinicians (Waddell 2005),
and that it does not constitute a definitive clinical
diagnosis. There is a widespread belief that
subgroups exist within the umbrella term
NSLBP, but modern medicine is not fully able to
accurately identify these at present (Smedley et al.
2005; Waddell 2005; Sherman et al. 2009). Different medical specialities hold individual paradigms with regard to the subclassification of
LBP, and therefore, the treatment that a patient
receives can relate more to the beliefs of the
treating practitioner than the presenting pathology (Waddell 2005). A wide variety of treatments
exist for NSLBP, but at present, it is difficult to
rank these modalities in terms of their efficacy
since these have been reported to be of only
limited value individually (Sherman et al. 2009).
Patients with LBP often find conventional medical treatment unsatisfactory (Yun et al. 2012).
In June 2009, the National Institute for Health
and Clinical Excellence (NICE, now the
National Institute for Health and Care Excel14

lence) recommended that: the nature of NSLBP
should be explained to the patient in a nonmedicalized fashion; appropriate analgesia
should be prescribed; and rehabilitation should
be comprised of structured exercise, manual
therapy and a suggested regimen of up to 10
acupuncture sessions over a 12-week period
(Savigny et al. 2009). The purpose of the present
literature review was to evaluate the efficacy of
acupuncture in the treatment of LBP. The author
also aimed to establish whether evidence exists
that some subgroups of patients with LBP benefit more from acupuncture than others.

Literature review
Search strategy
The Medline, CINAHL, AMED, Embase and
SPORTDiscus databases were searched in March
2014 using the terms ‘‘low back pain’’, ‘‘low back
pain subgroups’’ and/or ‘‘acupuncture’’. The
search was limited to literature published
between 1976 and 2014.
Inclusion criteria
Randomized controlled trials (RCTs) and systematic reviews investigating the effect of acupuncture on LBP that used conventional
treatment, specific point acupuncture or sham
acupuncture as a control were included. Any
papers investigating the subgrouping of LBP
patients were also included. English-language
articles based on human studies were included.
Exclusion criteria
Studies investigating healthy subjects, and those
using acupressure, electroacupuncture, auricular
acupuncture, acupuncture with moxa herb and
laser acupuncture were excluded. Studies using
anaesthetic infiltrations as a control group were
also excluded.
Acupuncture utilization in the UK
Two per cent of the population of the UK
receive acupuncture for various conditions each
year (Thomas et al. 2006). In 2006, Ratcliffe et al.
stated that acupuncture for all types of chronic
syndromes, including LBP, was becoming
 2015 Acupuncture Association of Chartered Physiotherapists
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Table 1. Diagnoses made on the initial visit by patients with chronic low back pain (LBP) by the source of the patients (adapted with
permission from Sherman et al. 2001, Table 2, p. 644)
Patients with a diagnosis of LBP (total n=176)
Clinical trial (total n=88)

Teaching clinic (total n=88)

Traditional Chinese medicine diagnosis

Number

Percentage

Number

Percentage

Bi syndrome: Cold/Damp/Heat/Wind*
Blood deficiency
Kidney deficiency†
Kidney Qi deficiency
Kidney yang deficiency
Kidney yin deficiency
Qi and Blood stagnation
Qi stagnation
Liver Blood deficiency
Liver Qi stagnation
Spleen Damp
Spleen deficiency†
Spleen Qi deficiency
Spleen yin deficiency
Western diagnosis only
Other diagnoses (each)‡

5
1
6
13
2
8
57
18
2
7
1
1
11
1
6
1–3

6%
1%
7%
15%
2%
9%
67%
21%
2%
8%
1%
1%
13%
1%
7%
1–4%

9
4
12
16
3
6
38
24
3
12
0
3
10
0
0
1–2

12%
5%
16%
22%
4%
8%
52%
33%
4%
16%
0%
4%
14%
0%
0%
1–3%

*Four different subdiagnoses were made.
†General category; a more specific diagnosis was not mentioned.
‡General yin deficiency was recorded three times, and 14 other diagnoses were recorded once or twice during the clinical trial. A total of 19 other diagnoses
were recorded in the teaching clinic on one or more occasions.

increasingly popular with both patients and
healthcare practitioners, and the NICE recommendations of 2009 may have further increased
this level of acceptance.
Acupuncture effects
The description of the effects of acupuncture will
differ according to whether one consults a traditional Chinese medicine (TCM) text or a Western medical acupuncture one.
Traditional Chinese medicine diagnoses
and explanations for the effect of
acupuncture
In TCM, meridians are channels that carry Blood
and also Qi, the body’s vital energy. There are
12 meridians within the body, including six extra
ones. These channels are not recognized anatomically in the Western medical paradigm. The
meridians connect the interior of the body with
its outer surface, working with points in the skin
that are believed to affect internal processes. The
yin and yang theory is central to the tenets of
TCM. There are six yin meridians and six yang
ones, which are more calming and more stimulating, respectively. Both yin and yang should be
 2015 Acupuncture Association of Chartered Physiotherapists

in balance for perfect health. Acupuncture is
considered a yang treatment because it is a
stimulatory treatment that works by sending
impulses from the exterior to the interior of the
body. The insertion of needles in acupuncture is
said to rebalance disharmonies in the flow of
Blood and Qi. Classical theory recognizes 365
acupuncture points (Kaptchuk 2000).
There is often only a weak agreement between
different TCM physician diagnoses of patients
with NSLBP (Sherman et al. 2009). A study by
Sherman et al. (2001) investigated the diagnosis
and treatment of 150 patients with chronic LBP
by traditional TCM acupuncturists. The authors
noted that a diagnosis of Qi and Blood stagnation was made in 85% of these cases. In 33–51%
of patients, a diagnosis of Kidney deficiency or
one of its three subtypes was made. A significant
variation in acupuncture treatment was noted,
with more than 85 different acupuncture points
being used (see Table 1).
Western medical acupuncture
explanations for the effect of acupuncture
During the 1970s, two acupuncture research
groups conducting independent investigations
15
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both discovered that acupuncture treatment
facilitated the production of endorphins that
could be blocked by naloxone, an opioid antagonist (Pomeranz & Chiu 1976; Mayer et al. 1977).
The work of these researchers was pivotal in
underpinning the acceptance of acupuncture
treatment by Western medicine.
In a systematic review of 33 papers, Moffet
(2006) stated that the observed therapeutic
effects of acupuncture are borne out of a release
of endogenous neurochemicals including serotonin and -endorphins. Two studies concluded
that the primary effects of acupuncture are those
that operate on the spinal or pain-gate level
(Chiu et al. 2005; Leung et al. 2005).
Other studies make reference to autonomic
and circulatory effects (Longhurst 2013),
mechanical stimulation of neural and collagenous tissue, and stimulation of higher central
nervous system centres (Moffet 2006). Growth
factor control effects of acupuncture are also
cited in the literature (Shang 2009). Both the
Eastern and Western schools of acupuncture
agree that a specific type of sensation should be
elicited during acupuncture needling, which is
experienced as pressure, discomfort, numbness
or stretch. This sensation is said to be vital to
optimize the benefits of acupuncture and is
known as De Qi (Hui et al. 2007; Liu 2009).
An RCT by Haake et al. (2007) of acupuncture
for LBP compared patients receiving true and
sham acupuncture, and conventional therapy in
the form of drugs, physical therapy and exercise.
They showed that both sham and true acupuncture produced similar results that were twice as
effective in the treatment of LBP as conventional
therapy. The authors made the point that the
sham acupuncture used in this study did not
elicit De Qi despite displaying similar effectiveness to normal acupuncture, which did produce
it. Brinkhaus et al. (2006) found similar findings
when comparing minimal acupuncture to standard acupuncture.
Studies investigating the effect of
acupuncture on low back pain and its
adverse effects
Furlan et al. (2005) undertook a Cochrane review
to investigate the effects of dry needling and
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acupuncture on low back myofascial syndrome.
The selection criteria included RCTs that investigated the above treatments in subacute to
chronic pain. Thirty-five studies were identified,
yielding 2861 patients; only three of these RCTs
investigated effects in acute LBP. Overall, there
were issues with respect to poor methodology
and low sample sizes in a number of the studies.
There was some evidence that acupuncture was
effective in terms of analgesia for and functional
improvement of LBP in chronic cases, when
compared to sham acupuncture or no treatment.
These effects were observed either immediately
following treatment or in the short term, i.e. up
to 12 weeks. When acupuncture was combined
with other therapies, it was reported to be more
effective for relieving LBP than those other
therapies alone. Dry needling is believed to be
effective for chronic LBP. Furlan et al. (2005)
stated that no firm conclusions could be established with respect to acute LBP.
Thomas et al. (2006) compared the effect of a
short course of traditional acupuncture with a
package of usual care for persistent LBP. Two
hundred and forty-one patients (age range=18–
65 years) with LBP of 4–52 weeks in duration
were investigated. The patients were randomized
into either a short course of acupuncture
(n=159) or usual care (n=80), which amounted
to National Health Service treatment according
to an assessment of need by a general practitioner (GP). Acupuncture treatment consisted
of approximately 10 treatments over 12 weeks,
which was the frequency and time frame later
suggested by Savigny et al. (2009). The acupuncturists were allowed to choose which acupuncture points they preferred to use in order to
mirror day-to-day practice, and also to avoid a
prescriptive approach. Usual care consisted of
physiotherapy, manipulation, drug treatment or
the prescription of back exercises. After
3 months, the patients in the acupuncture group
were significantly more likely to have experienced greater satisfaction with their treatment.
At 24 months, the acupuncture group were more
likely to report fewer concerns, less likely to use
analgesics and more likely to report no pain
during the preceding 12 months. Although
Thomas et al. (2006) commented on the adverse
 2015 Acupuncture Association of Chartered Physiotherapists
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events that can be associated with acupuncture,
no serious events requiring hospital admission,
or causing disability or fatality occurred during
the course of their study. Sixteen patients (10%)
withdrew from the acupuncture arm of the trial,
and four of them (2.5%) cited specific events
related to acupuncture for doing so (e.g. pain at
the site of needling).
Acupuncture was deemed to be a safe treatment after the Survey of Adverse Events Following Acupuncture (SAFA) review by White
et al. (2001) because an incidence of only
684 events per 10 000 consultations was
observed. Over the course of 31 822 acupuncture consultations by 78 acupuncturists, only
2178 events were recorded, and none of these
were designated as serious. Seventy per cent of
cases were cited as common minor adverse
events such as an exacerbation of symptoms,
bleeding or pain from needling that were followed by a resolution of the symptoms. In the
study by Thomas et al. (2006), 23% of patients
who received at least one acupuncture treatment
reported a non-permanent worsening of symptoms, which is a significantly lower figure than
that reported in the SAFA study. This could be
because the SAFA investigation examined a
heterogeneous group of participants suffering
from a variety of pathologies, whereas only
patients with LBP were investigated by Thomas
et al. (2006). In an RCT of patients with LBP
comparing acupuncture, minimal acupuncture
and a no treatment/waiting list group, 13 participants in the acupuncture group (n=146)
reported adverse events, most notably haematoma and bleeding (Brinkhaus et al. 2006). The
researchers conceded that the findings of this
research could be peculiar to their particular
demographic.
Rubinstein et al. (2010) undertook a review
investigating the effects of spinal manipulative
therapy (SMT), herbal medicine and acupuncture
on chronic NSLBP. In total, 17 RCTs were
deemed appropriate and were considered to have
a low risk of bias. There was evidence that
acupuncture provides a clinically relevant shortterm effect when compared with a waiting list
control, or when it is added to another intervention. The authors reported that acupuncture
 2015 Acupuncture Association of Chartered Physiotherapists

produced better results than SMT and herbal
medicine. While this particular review suggested
that a lack of benefit was associated with SMT
for chronic LBP, this was not necessarily
believed to question its efficacy.
Brinkhaus et al. (2006) compared the effects of
acupuncture and minimal acupuncture (in which
superficial insertion is employed at nonacupuncture points with no manual stimulation
or elicitation of De Qi) with a control group
receiving no treatment. Acupuncture was found
to be more effective in reducing chronic LBP
than no acupuncture treatment, but there were
no significant differences between acupuncture
and minimal acupuncture.
In contrast to the work of Brinkhaus et al.
(2006) and Haake et al. (2007), Manheimer et al.
(2005) concluded that current data show that
acupuncture is more effective than sham acupuncture and no additional treatment in providing short-term relief of chronic LBP. This shortterm relief seems to be sustained over the longer
term; however, the authors were uncertain about
its lasting effects because of a lack of quality
long-term data. Ratcliffe et al. (2006) endorsed
the use of acupuncture for persistent LBP, and
using a quality-adjusted life-year analysis, stated
that acupuncture was cost-effective for this condition.
Cheshire et al. (2013) investigated 80 patients
who attended a back pain service in a primary
care and community setting. The programme
consisted of acupuncture, self-management
(incorporating group sessions covering pain
management, pacing, cognitive behavioural
therapy and relaxation) and information sessions
(detailing pain/spasm cycles, and the effects of
mood, stress and exercise). Self-management
combined with acupuncture, rather than selfmanagement in isolation, was found to be particularly effective, although the best method of
engaging self-management was uncertain.
Different modes of acupuncture have been
found to be effective in the treatment of chronic
LBP. In a comparison of usual care (massage,
physical therapy and analgesia), standardized
acupuncture in which the lumbar region was
needled and a Hegu group using a specific
penetration mode, Yun et al. (2012) reported that
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the Hegu group obtained the best Roland–
Morris Disability Questionnaire and 36-Item
Short Form Health Survey scores, and also pain
scores that were maintained at 48 weeks. The
Hegu acupuncture point (Large Intestine 4) is
believed to have a general analgesic effect on
both chronic LBP and also musculoskeletal pain
in general (Lian et al. 2005). It has been found to
be the most responsive point in terms of De Qi
when compared with other acupuncture points
(Hui et al. 2007). Yun et al. (2012) stated that
acupuncture using both specific points and
meridians causes the release of endorphins,
dynorphins and substance P, which induce analgesia. However, these authors postulated that
their specific Hegu needling technique, which
involved twirling, drawing back the needle and
angling it to follow the meridian, led to the
superior results in the Hegu group. Yun et al.
(2012) did not suggest that applying the same
needling technique in the standardized acupuncture group would have improved treatment
effectiveness in these patients, but it is a possible
area for further research.
Subgrouping of patients with low back
pain
For some time, there has been a need for clinical
trials in which the subgrouping of patients with
LBP is taken into account (Deyo et al. 1992). The
identification of subgroups of patients for whom
different treatments are superior has been
referred to as the ‘‘Holy Grail’’ of LBP research
(Foster et al. 2011). A recent study, which
examined the effects of manipulation in addition
to other interventions in patients with acute and
subacute LBP, concluded that outcomes are
improved when patients are matched to an
intervention according to their signs and symptoms, as opposed to being randomly assigned to
a particular therapy (Rubinstein et al. 2010).
A group of researchers unsuccessfully
attempted to utilize a questionnaire known as the
Mechanical and Inflammatory Low Back Pain
Scale to segregate patients with LBP into either
rheumatological (i.e. inflammatory) or mechanical types of lumbar pain (Riksman et al. 2011). It
should be noted that this study involved a
relatively small number of patients (n=50), and
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first contact was in a chiropractic clinic. Given
the often disabling features of inflammatory back
pain, it is questionable whether such patients
would seek manual therapy ahead of visiting
their GP, or local accident and emergency
department, and a repetition of the study in these
settings could possibly yield different results.
Historically, LBP subgrouping strategies have
been based on pathological anatomy (e.g. disc
prolapses and degenerative joint disease), and
have been unsuccessful (Deyo et al. 1992). Herbert et al. (2011) described a treatment-based
classification system for LBP in which patients
are initially screened for serious pathology and
biopsychosocial signs, and following this, information from their subjective and physical examinations is used to allocate them to a treatmentbased subgroup (Fig. 1).
Such subgrouping is said to improve the
effectiveness of the care provided to patients
with LBP. Despite evidence that subgrouping
such patients leads to better outcomes, these
classification schemes are used infrequently
by clinicians according to Karyannis et al.
(2012). The above authors investigated five
dominant movement-based schemes: Mechanical Diagnosis and Treatment (MDT);
Treatment Based Classification (TBC); Pathoanatomic Based Classification (PBC), Movement System Impairment Classification (MSI);
and the O’ Sullivan Classification System
(OCS). It was concluded that the different
systems vary. A biomechanical assessment is the
key feature of MDT, PBC and MSI schemes,
psychosocial signs are considered in the OCS,
and fear avoidance is central to TBC. This
variety of classification schemes illustrates the
differing types of characteristics found in
patients with LBP, and may prove beneficial in
offering clinicians more than one standard form
of assessment and the ability to utilize the
particular strengths of the individual schemes in
evaluating specific patients.
Subgroups of patients who may have an
increased likelihood of a response to
acupuncture
As part of a large trial evaluating acupuncture for
chronic LBP, Sherman et al. (2009) sought to
 2015 Acupuncture Association of Chartered Physiotherapists
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Figure 1. Stepwise decision-making process for patients with low back pain who are assessed using treatment-based
classification (adapted with permission from Herbert et al. 2011, Fig. 1, p. 535).

identify subgroups of participants who were
responsive to acupuncture. This study found that
individuals with chronic LBP who had more acute
baseline dysfunction exhibited the most shortterm benefit from acupuncture. The authors
found that individuals with chronic LBP who had
more acute baseline dysfunction exhibited the
most short-term benefit from acupuncture.
In a study of 2388 patients, Witt et al. (2006)
found that there were several characteristics that
were predictive of an enhanced response to
acupuncture. The first correlated with that of
Sherman et al. (2009), i.e. worse baseline back
function, and two further factors were a younger
age and more than 10 years of education.
Smedley et al. (2005) provided evidence that
may assist in the subgrouping of patients with
LBP. They undertook two prospective, longitudinal epidemiological studies of risk factors for
developing a new episode of back pain during a
2-year follow-up, and discovered that there was a
significant difference between patients with
either sudden- or gradual-onset LBP. Low back
pain of sudden onset was associated with higher
levels of disability and more sick leave from
 2015 Acupuncture Association of Chartered Physiotherapists

work, while that with a gradual onset showed no
significant relationship with occupational tasks,
but was associated with psychological symptoms.

Discussion
Although the 2009 NICE clinical guideline supports acupuncture as the most efficacious treatment for LBP (NICE 2009), this has not always
been the case. Van Tulder et al.’s (1999)
Cochrane review of acupuncture for LBP concluded that it was ineffective. One suspected
reason for this is that five relatively large, highquality, sham or no treatment control RCTs have
been published since 1999, four of which
favoured acupuncture (Manheimer et al. 2005).
These studies may have contributed to the decision made by NICE to endorse this treatment
modality. Future higher-quality research studies
into the effects of acupuncture could possibly
further support its application in the treatment of
LBP. Vas et al. (2006) went into great detail
about the various control groups used in RCTs
of acupuncture for LBP, including employing
sham needling, non-acupuncture points, points
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not considered to be suitable for LBP and
retractable needles. However, Haake et al. (2007)
demonstrated that sham acupuncture was almost
as effective as standard acupuncture, and Liu
(2009) showed that points that are distant from
the area of LBP can produce analgesia. Therefore, studies using such controls could inadvertently be reducing the measurable benefit of
standard acupuncture. It has been asserted that
any placebo comparison for acupuncture must
be inert and non-penetrative (Vas et al. 2006).
A significant placebo effect is sometimes
attributed to the effectiveness of acupuncture on
the basis of the assumption that, if patients have
positive prognoses with respect to their acupuncture treatment, then these outcomes will be
realized (Kalauokalani et al. 2001; Liu 2009).
Conversely, Thomas et al. (2006) found that
individuals with higher expectations of acupuncture experienced no greater benefit from treatment, and those with ambivalent attitudes
towards acupuncture actually reported more benefit than any other group.
Along with De Qi, TCM also refers to Zhi
Shen, a need to address the emotional needs of
the patient. It is believed that Zhi Shen is often
overlooked in acupuncture research, and that the
combination of the components of acupuncture
(i.e. elevated expectations and beliefs, the focus
on the body itself, the specificity of acupuncture
points, and manual stimulation of the needles)
has a stronger psychological element than other
treatment modalities (Liu 2009). It could be
asserted that Zhi Shen is possibly the TCM
equivalent of the psychosocial or ‘‘yellow flag’’
signs associated with LBP in Western medicine.
The therapeutic relationship between the patient
and practitioner emerged as a potent driver for
acceptability in an LBP RCT investigating the
effect of acupuncture, with a good rapport and
trust cited as key determinants of success (Hopton et al. 2014).
Thomas et al. (2006) stated that the one-to-one
nature of needling treatment, the enhanced
attention from the acupuncturist and the relaxing
experience of this modality resulted in significantly reduced concerns about LBP in an acupuncture cohort, a finding that was not observed
in a group given usual care. With regard to
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reducing stress, relaxing the patient, giving reassurance and managing expectations are all cited
as contributing to moderating the psychosocial
aspects of LBP (Pincus et al. 2002). Acupuncture
is effective in reducing elevated blood pressure
and altering autonomic outflow, which assists in
the promotion of relaxation (Longhurst, 2013).
A systematic review by Linton (2000) found
that there was a stronger psychological element
to chronic LBP, and correspondingly, less
psychological distress was reported in patients
with acute LBP. It has been reported that acupuncture is more effective in chronic LBP (Furlan et al. 2005; Thomas et al. 2006), and it is
possible that its increased effectiveness in such
patients is a result of its greater efficacy in
treating both the physical and psychological
aspects of chronic pain in comparison to conventional treatment.

Conclusion
Acupuncture is a justifiable and cost-effective
treatment modality for LBP, and it is particularly
beneficial for patients with chronicity. At least
one paper has found that needling a particular
point (Hegu) using a specific needling technique
is more effective than a standardized acupuncture prescription local to the lumbar spine (Yun
et al. 2012). Currently, there are arguments both
for (Kalauokalani et al. 2001; Liu 2009) and
against (Thomas et al. 2006) a patient’s preexisting attitudes and beliefs contributing to a
positive or negative response to acupuncture.
Certain classification schemes exist for patients
with LBP that, if utilized, are believed to improve
treatment outcomes (Karyannis et al. 2012).
These schemes can be used to treat patients with
LBP independently of or in conjunction with
needling. Acupuncture treatment outcomes
appear to be enhanced in patients with LBP who:
have higher baseline pain and dysfunction scores
at the commencement of treatment; are younger;
and have undergone more than 10 years of
education (Witt et al. 2006). Patients who experience a gradual onset of LBP may respond more
favourably to acupuncture than those who suffer
an acute onset of symptoms (Smedley et al.
2005). The addition of a self-management
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package is believed to increase the effectiveness
of acupuncture treatment for LBP (Cheshire
et al. 2013).
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Physiotherapists’ experiences of and attitudes
towards the use of acupuncture as a treatment
modality
N. Rehman
Hillingdon Community Rehabilitation Team, Central and North West London NHS
Foundation Trust, Yiewsley, Middlesex, UK

Abstract
This study was undertaken in order to investigate physiotherapists’ experiences of and attitudes
towards the use of acupuncture within the UK National Health Service (NHS). The main
questions asked were: what are physiotherapists’ experiences of using acupuncture, and what are
the factors or barriers that influence their attitude towards the use of acupuncture? A survey
questionnaire was utilized to obtain quantitative data. One hundred and one questionnaires
were distributed to NHS physiotherapists working in the Hounslow and Hillingdon Local
Research Ethics Committee catchment area, resulting in the return of 77.2% of the forms. The
results revealed that a large percentage of physiotherapists considered acupuncture to be a
useful adjunctive modality to physiotherapy, but the use of acupuncture was not high among
the respondents. Nearly half of the participants had formal training in acupuncture; however,
not all of them were practising it, and those who did do so were treating no more than 10–29%
of their patients with the technique. The attitude towards the use of acupuncture was generally
positive, and there was a variation in the attitudes of physiotherapists in relation to their year of
graduation. Physiotherapists who graduated in the 1960s and 1970s showed a lack of interest in
the use of acupuncture, despite their positive attitudes towards this specialty. Those who
graduated in the 2000s showed positive attitudes towards acupuncture, but made little use of it.
Those who graduated in the 1980s and 1990s reported positive attitudes and a greater use of
acupuncture. Understanding physiotherapists’ attitudes and the factors influencing their
decision to use the technique, and their preference or non-preference for using it over other
modalities may allow clinicians to use acupuncture more effectively.
Keywords: acupuncture, attitudes, experiences, physiotherapy.

Introduction
Public and professional interest in complementary and alternative medicine (CAM) has been
increasing since the 1980s (Reilly 1983; Wharton
& Lewith 1986; Anderson & Anderson 1987;
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Thomas et al. 1993). Acupuncture, a form of
CAM, has become more popular within healthcare, and is widely used in both the National
Health Service (NHS) and private settings. It is
evident from studies that there is an increasing
demand for this modality in the UK (Harborow
& Ogden 2004). It has been estimated that three
million acupuncture treatments are given in
England each year, one million within the NHS
and two million in the private sector (NHSCRD
2001). Physiotherapy has often been considered
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to be an alternative form of treatment that can
reduce dependency on medication, and it is
recognized as a drug-free therapeutic option.
Over the years, physiotherapy has constantly
changed, adapted and improved upon the
modalities it employs to treat patients. In keeping
with this evolutionary process, various complementary approaches have been, and are being,
incorporated into physiotherapy practice (Key
1995).
Traditional Chinese medical acupuncture is
complementary to physiotherapy training in its
holistic approach. The Chartered Society of
Physiotherapy (CSP) amended its specified
scope of practice in 1982 to include acupuncture
as a treatment modality (Alltree 1993). The CSP
is the professional, educational and trade union
body for the UK’s 47 000 chartered physiotherapists, physiotherapy students and assistants.
There are over 30 professional networks (PNs)
affiliated with the CSP, including four recognized
complementary therapy groups, and the Acupuncture Association of Chartered Physiotherapists (AACP) is the largest of all these PNs
(CSP 2015). Out of the 65 000 members of the
CSP, over 6400 are members of AACP, and
approximately 70% work in the NHS (AACP
2014). Acupuncture training allows physiotherapists to extend their scope of practice.
Trainee general practitioners (GPs), students,
physiotherapists and CAM practitioners generally
have a positive attitude towards acupuncture.
However, some studies have shown that there
are both barriers and preferences related to the
use of acupuncture. Barriers include a lack of
knowledge and training, and restrictions imposed
by managers and GPs. Preferences include
patients’ and practitioners’ perceptions of and
beliefs about the successful results of acupuncture, cost-effectiveness, patient demand, and the
minimal side effects and placebo effects associated with CAM. The published research on
clinicians’ attitudes to acupuncture is limited,
particularly with regard to physiotherapists’ attitudes to acupuncture, and the reasons why they
use acupuncture or choose not to do so.
The purpose of the present study was to
investigate the use of acupuncture by physiotherapists, their preference or otherwise for it
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over other treatment modalities, their experience
of using the technique, their attitudes to and
beliefs about its efficacy, what contributes to
their decision to use needling, how they judge its
effectiveness, and the barriers to its use. The
findings of this study could contribute to: the
development of continuing professional development (CPD) courses; revisions to the curricula
of academic physiotherapy programmes; directions for future research in evaluating the
increasing use of acupuncture in physiotherapy
practice; and identifying areas where more
evidence is required to support the use of
acupuncture.

Participants and methods
Study design
A survey methodology was chosen in order to
explore physiotherapists’ experiences of and attitudes towards acupuncture. A survey can be a
relatively cheap and quick way of obtaining
fact-finding information (Bell 1999). Questionnaires are commonly used for measuring attitudes and beliefs in healthcare research (Sim &
Wright 2000); these are relatively low in cost, and
self-completed questionnaires also avoid the
possibility of the interviewer directly influencing
the responses (Parahoo 1993; Haralambos &
Holborn 1995). Therefore, self-administrated
questionnaires were an appropriate option for
the present study. In order to determine physiotherapists’ views about the use of acupuncture,
the questionnaire was designed to gather information regarding: physiotherapists’ postqualification experience; the type of patient and
the conditions they treat; their beliefs about
acupuncture; their preference or otherwise for
using acupuncture, or referring patients for it;
and barriers and restrictions to the use of acupuncture. To assist the development of the
questionnaire, the present author conferred with
a group of interested peers, asking for their
opinions on and thoughts about the use of
acupuncture in their practice. This information
was used to develop the first draft of the
questionnaire. An expert appraisal was sought
to improve this version. Using the information
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the assessors provided, the first draft was
reviewed and the second draft of the questionnaire was designed accordingly. It was comprised of two sections relating to both basic and
more-specific factors relating to experiences and
attitudes.
Prior to distribution, the questionnaire was
tested with the help of eight physiotherapy
colleagues. These individuals were not involved
in the construction of the questionnaire, and
were not from the geographical area from which
the survey sample was taken (Czaja & Blair 1996;
Fowler 2002). In order to minimize the risk of
misunderstanding and incorrect completion, a
covering letter explaining the nature of the study
and clear instructions for completing the questionnaire were sent with it (Williams 2003).
These colleagues were asked to give feedback
regarding the layout and clarity of the questionnaire, and their suggestions were used to refine it
(Moser & Kalton 1989).
Using a convenience sampling approach, the
final self-administrated questionnaires were distributed to the study sample of physiotherapists,
who met the inclusion criteria (Dillman 1978;
Oppenheim 1992; Fowler 2002). The present
author used e-mail to explain the nature of the
study and issues concerning confidentiality to the
team leaders of the departments involved. Thereafter, the questionnaires were delivered to the
departments in named envelopes addressed to
each physiotherapist working there. The lists of
physiotherapists were obtained in advance from
the team leaders. The participants were requested
to return the completed questionnaires within a
given time. A number of strategies were used in
designing this study to enhance its quality and
rigour.
Follow-up has been shown to increase
response rates; in the present project, it gained a
further 26.7% return, and was deemed very
successful and worthwhile. The author kept track
of the completed questionnaires using a coding
system on the stamped addressed envelope, and
sent a reminder to those who had not responded
after the deadline had passed (Moser & Kalton
1989). Finally, a thank-you letter was sent to all
the departments involved.
 2015 Acupuncture Association of Chartered Physiotherapists

Study population
The present study was conducted in the Hounslow and Hillingdon Local Research Ethics
Committee (LREC) catchment area, which
includes the Hillingdon Primary Care Trust
(HPCT), Hillingdon Hospital, Hounslow Primary Care Trust and West Middlesex Hospital.
The study included all physiotherapists working
for the NHS within the study area. A convenience sample of 107, i.e. the total number of
physiotherapists working full-time, part-time or
as a locum for the NHS within the preset
geographical area, were included. All physiotherapists practising outside the preset geographical area and non-NHS staff were excluded.
The demographic characteristics of the respondents are detailed in Table 1.
Data analysis
A descriptive approach was adopted in order to
analyse the quantitative data obtained from
closed responses. The Statistical Package for the
Social Sciences software package, Version 16.0
(SPSS Inc., Chicago, IL, USA) was used for the
analysis. The forced-response questions in the
questionnaires were pre-coded, and the numerical values of all the categories were printed on
the questionnaires. Each returned questionnaire
was given an identifying case number before the
responses were manually entered into a computer. The answers to the questions requiring
explanatory responses were analysed by grouping
together similar comments and identifying recurrent themes. The complete data set was carefully
checked and any errors were corrected (Jolliffe
1986; Altman 1991; Oppenheim 1992; Pallant
2001). In order to analyse and generalize these
results further, Pearson’s 2 test of independence
and Fisher’s exact test were used to assess the
association or lack of correlation between two
variables. The results were significant if the
P-value was smaller than the -value of 0.05
(Jaeger 1990; Altman 1991; Newton & Rudestam
1999).
Ethical approval
Ethical approval for the present study was
sought and obtained from the following institutional review boards: Hounslow and Hillingdon
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Table 1. Demographic characteristics of the respondents
Variable

Number

Percentage

Gender:
female
male

62
16

79%
21%

Age group (years):
21–30
31–40
41–50
51–60
d 61

28
29
14
6
1

36%
37%
18%
8%
1%

Professional status:
senior
superintendent
junior

62
12
4

80%
15%
5%

Year of qualification in physiotherapy:
1960–1969
2
1970–1979
10
1980–1989
11
1990–1999
27
2000 to date
28

3%
13%
14%
34%
36%

Area of work:
outpatients
general practice outpatients
community
elderly care
inpatients
palliative care
paediatrics
neurology
extended scope practitioner
pain management
rotational
cardiac rehabilitation
management
orthopaedics
respiratory rapid response/
integrated care team
special schools
women’s health

30
19
16
13
8
6
6
5
2
2
2
1
1
1
1

38.9%
24.4%
20.5%
16.7%
10.3%
7.7%
7.7%
6.4%
2.6%
2.6%
2.6%
1.3%
1.3%
1.3%
1.3%

1
1

1.3%
1.3%

Local Research Ethics Committee; Coventry
University Research Ethics Review Committee;
the Central Office for Research Ethics
Committee; and the Hillingdon Research and
Development Office.

Results
One hundred and one questionnaires were distributed to the physiotherapists working in the
sample area. Eighty questionnaires were
returned, 78 completed and two uncompleted,
which gave a response rate of 77% (n=78).
The results showed that there was a significant
difference in attitudes between respondents who
treated patients with acupuncture or referred
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Table 2. Approximate numbers and percentages of patients
respondents referred for or treated with acupuncture
Percentage of patients

Frequency

Percentage of
respondents

<10%
10–29%
30–49%
50–69%
70–89%
0%*

34
13
5
1
2
23

43.6%
16.7%
6.4%
1.3%
2.6%
29.5%

*These respondents did not use acupuncture in their practice.

them for it, and those who did not (P=0.001).
Moreover, there was a significant difference in
attitudes between those who had undergone
formal training in acupuncture and those who
had not (P=0.033).
The majority of the physiotherapists in the
sample area were female, aged between 21 and
40 years, and were working as senior physiotherapists. A large number had qualified within
the past 17 years, and were working in a number
of different specialist areas: 63% (n=49) in
outpatient clinics; and 21% (n=16) in community settings.
Seventy-one per cent (n=55) of respondents
had treated patients with acupuncture or referred
them for it.
Acupuncture was considered a useful form of
treatment by 92 % of respondents, but only 71%
treated patients with acupuncture or recommended it. The 2 test was used to analyse the
data, and it was found that the association of
physiotherapists’ attitudes to acupuncture and
their use of the technique was significant
(P=0.0001).
The percentage of patients whom physiotherapists treated with or referred for acupuncture varied across a wide range: 44% of
respondents treated or referred less than 10%
patients with or for acupuncture; and only 3% of
respondents used acupuncture to treat 70–89%
of their patients (see Table 2). The majority of
physiotherapists treated or referred >10% of
their patients with or for acupuncture.
Very few respondents who qualified before
1990 considered acupuncture to be a useful
modality. A gradual increase in positive attitudes
and experiences was observed when the physiotherapists’ year of qualification was compared
 2015 Acupuncture Association of Chartered Physiotherapists
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Table 3. Physiotherapists in each year group who referred or treated their patients for or with acupuncture
Physiotherapists who have experience of referring or treating patients for or with acupuncture

Year of qualification

Percentage of
physiotherapists who
considered acupuncture a
useful form of treatment

Percentage of patients
whom they refer for or
treat with acupuncture

Percentage of
physiotherapists within
this subgroup

Total percentage for this
subgroup

1960–1969

1%

<10%
10–29%
30–49%
50–69%
70–89%

0%
1%
0%
0%
0%

1%

1970–1979

13%

<10%
10–29%
30–49%
50–69%
70–89%

5%
2%
1%
0%
0%

8%

1980–1989

13%

<10%
10–29%
30–49%
50–69%
70–89%

10%
1%
0%
0%
0%

11%

1990–1999

22%

<10%
10–29%
30–49%
50–69%
70–89%

8%
8%
3%
1%
2%

22%

2000 to date

43%

<10%
10–29%
30–49%
50–69%
70–89%

20%
9%
10%
0%
0%

39%

with the percentage of patients whom they
treated with or referred for acupuncture (see
Table 3). Respondents who qualified in the
1990s used acupuncture more intensively in
comparison to other year groups.
lthough physiotherapists’ training in acupuncture affects their use of acupuncture, the 2
test showed that the association between the
physiotherapists’ training in acupuncture and
their use of the technique was not significant
(P=0.061).
Of the 59% of respondents who had undergone acupuncture training, the majority (41%)
had taken a basic course, 13% had gone on an
intermediate one and 4% had taken specialized
modules (e.g. acupuncture in palliative care, or
for respiratory conditions, sports injuries or pain
management), but only 1% had completed an
advanced course. Forty-one per cent of respondents had had no training in acupuncture. Fisher’s
exact test showed that the association between
 2015 Acupuncture Association of Chartered Physiotherapists

physiotherapists’ attitudes towards acupuncture
and their level of training was not significant (P
>0.05). Of the respondents who had undergone
acupuncture training, 26% (n=15) were male
and 74% (n=44) were female.
Of those who did not have any formal training
in acupuncture, 58% wanted to do so and 42%
did not. The reasons for not participating in
formal training were a lack of: time (23%);
funding (22%); interest (12.8%); and managerial
support (2.6%). Out of those respondents who
gave reasons for not pursuing CPD courses in
acupuncture: 36% stated that they did not feel
the need to learn acupuncture because they treat
their patients successfully using other modalities;
18% reported that they had lost interest because
they did not get good results using acupuncture;
14% had completed their physiotherapy degree
only 12 months ago and so they had not had an
opportunity to learn a new skill; 14% found that
the course venues were too far away; 11% had
27

Acupuncture as a treatment modality
no opportunity to use acupuncture in their current job role (e.g. working in an inpatient setting
or being a manager with no clinical caseload);
and 7% stated that they had taken all the useful
short CPD acupuncture courses already and did
not want to repeat their training by attending
similar ones.
In response to the question about whether a
patient’s diagnoses and conditions affect the
respondents’ decision to use acupuncture, 54%
stated that they considered these factors before
they referred them for or treated them with
acupuncture, and 14% did not do so. The
remaining 32% did not use acupuncture. Using
the 2 test, the association between the physiotherapists’ decision to use acupuncture and the
patient’s diagnosis was found to be significant
(P=0.001). Only 22% of respondents considered their patients’ age before treating or recommending them for acupuncture.
The respondents provided comments that
explained why patient diagnosis affects their
decision about whether to use acupuncture or
not, and these statements were grouped according to common themes. A large majority of the
physiotherapists believed that other physiotherapy approaches are often more suitable for
the treatment of some conditions, and pointed
out that acupuncture is sometimes contraindicated for certain conditions. However, they
agreed that some conditions respond better to
acupuncture than other approaches. The
respondents also indicated that patient and practitioner perceptions of success about the treatment of some conditions also play a part in
choosing to use it for those problems.
With regard to the question about medical
conditions that they would treat with acupuncture or recommend it for, the physiotherapists
were given the option to tick all relevant
responses. Eighty per cent of respondents
treated patients with musculoskeletal (MSK)
conditions with acupuncture or recommended
it, and 78%, 55% and 19% used it for chronic
pain conditions, acute pain conditions and neurological conditions, respectively. Using Fisher’s
exact test, the association between physiotherapists’ attitudes and the medical conditions
for which they use acupuncture was only found
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to be significant for MSK conditions
(P=0.002), and was not significant for chronic
pain (P=0.07), acute pain (P=0.018) or neurological conditions (P=0.53). Five per cent of
respondents specified that they treated patients
or referred them to their colleagues who practise acupuncture for conditions like incontinence,
menopause,
excessive
sweating,
psychosomatic conditions, stress, smoking cessation, respiratory conditions and pain management in palliative care.
Only a small minority of physiotherapists considered their patients’ gender before treating
them with acupuncture or recommending it.
There was no difference in respondents’ preference for treating male or female patients with
acupuncture or referring them for it. Using the
2 test, the association of the patients’ gender
and the physiotherapists’ decision to use acupuncture was not found to be significant
(P=0.56).
With reference to their patients’ age, respondents provided explanations as to why this affects
their decision about whether to use acupuncture
or not, and the comments were grouped according to common themes. Many physiotherapists
were concerned about elderly patients’ complex
medical conditions and frail skin, and others
were apprehensive about their lack of experience
of treating children with acupuncture. Moreover,
some respondents were worried about the legal
issues associated with gaining consent for treating very young patients or those who have
dementia. However, 67% stated that a patient’s
age does not affect their decision to use acupuncture, 22% considered a patient’s age before
treating him or her with acupuncture or referring, and 11% stated that they do not use
acupuncture at all. Using the 2 test, the association between a patient’s age and the physiotherapists’ decision to use acupuncture was
found to be significant (P=0.001).
Sixty-nine per cent of respondents reported
factors that positively influence their decision to
use acupuncture, and 61% provided reasons for
why these did so. Some stated that acupuncture
is a useful adjunct to other forms of physiotherapy treatment, and mentioned that their
patients often asked to be treated with it. They
 2015 Acupuncture Association of Chartered Physiotherapists
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Table 4. Respondents’ scores on the level of attitude to acupuncture scale

Variable
Mean
Range
Standard deviation
Attitude [% (n)]:
low positive
positive
high positive

Positive attitude about using
acupuncture from positively
worded questions (B14a)

Positive attitude about not using
acupuncture from negatively
Total positive attitude
worded questions (B14b)
(B14a + B14b)

45
12–63
8.009

41
30–55
6.266

87
45–111
11.897

9% (7)
73% (57)
18% (14)

9% (7)
83% (65)
8% (6)

1% (1)
81% (63)
18% (14)

also acknowledged that acupuncture can be used
for a variety of conditions. Some respondents
stated that it is often used as a last resort, when
other approaches have failed to work. In their
opinion, acupuncture helped certain conditions
and has general health benefits; moreover, its
efficacy has been proven by the research. They
also stated that the use of acupuncture can
reduce dependency on medication.
Sixty-seven per cent of respondents described
factors that negatively influence their decision to
use acupuncture. The reasons they provided
were: having no appropriate training in acupuncture; contraindications for using it; patients
being nervous about needling; and a previous
bad experience or bad result for the patient or
practitioner. They also stated that the use of a
transcutaneous electrical nerve stimulation
machine instead of acupuncture needles is
often more appropriate. Some respondents
believed that there is still a need for more
research evidence for its effectiveness, and a
few suggested that patients relied on passive
treatment and did not take part in their recovery
progress.
Respondents were asked to indicate degree of
agreement or otherwise with 14 positively
worded and 13 negatively worded statements

regarding using or recommending acupuncture
on a five-point Likert scale: (5) strongly agree;
and (1) strongly disagree. A summary of results
is shown in Table 4.
The attitudes of the respondents were compared with their experience of treating patients
with acupuncture or referring them for it, and
their formal training in the technique. Table 5
illustrates that the association between physiotherapists’ training in acupuncture and their attitude was significant (P <0.05), and similarly, so
was the relationship between physiotherapists’
experience of using acupuncture and their attitude (P <0.005).
A large majority (76%) of respondents agreed
that acupuncture is an effective treatment for
pain. Only 8% did not believe that acupuncture
is an effective modality. Sixty-five per cent
described good results after treating patients with
acupuncture compared to the 4% who reported a
bad experience associated with using acupuncture. Forty-two per cent of respondents were
confident in using acupuncture compared to the
40% who did not feel that they had enough
knowledge or training to use it with assurance.
Nineteen per cent agreed that they did not have
enough peer or managerial support to use acupuncture.

Table 5. Association of physiotherapists’ attitudes with their experience of and training in acupuncture
Physiotherapist’s attitudes towards acupuncture (2 test)
Variable

Physiotherapists with formal training in
acupuncture

Physiotherapists who recommend or treat
patients for or with acupuncture

B14a
B14b

P=0.001
P=0.029

P=0.01
P=0.02
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Table 6. Comparison of the physiotherapists’ demographics and their level of positive attitude towards acupuncture
Attitude [% (n)]
Variable

High positive

Positive

Low positive

Gender:
female
male

14.0% (11)
4.0% (3)

64.0% (50)
17.0% (13)

1.2% (1)
0.0% (0)

Age group (years):
21–30
31–40
41–50
51–60
d 61

8.0% (6)
6.0% (5)
4.0% (3)
0.0% (0)
0.0% (0)

28.0% (22)
29.0% (23)
14.0% (11)
8.0% (6)
1.2% (1)

0.0% (0)
1.2% (1)
0.0% (0)
0.0% (0)
0.0% (0)

Professional status:
senior
superintendent
junior

0.0% (0)
18.0% (14)
0.0% (0)

14.0% (110)
62.0% (48)
5.0% (4)

1.2% (1)
0.0% (0)
0.0% (0)

0.0% (0)
3.0% (2)
1.2% (1)
8.0% (6)
6.0% (5)

3.0% (2)
10.0% (8)
12.0% (9)
26.0% (20)
28.0% (22)

0.0% (0)
0.0% (0)
1.2% (1)
0.0% (0)
0.0% (0)

Year of qualification in physiotherapy:
1960–1969
1970–1979
1980–1989
1990–1999
2000 to date

To analyse the attitudes further, the percentage
of respondents’ attitudes obtained from answers
to questions B14a and B14b were divided into
three grades: high positive, positive and low
positive. In response to question B14a, reasons
for using acupuncture, 18% of physiotherapists
had a high positive attitude, 73% had a positive
one and 9% had a low positive response. In
response to question B14b, reasons for not using
acupuncture, respondents also indicated confidence: 84% had a positive attitude, 7% had a
high positive one and only 9% had a low positive
response.
Respondents’ level of attitude was compared
with their gender, age, professional status and the
year when they qualified as physiotherapists. This
comparison is shown in Table 6.

Discussion
There was great diversity in terms of the
respondents’ year of qualification as a physiotherapist, the range being 1964–2005, with an
average of 16 years of professional experience.
The majority of the participants were in the
21–40-year-old age group, and 80% were working as senior physiotherapists. Ninety-two per
cent of respondents considered acupuncture to
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be a useful form of treatment, and 71% recommended patients for or treated them with acupuncture while 29% did not. Fifty-nine per cent
had undergone formal acupuncture training, and
the 41% who had not still considered acupuncture to be a useful form of treatment and had a
positive attitude towards it. Twelve per cent of
respondents referred patients to their colleagues
for acupuncture.
Like other studies (Lewith et al. 2001; Mandy
& Lyons 2001), the present results also showed
that the majority of respondents had a positive
attitude towards acupuncture, although not all of
them had experience of using it. Of the 92% of
physiotherapists who considered acupuncture to
be useful, only 60% referred or treated patients
for or with it, and 40% of this subgroup referred
or treated less than 10% of their patients with
this modality.
British physiotherapists have been practising
acupuncture for over 30 years (AACP 2014). By
comparing the respondents’ years of qualification
with their attitudes towards acupuncture and
experience of using it, the present study revealed
that opinions have significantly changed in the
past decade. There were almost equal numbers
of physiotherapists who had either positive or
 2015 Acupuncture Association of Chartered Physiotherapists
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negative attitudes towards the use of acupuncture among those who qualified between 1970
and 1999. In contrast, almost all respondents
who qualified after 2000 considered it to be a
useful form of treatment. The data show that
there has been a gradual improvement in physiotherapists’ attitudes towards acupuncture over
the years and also an increase in their experience
of using it. Only 1% of respondents who qualified in the 1960s referred or treated 10–29% of
their patients for or with acupuncture.
In general, physiotherapists who qualified
between 1990 and 1999 used acupuncture intensively in their practice, and those who qualified
after 2000 used it moderately. This may be
because very few newly graduated physiotherapists had acupuncture training in comparison to the other year groups. It would be
interesting to know why only a small percentage
of the physiotherapists who qualified between
1960 and 1970 considered acupuncture to be a
useful form of treatment.
The results of the present study are comparable to the findings of Reilly (1983), Wharton &
Lewith (1986), Anderson & Anderson (1987),
Thomas et al. (1993) and Lovesey (1998), which
indicated that professional interest in CAM
started to develop in the Western world during
the 1970s and has been increasing since the
1980s. The introduction of acupuncture courses
in medical and physiotherapy schools is a fairly
recent development. Currently, it is taught in
postgraduate physiotherapy programmes in the
UK.
Fifty-nine per cent of the respondents in the
present study had undergone formal training in
acupuncture. In agreement with the findings of
Rowling & Roberts (1999), the present results
found no significant difference in the attitudes
towards acupuncture of physiotherapists who
had undergone formal training and those who
had not. However, there was a vast difference
between their knowledge of acupuncture
(P=0.02) and their experience of using it
(P=0.001). When comparing this with their year
of qualification, a trend with respect to a change
in attitude and experience was observed. The
majority of physiotherapists who had undergone
formal training in acupuncture were from the
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year group who qualified between 1990 and
1999. Of those who had undergone formal
training, 59% were members of AACP. Mills &
Peacock (1997) and Budd & Mills (2000) stated
in their reports that there are approximately
50 000 CAM practitioners in the UK, of whom
approximately 10 000 belong to a professional or
a regulatory body. Physiotherapists form the
largest group of registered health professionals
offering acupuncture (AACP 2014). The largest
PN of physiotherapists is AACP, which has over
6400 members. It would be interesting to know
why many acupuncture-trained physiotherapists
in the sample area do not wish to take up
membership of their PN; however, this was not
the aim of the present study, and another survey
or audit can be done to explore this issue.
The data revealed that both acupuncturetrained and untrained physiotherapists use acupuncture. The studies by Lovesey (1998) and
Lewith (2000) concluded that acupuncture training for physiotherapists varied from a few weekends to intensive part-time courses over several
years. The present study found that 59% of
respondents had undergone formal training in
acupuncture, and of this subgroup, 51% had
taken a basic acupuncture course, 13% had
completed an intermediate one, and 4% had
gone on special courses dealing with acupuncture
for palliative care, respiratory conditions, sports
injury and pain management; only 1% had completed an advanced acupuncture course. Physiotherapists with formal training referred or treated
a higher percentage of their patients for or with
acupuncture than those without such tuition
(P=0.02). For those physiotherapists who had
undergone formal training, their use of acupuncture varied according to their level of tuition.
Data showed that 13% of respondents had
attended intermediate-level acupuncture courses,
and only 1% had taken advanced ones. In
general, only 4% of respondents used acupuncture intensively. This finding is similar to results
reported in studies by McNeill et al. (1998) and
Alltree (1993), who suggested that the types of
training physiotherapists undergo influence their
use of acupuncture; physiotherapists with
advanced training make more use of acupuncture
when treating their patients, and employ a
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broader range of needling techniques. This may
be because advanced training gives them confidence, and a better understanding of the rationale for the choice of points, methods of
assessment and treatment. Although the results
of the present study showed that physiotherapists who have undergone advanced training are using acupuncture more in their practice,
not many physiotherapists wanted to extend
their knowledge of this field. The present results
indicate that only 24% of respondents wanted to
undergo further acupuncture training.
Male and female physiotherapists have similar
attitudes towards the use of acupuncture.
Ninety-three per cent of male and 92% of female
respondents considered this modality to be useful. Sixty-nine per cent of male and 71% of
female respondents referred patients for or
treated them with acupuncture. However, there
was a difference between male and female
acupuncture-trained physiotherapists: 75% of
male respondents had undergone formal training
in acupuncture compared to 54% of female ones.
The present author could find no previous
research comparing the gender of physiotherapists with their attitudes to and use of
acupuncture.
Previous research has shown that acupuncture
or CAM therapies are more commonly used for
older female patients with chronic conditions.
Ernst & White’s (2000) survey showed that the
use of CAM is more prevalent for 34–64-yearold patients. In the study by Harborow & Ogden
(2004), the mean age of patients referred for
CAM was 42 years (range=20–83 years). In the
light of these findings, the present author
explored whether a patients’ age affected the
physiotherapists’ decision to use acupuncture.
Sixty-seven per cent of respondents did not
consider a patients’ age before treating him or
her with acupuncture, while 22% did. The
majority of physiotherapists treated patients with
acupuncture or recommended its use across a
wide age range. The difference was significant
(P=0.001). The present results show that
respondents mostly employed this modality to
treat adult and elderly patients: ( >60 years) 60%;
(46–60 years) 59%; (31–45 years) 56%; and (16–
30 years) 51%. Only 4% of respondents treated
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patients who were <16 years of age with acupuncture or recommended it for them. This
result is in contrast to Fearon’s (2003) study,
which found that the use of CAM to treat
children was higher than in the general population. However, this may be because Fearon
(2003) investigated CAM in general rather than
acupuncture in particular.
The surveys undertaken by Ernst & White
(2000) and Harborow & Ogden (2004) showed
that females use CAM more than males. To find
out if this is a patient preference or a choice
made by the practitioner treating them, the
respondents in the present study were asked if
they consider patients’ gender before treating
them with acupuncture. The results showed that
only 7% of respondents who have undergone
acupuncture training consider a patient’s gender
before treating him or her with acupuncture; this
was to avoid points contraindicated for pregnant
female patients. No significant difference was
found with regard to preference for treating or
referring male or female patients with or for
acupuncture (P=0.560).
There was a significant difference in the
number of physiotherapists who considered
their patients’ condition or diagnosis before
treating or referring them with or for acupuncture (P=0.001). Fifty-four per cent of the
respondents considered a patient’s diagnosis
and underlying conditions before they treated or
referred them with or for acupuncture. Eighty
per cent and 78% of respondents used acupuncture for MSK conditions (P=0.002) and
chronic pain conditions (P=0.07), respectively.
This finding is similar to those of studies by
Rampes et al. (1997) and Kerr et al. (2001),
which showed that acupuncture and CAM are
used to treat chronic conditions when everything else has failed. However, Rampes et al.’s
(1997) results were derived from the patients’
perspective, not from the practitioners’ perspective and experience. Similar findings were
reported by Astin (1998), in that patients with
lower levels of perceived health were found to
use CAM more. In contrast to this, 70% of
respondents in the present study did not agree
with the statement that acupuncture was used as
a last resort.
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Only 43% and 15% of respondents used
acupuncture to treat acute pain conditions and
neurological conditions, respectively. One per
cent of physiotherapists with advanced training
in acupuncture used acupuncture for other medical conditions. Two per cent of respondents
referred patients to their colleagues for conditions like incontinence, the menopause, excessive sweating, psychosomatic conditions, stress,
smoking cessation, respiratory conditions or pain
management in palliative care. These results are
similar to those reported in studies by Rampes
et al. (1997), Kerr et al. (2001) and Harborow &
Ogden (2004). The latter authors concluded that
acupuncture is mainly used by physiotherapists
to treat spinal problems and soft-tissue injuries,
and rarely employed in other medical conditions.
However, the present findings contrast with
those of the study by McNeill et al. (1998), which
showed that 70.4% practitioners used acupuncture to treat other problems, including asthma,
anxiety, chronic fatigue syndrome and irritable
bowel syndrome. This difference may be because
the above authors included acupuncturists who
had undergone advanced training, whereas the
physiotherapists in the present sample mainly
had only basic training, and used the modality as
an additional tool for treating patients along with
their other skills.
In general, the present study revealed that
physiotherapists have a positive attitude towards
the use of acupuncture. The high percentage of
completed and returned questionnaires (77.2%)
indicated that the respondents had a strong
interest in acupuncture, especially considering
the fact that they had no obligation to respond to
the survey. Ninety-two per cent of respondents
agreed that acupuncture is a useful adjunctive
treatment modality in physiotherapy practice;
only 8% indicated that they did not believe that it
is effective.
To meet the objectives outlined above,
respondents were asked if there were any factors
that would positively influence their decision to
use or recommend acupuncture. Sixty-nine per
cent and 31% replied ‘‘Yes’’ said ‘‘No’’, respectively. Similarly, in response to a question about
whether there were any factors that would negatively influence their decision to use or recom 2015 Acupuncture Association of Chartered Physiotherapists

mend acupuncture, 67% and 33% replied ‘‘Yes’’
and ‘‘No’’, respectively. Comparing the factors
that positively or negatively influence the physiotherapists’ decision to use acupuncture with the
respondents’ age group, younger respondents
identified more issues that affect their choice,
both positively and negatively, to recommend
acupuncture for treatment. Comparing the factors that positively or negatively influence the
physiotherapists’ decision to use acupuncture
with the respondents’ gender, 94% of male and
92% of female participants considered acupuncture to be a useful form of adjunctive treatment
in physiotherapy. Male respondents appeared to
identify more factors that influence their decision, both positively and negatively, to recommend acupuncture for treatment. Comparing the
factors that positively or negatively influence the
physiotherapists’ decision to use acupuncture
with their training in acupuncture, 79% of
acupuncture-trained physiotherapists reported
such factors while 21% did not, and 54% of
respondents without acupuncture training also
acknowledged such factors while 46% did not.
Similarly, 86% of acupuncture-trained physiotherapists reported factors that negatively influence their decision to treat patients with
acupuncture while 14% did not, and 36% of
respondents who without acupuncture training
also acknowledged factors while 64% did not.
It appears that training in acupuncture makes
physiotherapists more aware of the indications
and contraindications for the use of acupuncture,
as well as giving them the confidence to decide
whether or not to use it for a particular condition. Respondents were asked to comment on
the factors that positively or negatively influence
their decision to use the modality. Some wrote
that a variety of conditions respond better to
acupuncture, and cited the research-based evidence for its efficacy. They also stated that the
use of this modality reduces dependency on
medication and provides patients with general
health benefits. Fifty-five per cent considered
acupuncture to be a holistic form of treatment.
Respondents also stated that previous good
experiences increased patient demands for this
modality, and encouraged practitioners to use it
in treatment.
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Acupuncture treatment is often used as a
last resort when other approaches have failed,
and therefore, it might not always appear to
be effective, which discourages some practitioners and patients. Moreover, patients’ and
practitioners’ bad previous experiences with
acupuncture, and patients’ nervousness about
the use of needles were also cited as factors
that influenced respondents negatively. Some
believed that even more research is needed
to prove its effectiveness. It was also stated that
some practitioners avoid using any form of
passive treatment in order to encourage
patients to actively take part in their recovery
by doing exercises and adopting a healthy
lifestyle.
Questions B14a and B14b were specifically
intended to explore the physiotherapists’ attitudes. White (2003) and Lewith et al. (2002)
concluded that the use and effectiveness of
acupuncture do not depend on patients’ and
practitioners’ perceptions of success. In contrast,
Harborow & Ogden’s (2004) results indicated
that effectiveness may be founded on therapists’
and patients’ previous experiences of the presenting condition and acupuncture treatment for
it. In the present study: 65% of respondents
indicated that they use acupuncture because
patients have experienced good results with this
form of treatment in the past; 28% reported that
they do not use it because patients have previously experienced adverse effects; and 4%
stated that they do not use it because they
themselves have had bad experiences.
Patients’ and GPs’ demands appear to have
some influence on physiotherapists’ decisions
about whether or not to use acupuncture. Thirtyone per cent of respondents agreed that they
comply with patient requests for this form of
treatment. Twelve per cent acknowledged that
they use the modality because GPs requested it
for their patients. Similarly, 40% agreed that they
do not use acupuncture if patients decline the
treatment, and 9% said the GPs advised against
its use. These results are similar to those of
Perkin et al. (1994), van Haselen & Fisher (1999)
and Vernon et al. (1999, cited in Mandy & Lyons
2001), who found that GPs, hospital doctors and
physiotherapists made referrals to CAM thera34

pies as a result of their patients’ requests. Mandy
& Lyons (2001) believed that the changing
attitude of the British Medical Association
towards CAM is primarily in response to patient
demand.
Safety is a big issue for an invasive therapy like
acupuncture, and it has been extensively investigated (Rampes & James 1995; Ernst & White
2001; White et al. 2001). Sixty-two per cent of
respondents in the present study agreed that they
are conscious of the safety issues related to the
use of acupuncture. Lovesey (1998) indicated
that the incidence of adverse effects associated
with using acupuncture in physiotherapy is low,
which could be a result of AACP’s standard
guidance for physiotherapists on documentation,
and safe and hygienic practice. Therefore, even
though the use of acupuncture has increased,
there appears to have been a decline in the
number of adverse events that are reported (Lao
et al. 2003).
The study by Myers (1991) established that
acupuncture is a cost-effective form of treatment. Wonderling et al. (2004) and Witt et al.
(2006) showed that it is cost-effective when
compared to usual care. In the present sample,
44% of respondents agreed that this form of
treatment is cost-effective.
Perceived barriers associated with acupuncture
training and practice were also explored. The
respondents acknowledged many obstacles to
their ability to use this modality in their clinical
setting. The most frequent barriers were a lack of
time, interest, training and/or funding. Val Hopwood, a researcher and a former acupuncture
course leader at Coventry University, described
her personal experience in a discussion paper
(Hopwood 1997). She mentioned the difficulties
that she faced in her attempts to convince her
manager of the benefits of using this form of
treatment in her NHS practice. Unfortunately,
this barrier still exists: 19% of respondents in the
present study indicated that there is no peer or
management support for them to practice or
learn acupuncture, and 3% of this subgroup were
unable to undertake acupuncture CPD courses
because of a lack of managerial support and
funding.
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Strengths and limitations
The present study achieved an excellent response
rate (77.2%), which could be the result of the
author employing strategies to improve this
(Moser & Kalton 1989; Oppenheim 1992;
French et al. 1993; Hague 1993; Grbich 1999).
The sex and age distributions of the respondents
corresponded to the proportions of these demographic characteristics within the general physiotherapy population, which has more female than
male practitioners, and were found to be comparable with the findings of earlier studies (Dale
1997; Mandy & Lyons 2001).
The present author used a convenience
sample, and thereby, limited the generalizablity
of the findings. Nevertheless, attempts were
made to maintain a large and geographically
widespread sample drawn from four different
primary care trusts (PCTs) and acute trusts. This
approach was intended to ensure that the sample
was representative of 50% of the PCTs in
England, so as to maximize the generalization of
the results from the sample in the study to the
wider population of physiotherapists (Bonell et
al. 2006).
There are benefits and limitations to using a
quantitative questionnaire because such surveys
are limited by the number of choices available to
respondents. Therefore, free expression was
solicited by giving respondents the option to
write comments in response to five of the
questions. However, some participants failed to
do so, possibly because of the extra time that it
would take to complete the questionnaire
(McColl 1993). The data that were generated
from these responses duplicated some of the
statements already made in other responses, and
these questions should be reformulated if the
study is repeated. A qualitative study might have
been a more appropriate way of ascertaining
physiotherapists’ opinions, but this was discounted because of the difficulties associated
with recruiting a valid number of participants.
Bias may have occurred because the present
author, the study designer and sole researcher, is
also a physiotherapist working in this field.
Preconceptions and experience may influence
the choice of study questions and the interpretation of the results.
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The Likert-type questions appear to have
validity since responses were made across the
scale and not clustered. However, many respondents chose the middle option for the statements
in questions B14a and B14b, which did not
exemplify their opinion.
The present study was designed to explore the
attitudes of all acupuncture-trained and
untrained physiotherapists, and therefore, all the
questions were phrased in a way that could
address both subgroups (e.g. ‘‘Would you recommend patients for acupuncture or treat
patients with acupuncture within your practice?’’
and ‘‘Would you refer patients for acupuncture
or treat patients with acupuncture?’’). This form
of phrasing made it possible to ask both groups
of physiotherapists the same question without
making it lengthy and confusing. The fact that
interpreting answers from each group individually was very difficult needs to be taken into
account. However, because a comparison of the
two subgroups was not the aim of this study, this
did not affect the outcome. This issue would
only need to be addressed if the two subgroups
were to be compared in future studies.
Recommendations for further research
Attitudes to acupuncture in general seem to be
changing and have become less negative. Both
professionals and patients now regard it as a
realistic alternative to conventional healthcare,
and these changes should be monitored with
regular surveys. It is likely that acupuncture will
play a substantial role in future healthcare. Bearing this in mind, the present study may contribute to knowledge about attitudes to and
experience of acupuncture, which will be necessary for future political and medical decisionmaking.
The present results have generated several
ideas for further research projects. The findings
demonstrate differences in the attitudes and
experiences of physiotherapists when they are
compared on the basis of age, gender and level
of acupuncture training. These differences could
be further investigated, and ideas for further
research are summarized below:
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+ a comparison of the attitudes towards and
experiences of acupuncture of physiotherapists working in the NHS and private
practice;
+ a comparison of the attitudes and experience
of physiotherapists with and without acupuncture training;
+ a comparison of the attitudes and experience
of physiotherapists with basic and advanced
acupuncture training;
+ a comparison of the attitudes and experience
of male and female physiotherapists;
+ a comparison of the attitudes and experience
of junior and senior physiotherapists; and
+ a comparison of the attitudes and experience
of student and qualified physiotherapists.

modalities, may allow therapists to use it more
effectively.

Conclusions
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Abstract
Knee osteoarthritis (OA) is a growing problem world-wide, and although recent National
Institute for Health and Care Excellence (NICE) guidelines discourage the use of acupuncture,
it is still employed by physiotherapists in the management of this condition. The aims of this
study were to examine the use of acupuncture as an adjunct to physiotherapy treatment of knee
OA in the UK, and to identify any differences between the National Health Service (NHS) and
private sectors. One thousand questionnaires were posted to members of the Acupuncture
Association of the Chartered Physiotherapists. The survey included questions about the
members’ level of experience, patients with knee OA and the use of acupuncture in the
management of the condition. The physiotherapists were also asked about their awareness of
research and guidelines, clinical reasoning, and the factors limiting their practice in this area.
The respondents only used acupuncture to treat 0–10% of their patients with knee OA, and on
average, the amount of time that this involved was less than 3 days a week. Manual acupuncture
was used by 95% of respondents, but only 15% used electroacupuncture. Seventy per cent
reported that they were influenced by research and guidelines, but the results that they achieved
in practice were more important to them. Positive experiences seemed to outweigh NICE
recommendations with regard to the clinical reasoning for the use of acupuncture. Thirty-eight
per cent of respondents felt that they were limited in their practice; however, 54% of those
working in the NHS believed that they were restricted mainly by lack of time and their
caseloads. Furthermore, NHS physiotherapists were more likely to prioritize exercise and
self-management, felt that their managers were less supportive of acupuncture for knee OA,
and would use this form of treatment more if they had the time to do so.
Keywords: acupuncture, knee, osteoarthritis, physiotherapy.

Introduction
Osteoarthritis (OA) can be defined as a heterogeneous group of conditions that are associated
with defective integrity of articular cartilage, as
well as related changes in the underlying bone at
the joint margins (Altman et al. 1986). It is a
Correspondence: Robert Westney, Senior Musculoskeletal
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degenerative disease that is mostly diagnosed in
individuals over the age of 65 years (Brooks
1997). Although there have been improvements
in the identification of the symptoms of OA, the
economic impact of this condition will continue
to rise because of the increase in average life
expectancy (Maetzel et al. 2004). Osteoarthritis is
a widespread disease, and it is estimated to be the
tenth most significant cause of non-fatal health
problems world-wide (Murray 1997). Cases of
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osteoarthritic disability are projected to have
doubled by 2020 (Gupta et al. 2005).
As a lower-limb weight-bearing joint, the knee
is important for many tasks. Unfortunately,
approximately 80% of people with knee OA
suffer from limitations in movement, and around
25% cannot perform major activities of daily
living; for example, walking or standing for long
periods, negotiating stairs, kneeling, and crouching (Brooks 2002). Physiotherapists employ a
multitude of non-pharmacological techniques to
treat such conditions, and frequently used interventions include exercise, electrotherapy, hydrotherapy, manual therapy, heat and acupuncture
(Walsh & Hurley 2009). Hopwood (2012)
reported that 88.1% of physiotherapists treat
knee OA with acupuncture. Western medical
acupuncture is a therapeutic modality involving
the insertion of fine needles, and it has been
found to be effective in combating pain because
it stimulates the release of substances such as
opioid peptides and serotonin (White et al. 2009).
However, the use of acupuncture in knee OA
is not entirely supported by the current literature
(Cummings 2009). In 2008, the National Institute for Health and Clinical Excellence (NICE,
now the National Institute for Health and Care
Excellence) provided recommendations for the
management of OA, but did not encourage the
use of acupuncture as a treatment adjunct. In
contrast, the Acupuncture Association of Chartered Physiotherapists (AACP) advised its members that acupuncture could be advertised for
treating a number of conditions including, ‘‘Pain
associated with osteoarthritis of the knee (it must
be made clear that effects are temporary and that
acupuncture is used as an adjunctive treatment,
not a standalone one)’’ (AACP 2011, p. 4).
Despite this lack of consensus, acupuncture
remains a popular treatment for patients with
knee OA. The changing face of healthcare in the
UK, and the National Health Service (NHS) in
particular, has led to a growth in private practice,
and the emergence of patients who use a hybrid
of both sectors (Emmerson et al. 2000). Private
medical facilities are not limited to those who are
insured, with around 20% of public-sector
patients self-funding (OFT 1996). In the current
financial climate, managers on both sides are
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under mounting pressure to ensure that they
provide successful but cost-effective treatment.
Although acupuncture is not an expensive
modality (Whitehurst et al. 2011), managers are
increasingly considering alternative methods of
delivery, such as group sessions (White et al.
2012).
It has been suggested that financial restrictions
in both sectors may lead to acupuncture being
underused in both NHS clinics and private
practice (Bishop et al. 2011). However, physiotherapists have never been asked about this
possibility, and we do not know how it might
affect the treatment of knee OA. The aims and
objectives of the present survey were: to examine
the use of acupuncture as an adjunct to physiotherapy for knee OA in the UK; to identify any
differences between the NHS and the private
sector; and to provide physiotherapists with a
platform to allow them to express their feelings,
and identify any barriers to or preferences about
their use of this modality.
Literature review
There have been multiple studies and systematic
reviews of acupuncture for knee OA. Selfe &
Taylor (2008) stated that there is evidence that
acupuncture is an effective treatment for the pain
associated with this condition; however, the
search terms used at the time could be seen as
limited since the authors only used two search
engines. The most recent and complete evidence
regarding OA and acupuncture is a Cochrane
Review by Manheimer et al. (2010), who made an
in-depth comparison of 16 randomized controlled trials (RCTs) involving 3498 patients. The
RCTs were primarily concerned with knee OA
(n=12), hip OA (n=3) and a combination of
both (n=1). The first search indentified several
studies that were subsequently disregarded; at
least six of these were rejected because an
observation period of less than 6 weeks was used
for the research. The main limitations described
by Manheimer et al. (2010) were the wide variations in study design and blinding, and therefore,
the heterogeneity of results available for comparison and meta-analysis. Although two RCTs
reported positive results when comparing acupuncture to sham, one utilized patch electrodes
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instead of needles, which may have influenced
the patients’ responses (Sangdee et al. 2002), and
the other was questionable because of possible
un-blinding of the sham since there had been no
previous testing of the patients’ beliefs (Vas et al.
2004).
No definitive best form of acupuncture or
optimal number of treatments have been agreed
upon for knee OA. However, a greater effect has
been demonstrated when more than six sessions
are involved (Ezzo et al. 2001; Manheimer et al.
2010), and electroacupuncture (EA) has also
been shown to be more beneficial. One advantage of the Manheimer et al. (2010) review was
that the authors employed experts to assess the
RCTs for the choice of points, the treatment
technique, the experience of the acupuncturist
and the number of sessions to ensure the heterogeneity of the studies included in the review.
However, five studies included with the main 16
RCTs failed to provide enough treatments to
meet the accepted criteria of these experts.
Manheimer et al.’s (2010) summary of acupuncture for knee OA was relatively negative,
and primarily concerned with results derived
from comparing acupuncture with sham. They
described a meta-analysis breakdown result of
0.28 as ‘‘small’’ when comparing the treatment
effects of acupuncture with sham. This effect
was deemed not to be clinically relevant when
compared with predetermined levels of significance. These levels were based on an earlier
study (Angst et al. 2002) in which patients with
OA were measured for changes on the Western
Ontario and McMaster Universities Osteoarthritis Index (WOMAC), and reported their own
perceived improvement while undergoing
physiotherapy. Angst et al. (2002) argued that a
minimum difference of 20% improvement from
baseline was needed for significance, equating to
effect sizes 0.39 and 0.37 for the WOMAC pain
and function scales. However, the authors also
stated that few, if any, other commonly used
treatments for OA met the levels for minimal
significance, even though these are more
widely used and raise safety concerns. For
example, non-steroidal anti-inflammatory drugs
(NSAIDs) have been shown to increase the risk
of patients suffering from upper gastrointestinal
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bleeding and perforation (Hernández-Díaz &
Rodríguez 2000), and although COX-2 inhibitors were developed to negate this, these can
increase the risk of cardiovascular disease (Jüni
et al. 2005).
The main problem with Manheimer et al.’s
(2010) summary is their lack of reasoning for the
comparison of acupuncture and sham. Acupuncture versus sham is valid when trying to determine the effects of points and placebo; however,
to determine if acupuncture has clinical relevance, it should be compared to other treatments for the same condition (White 2012).
Sham acupuncture is not a treatment that is used
in either physiotherapy or any other healthcare
profession, and it could never be used on
patients without huge ethical implications.
Therefore, the outcomes of this review would be
acupuncture versus no treatment (i.e. waiting-list
control), which yielded a large effect (0.96), and
acupuncture versus usual care, which scored
0.97. This completely changes the clinical relevance of acupuncture. One other factor also
raised by commentary on this review (White
2012) is that the main summary of negative
results included the data from the five studies
already mentioned earlier that were disregarded
because of low treatment numbers. When
Manheimer et al.’s (2010) review was dissected,
‘‘The evidence for effectiveness of acupuncture
for the symptoms of knee OA is clear, probably
the clearest for any condition’’ (White 2012,
p. 46). A comparison of the numbers of positive
and negative results shows the clear dominance
of the former, with acupuncture being superior
to waiting-list control and sham. One study did
not conform to this pattern (Foster et al. 2007),
and therefore, this had a great influence on
Manheimer et al.’s (2010) meta-analysis. However, this RCT has been the subject of scrutiny; it
is also one of the five papers deemed not to have
used large enough treatment numbers, and it did
not use the superior method of EA.
Foster et al. (2007) only included NHS patients
who had been referred via primary care, and
most of them did not have either high levels of
pain or many symptoms. Exercise is of indisputable importance in the management of knee OA
(Zhang et al. 2008), but those who cannot
41

Acupuncture for knee osteoarthritis
exercise because of pain, or who have previously
tried and failed to gain benefit from exercise
were not represented in this RCT. Acupuncture
often becomes an important facet of rehabilitation for such individuals, and the patients
included in Foster et al.’s (2007) study might not
have actually been candidates for acupuncture
had they not been involved in the project.
Manheimer et al. (2010) included another
paper (Scharf et al. 2006) that described similar
circumstances to those addressed by Foster et al.
(2007), but the results were markedly different.
Scharf et al. (2006) also studied primary care
referrals of patients with knee OA to physiotherapy. The participants were randomized to
three groups: conservative therapy, traditional
Chinese acupuncture (TCA) and sham acupuncture. The results were collated by scoring differences in WOMAC scores, and the authors
reported a 53% success rate for the TCA group
compared to one of 29% for conservative
therapy. Scharf et al. (2006) stated that the use of
acupuncture leads to superior outcomes in
patients with knee OA. However, once again,
there was no significant difference between the
TCA and sham groups. The authors suggested
possible reasons for this, including placebo
effects, the intensity of provider contact and the
physiological effect of needling.
Manheimer et al.’s (2010) study provided the
motivation for a further systematic review that
specifically focused on knee OA (Turner & Igo
2013). These authors compared the efficacy of
acupuncture to sham and standard care for the
treatment of knee OA. Turner & Igo (2013,
p. 27) defined standard care as ‘‘the usual care
recommended in the first tier of the core treatment options of the NICE guidelines’’, along
with NSAIDS; however, they did not include
active treatments such as physiotherapy. They
examined 11 studies: eight were based on sham
control; five focused on standard care; and two
incorporated both in three-armed studies. Turner
& Igo (2013) also examined the internal validity
of each study using the Physiotherapy Evidence
Database scale, and only two of the articles
included scored less than a satisfactory 6/10
(Christiansen et al. 1992; Itoh et al. 2008). They
stated that, ‘‘Compared to sham acupuncture,
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there was inconclusive evidence to support the
efficacy of acupuncture for improving pain or
function at both short- and long-term follow up’’
(Turner & Igo 2013, p. 21). However, compared
to standard-care, ‘‘strong evidence was found to
support the efficacy of acupuncture for both the
short- and long-term improvement of pain and
function’’ (Turner & Igo 2013, p. 21). In their
conclusions, these authors highlighted the consistent findings of previous meta-analyses (White
et al. 2007; Manheimer et al. 2007), and their own
review, as positive evidence for the use of
acupuncture in knee OA in comparison to standard care. However, they also recognized one
limitation: a bias resulting from only considering
English-language papers. Turner & Igo (2013)
also drew attention to a limitation in their
‘‘Acupuncture versus sham: long-term pain outcomes’’ section, i.e. the use of the paper by
Foster et al. (2007), which involved a less-thanadequate treatment duration (Manheimer et al.
2010).
Guidelines
Osteoarthritis was the subject of Osteoarthritis: The
Care and Management of Osteoarthritis in Adults
(NICE 2008), which mainly focused on the knee
joint because this is the area that has been most
extensively researched. This clinical guideline
recommended that exercise, weight loss and
education must be included in a holistic
approach, and that other adjuncts such as transcutaneous electrical nerve stimulation and
manual therapy could be appropriate. It also
stated that, ‘‘There is not enough consistent
evidence of clinical or cost effectiveness to allow
a firm recommendation on the use of acupuncture for the treatment of osteoarthritis’’ (NICE
2008, p. 11). Since this survey was carried out,
NICE have updated this clinical guideline, but
once again, the use of acupuncture is discouraged: ‘‘Do not offer acupuncture for the management of osteoarthritis’’ (NICE 2014, p. 14).
However, guidelines for OA do differ internationally. The Osteoarthritis Research Society
International (OARSI) recommendations for the
treatment of knee and hip OA (Zhang et al.
2008) included acupuncture in the accepted nonpharmacological therapies for the management
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of knee and hip OA. The strength of this study is
that it was focused on expert examination, and a
rigorous Delphi process was used to produce
evidence-based recommendations regarding the
safety and cost-effectiveness of each treatment
modality. The most recent guidelines from the
American College of Rheumatology (Hochberg
et al. 2012) also support acupuncture for patients
with severe pain, as well as those who do not
want or cannot have knee replacement surgery.
Cost-effectiveness
Cost-effectiveness also helps an intervention to
gain support, and it may be a decisive factor for
whether a service continues to be provided or
not. Manheimer et al. (2010) called for further
work on the cost-effectiveness of acupuncture
for knee OA. A cost-utility RCT by Whitehurst
et al. (2011) outlined the randomization of 352
NHS patients with knee OA into different
groups: active exercise, and either true acupuncture or non-penetrating acupuncture. As well as
comparing the two interventions, Whitehurst
et al. (2011) calculated cost-effectiveness by comparing treatment outcome with expenditure.
They concluded that a combination of active
exercise and true acupuncture was cost-effective
and that there were corresponding improvements in patient outcome.
Previous surveys
Following the 2008 NICE clinical guideline, a
survey examined the evidence-based management of knee OA by physiotherapists in the UK
(Walsh & Hurley 2009). The results showed that
exercise was used by 100% of practitioners, but
64% also used acupuncture. This survey was the
first and only example of a study examining
physiotherapists’ practices, and its quality could
be seen as limited because of the low response
rate (28%), which was mainly attributed to
sampling methods and a lack of follow-up.
Walsh & Hurley (2009) acknowledged that data
were collected solely from NHS therapists,
which may misrepresent the population in
question.
A recent questionnaire (Hopwood 2012) was
sent out to physiotherapists world-wide in order
 2015 Acupuncture Association of Chartered Physiotherapists

to examine the use of acupuncture as an adjunctive treatment. Seven hundred and seventy-two
replies were received from 25 (mostly Englishspeaking) countries, with 88.1% of respondents
reporting that they used acupuncture to treat
knee OA.
National Health Service versus private
healthcare
There are obvious differences in terms of departments and structure when comparing NHS to
private healthcare, but in theory, physiotherapists’ interventions and common conditions
being treated should be consistent. A
Hertfordshire-based project has been highlighted
as an indicator of how acupuncture for knee OA
may progress in the NHS (White 2012). In this
case, general practices used nurse-led group EA
sessions, and early analysis has shown strong
results, with the trust making savings of approximately £100 000 per annum (White 2012).
The way in which acupuncture is delivered in
NHS and private healthcare was examined in
broad terms by comparing practitioners’ experiences in semi-structured interviews (Bishop et al.
2012). This study utilized individuals working in
one or both sectors, or those who had had
experience of both. Practitioners from both sectors reported limitations to acupuncture provision as a result of NHS trust policies and private
patients’ financial resources. Patients’ opinions
about and experiences of receiving acupuncture
across both sectors were also recorded in interviews (Bishop et al. 2011), in which they
described variable encounters, and acupuncture
being used differently in NHS and private environments. This study also showed that patient
misconceptions about acupuncture, as well as its
use in the other sector than that in which the
practitioner was based, were commonplace.

Participants and methods
Sample and methods
A survey is a method of collecting information
that can highlight attitudes, knowledge and
behaviour in a sample of a population of interest
(Bowling 2009). According to an enquiry made
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on 1 March 2013, the Chartered Society of
Physiotherapy (CSP), which is the organization
representing physiotherapists in the UK, has
approximately 37 500 full British members (M.
Pierre, personal communication). Exactly how
many of these therapists currently practice acupuncture is unknown; however, CSP members
can also join AACP if they satisfy the training
criteria. The Association estimates that it currently has approximately 6400 members (AACP,
personal communication), which is nearly 17%
of the membership of the CSP. This was the
population chosen for the present survey
because membership of AACP ensured that the
participants were both physiotherapists and practitioners of acupuncture.
The Association provided a random sample of
1000 members from their mailing list (names and
addresses only), selecting every sixth name from
approximately 6000 members. To make sure that
1000 potential participants would be enough, the
present author examined the estimated response
rates for the target group. Using figures adapted
from Rea & Parker (1992), it was established
that, for a target population of between 5000 and
10 000, a sample of between 357 and 370 subjects would be needed for 95% confidence with a
margin for error of 5%. This would represent a
target response rate of around 40%, which
seemed achievable on the basis of past studies
(Alltree 1993; Hurley et al. 2002). One thousand
questionnaires appeared to be the logistical limit
considering time and costs. Unfortunately,
AACP did not have figures for how many of
their members work in the NHS and/or private
practice, but randomization allowed the sample
to be as representative of the population as
possible. This lack of knowledge of the sizes of
the two subgroups meant that subgroup analysis
was limited, and a power calculation could not be
obtained (Bowling 2009).
According to Edwards et al. (2002), nonresponse can reduce the effective sample size of
postal surveys, and therefore, introduce bias. The
same systematic review highlighted several factors that may influence the response rate for
postal questionnaires. Edwards et al. (2002)
stated that the odds of response can be more
than doubled when a monetary incentive is used.
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This method was not utilized in the present
survey because it was not deemed to be appropriate by the author or the university’s ethics
committee. Short questionnaires and those
believed to be of interest to the target population
(Kalantar & Talley 1999; Edwards et al. 2002)
have proved to be more likely to be returned.
The tool used in the present study was limited to
24 questions, and since the research question had
the potential to influence how the participants
might utilize treatment for their patients, it
seemed likely to be of interest.
Because the questionnaire asked respondents
to give open and honest answers about services
and local policy that they might not want to
express to their managers, the covering letter
assured the participants of confidentiality and
anonymity for all. The letter was addressed to
each participant as an ‘‘AACP member’’, and
therefore, they knew that there had been a
selection process. The letterhead also showed
that the survey was linked to Coventry
University, Coventry, UK. A link with a university and the personalization of the letters have
been shown to help generate positive response
rates (Edwards et al. 2002).
A meta-analysis of research has shown that the
use of follow-up techniques in postal surveys can
substantially increase response rates (Edwards
et al. 2002). Questionnaires were coded so that
the respondents could remain anonymous and
non-respondents could be sent a prompt.
Follow-up can take many guises; postcards were
used in this case, and these were sent to nonresponders 3 weeks after the initial posting. Postcards have been shown to be just as effective as
sending a duplicate questionnaire, and are more
cost-effective (Roberts et al. 1993). The best time
to conduct a follow-up has not been agreed
(Jackson & Furnham 2000; Bowling 2009).
Jackson & Furnham (2000) suggested that it
should be done at 1, 4 and 6 weeks. Financial
factors meant that the present researcher was
limited to just one follow-up round, and therefore, he chose 3 weeks.
Questionnaire
As noted above, this is the first survey of
physiotherapists about the use of acupuncture
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for knee OA; therefore, there was no existing
questionnaire that could be used to collect data
for the present study. The use of a psychometrically validated tool would obviously have been
favoured (Kelley et al. 2003), but because this
was not possible, the present author developed a
separate questionnaire. This used a combination
of demographic, closed and open questions that
were separated into sections. These sections
allowed the respondents to read the questions in
a logical order, meaning that they answered
objective questions before subjective ones while
maintaining their attention levels. Scaled questions utilized adjectives adapted from Edwards
et al. (1997), and allowed the respondents to
express their attitudes and beliefs.
A pilot study was conducted in order to ensure
that the questionnaire had high levels of face,
construct and content validity (Jackson &
Furnham 2000). The original format was sent to
three private and three NHS physiotherapists
who practised acupuncture. Feedback was
obtained about the format and structure of the
questions, specificity, suitability, and whether
the questionnaire was easy to understand and
complete.
Ethics
Ethical approval was obtained from Coventry
University Ethics Committee before data collection began.
Data analysis
The results of the survey were analysed using the
Statistical Package for the Social Sciences,
Version 18.0 (SPSS Inc., Chicago, IL, USA). The
data produced by open questions were transcribed onto separate sheets, and then analysed
for themes and trends. The strongest themes are
highlighted in the results below.

Results
During one week in March 2013, 1000 questionnaires were posted to UK AACP members.
Reminders were sent out 3 weeks later, and
returns continued for up to 3 months. Two
hundred and ninety-six replies were received
from a variety of geographical areas, including
 2015 Acupuncture Association of Chartered Physiotherapists

Table 1. Respondents’ main area of work
Area of work

Number

Percentage

National Health Service
Private hospital
Private practice
Combination
Other
All private areas (combined)

147
19
104
8
13
123

51%
7%
36%
3%
4%
43%

the Channel Islands. Five questionnaires were
returned because of the physiotherapist no
longer resided at that address. Out of 995 possible replies, the researcher received 296, which
represents a response rate of 30%.
Five of the questionnaires were returned
blank. This was because the recipients had not
treated anyone with knee OA, and therefore,
these were excluded from the analysis. Several
questionnaires were incomplete, and therefore,
the data for certain questions were adjusted to
reflect the numerical differences.
The majority of respondents were female
(83%, n=242); only 17% were male (n=49). The
average age range of the participants was
41–49 years, and they had worked as physiotherapists for over 20 years on average. The
numbers of respondents who worked full-time
(50%, n=144) and part-time (50%, n=144) were
exactly the same, and the majority were based
within the musculoskeletal (MSK) area (91%,
n=264). The average length of time spent practising acupuncture was within the category of
4–9 years (n=113), and referrals were received
mainly from general practitioners (GPs; 34%),
self-referral (26%) and a combination of sources
(25%). The main areas of practice are listed in
Table 1.
On average, the respondents reported that
they treated either one or no patients with knee
OA each week (n=135, 46%), and they only
used acupuncture on 0–10% of these cases
(n=87, 31%). The most common group seen
were individuals with moderate OA. When considering all responses, a mean of six treatment
sessions were received by each patient with knee
OA per episode [range=30, standard deviation
(SD)2.7 sessions]. With regard to NHS
workers (n=143), patients only received a mean
of 5.2 treatments (SD2.03), as compared to
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Table 2. Treatment modalities regularly utilized by respondents
to treat patients with knee osteoarthritis
Number

Percentage

Exercise
Stretches
Manual therapy
Exercise classes
Heat
Taping
Massage
Icing
Hydrotherapy
Transcutaneous electrical nerve
stimulation
Other electrotherapies
Bracing
Orthotics/podiatry
Steroid injection
Pilates
Walking aids
Laser
Herbs
Myofascial release
Cybex
Reflexology

283
208
187
137
105
93
86
80
78
70

99.0%
73.0%
66.0%
48.0%
37.0%
33.0%
30.0%
28.0%
27.0%
25.0%

67
24
5
4
3
2
2
1
1
1
1

24.0%
8.0%
2.0%
1.0%
1.0%
1.0%
1.0%
0.5%
0.5%
0.5%
0.5%
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Figure 1. Participants’ responses to the proposition that
the place in which they work has a drive towards
exercise and self-management for patients with knee
osteoarthritis. Physiotherapists working in the National
Health Service (m) recorded a greater percentage of
responses (69%) in the ‘‘strongly agree’’ category
compared to those in private practice (h) (30%),
with the Mann–Whitney U-test proving significance
(P <0.005).

with a set of statements using a six-point scale
ranging from ‘‘strongly agree’’ to ‘‘strongly disagree’’ (Figs 1–5). The most popular response on
average was calculated for each statement, along
with the level of agreement reported by NHS
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those treated privately, who received a mean of
six treatments per episode (SD2.11). The
Mann–Whitney U-test showed that there was a
significant difference between the two subgroups
in favour of the private sector (P=0.007).
When acupuncture was used on patients with
knee OA, they received an overall mean of 5.2
treatment sessions (range=11, SD1.63).
However, private workers (n=118) employed a
mean of 4.94 sessions (SD1.64), compared to
NHS physiotherapists (n=143), who utilized a
mean of 5.33 (SD1.63), and therefore, there
were significantly more acupuncture sessions per
episode of care in the NHS (P=0.001, Mann–
Whitney U-test).
Although recommended as the most
effective form of acupuncture for this condition
(Manheimer et al. 2010), EA was only used by
15% of respondents. Physiotherapists reported
employing 21 different modalities to treat
patients with knee OA (Table 2), with the first
11 options listed on the questionnaire (Walsh &
Hurley 2009) and the other 10 added by
respondents. Ninety-nine per cent said that they
used the modality most strongly endorsed by the
NICE guideline, i.e. exercise.
The middle section of the questionnaire asked
participants to declare their level of agreement
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Figure 2. Participants’ responses to the proposition that
their manager or team leader is supportive of the use of
acupuncture to treat patients with knee osteoarthritis.
The percentages of physiotherapists who answered
‘‘agree’’ were very similar: 40% National Health Service
(NHS) (m); and 41% private practice (h). There was a
higher percentage of private practitioners (43%) in the
‘‘strongly agree’’ category compared to 17% working in
the NHS, with the Mann–Whitney U-test proving
significance (P <0.005).
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Figure 3. Participants’ responses to the proposition that
they would use acupuncture more often to treat patients
with knee osteoarthritis, but they did not have the time.
The percentage of physiotherapists working in private
practice (h) who answered ‘‘disagree’’ (47%) was nearly
double that of those in the National Health Service
(NHS) (m) (26%). The percentage answering ‘‘agree’’
was higher in the NHS (36%) than private practice
(7%), with the Mann–Whitney U-test proving
significance (P <0.005).
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Figure 5. Participants’ responses to the proposition that,
overall, they believe that acupuncture provides positive
results when they use it to treat patients with knee
osteoarthritis. No one strongly disagreed, and only 2%
answered ‘‘disagree’’. The responses for ‘‘agree’’ were
similar: 60% National Health Service (NHS) (m); and
68% private practice (h). However, the percentage of
physiotherapists in private practice who answered
‘‘strongly agree’’ (20%) was double that of those in the
NHS (10%), and none of those working privately
disagreed, with the Mann–Whitney U-test proving
significance (P <0.005).



were then ranked, analysed and compared using
the Mann–Whitney U-test.
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Figure 4. Participants’ responses to the proposition that
they would use acupuncture more often to treat patients
with knee osteoarthritis, but local policy or the number
of treatment sessions did not allow it. The percentage
from each subgroup who answered ‘‘disagree’’ was
exactly equal (40%). The percentage of National Health
Service (NHS) physiotherapists (m) agreeing with this
statement (22%) was double that of those in private
practice (h) (11%). The percentage of physiotherapists
in private practice who answered ‘‘disagree’’ (28%) was
more than double that of those in the NHS (13%), with
the Mann–Whitney U-test proving significance (P
<0.005).

(n=144) and private physiotherapists (n=122).
The answers provided by the two subgroups
 2015 Acupuncture Association of Chartered Physiotherapists

Do the outcomes of research studies or
published guidelines concerning knee
osteoarthritis and acupuncture affect your
decisions about using it?
The majority of participants (70%) responded
affirmatively to this question (n=196). When
comparing the two subgroups, 74% of NHS
physiotherapists said that their decisions were
affected by the research and guidelines, compared to 67% of those in private practice. There
was no significant difference between the two
groups (2 test). When asked to comment further, several themes emerged. Many participants
reported that they tried to keep up to date with
the latest research, or agreed that evidence-based
practice was important. Multiple respondents
highlighted the lack of definitive evidence for
acupuncture treatment of knee OA, or that much
of the evidence is of poor quality.
Many believed that they would be encouraged
to use acupuncture more if there was stronger
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research. In contrast, another premise was that
acupuncture for knee OA is well supported by
evidence. However, the most prominent theme
was that respondents were aware of the evidence, but stated that clinical experience and
personal outcomes were more important, and
that they would continue to use acupuncture
even if the evidence goes against it.
Are there any specific limitations to your
use of acupuncture with patients with
knee osteoarthritis in the place where you
work (e.g. equipment and time)?
A large proportion of respondents (62%,
n=176) stated that there were no limitations to
their use of acupuncture in the treatment of knee
OA, but 38% reported that they were limited
(n=108). In the NHS, 54% of this subgroup
believed that they were limited in their practice,
which was significantly more than the 23%
of private practitioners who also felt this way
(P <0.005, 2 test). When respondents were
asked to elaborate on this, the main response was
that their time was constrained. Many highlighted limitations on the number of treatments
that they could give, which could be the result
of local NHS policy, insurance cover or issues
with self-funding. Another strong theme was
caseload issues, with physiotherapists not having
follow-up space while satisfying a demanding
waiting list. Very few participants reported a
lack of support as a factor, and only three
respondents stated that acupuncture had been
withdrawn by their primary care trust. A lack of
equipment for EA was also mentioned by eight
respondents.

Discussion
Considering the contrasting opinions offered by
different guidelines and reviews of knee OA
treatment, one could be forgiven for being confused about the potential benefits and pitfalls of
using acupuncture for this condition. It is known
that physiotherapists treat knee OA with acupuncture (Hopwood 2012), but how and why
they do so, and their personal experiences of
using this modality have never been examined.
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The present survey was dominated by female
respondents (83%), but this is in line with national averages. On the basis of the figures supplied to the author by the CSP (M. Pierre,
personal communication), at the end of 2011,
there were 37 906 full CSP members, with a
female-to-male ratio of 80:20. The participants in
the present study varied in age and their level of
experience, and on average, they were over 40
and had more than 20 years of physiotherapy
experience. The majority of respondents (91%)
reported that they worked primarily in the MSK
area, and the even distribution of referral sources
within the sample meant that they were treating a
diverse range of patients. This is important because it means that the data received were based
on a substantial amount of clinical time and
extensive experience of dealing with common
MSK conditions such as knee OA.
It is currently unknown how many of the
49 381 physiotherapists registered with the
Health and Care Professions Council in the UK
(HCPC 2014) are working for the NHS or are in
private practice. This survey received replies
from a wide variety of sources, including the
Ministry of Defence, care homes and sports
clubs, and the split was 51% NHS employees
versus 49% private practitioners, which established a good even basis for comparison.
Knee osteoarthritis and physiotherapy
The present survey revealed much about acupuncture usage, as well as patients with knee OA
and physiotherapy in general. The average number of individuals with knee OA being seen
weekly by each therapist was either one or none
at all, which seems low considering the global
problem of OA. The reason for this could simply
have been a lack of appropriate patients locally;
however, the questionnaires were returned from
a variety of different locations. Therefore, it
could be assumed that either knee OA is being
effectively treated by GPs and consultants, or
that referrals are being limited in some way.
Considering that the NICE guideline for OA was
focused on exercise management, it would seem
inadequate not to refer these patients to the type
of practitioner who is most qualified to help with
that specific intervention. The pressure on GPs
 2015 Acupuncture Association of Chartered Physiotherapists
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to find the most cost-effective treatment for their
patients has been mounting ever since changes in
commissioning left funding under their control,
and this may have led to the session limits that
many NHS participants reported. The CSP has
been keen to report the rise in NHS self-referral
schemes in recent years (CSP 2005), but these
are still in their infancy. If all patients believed
that they could self-refer for physiotherapy treatment for their knee OA, then the numbers being
seen in clinics may better reflect the target
population. The results from the present survey
showed that only 26% of those who responded
were receiving self-referrals; however, the relevant question only asked about the respondents’
main source of referrals and, therefore, this
figure may not be a true representation.
The physiotherapists surveyed reported that
they were most likely to receive referrals to treat
moderate OA. This is unsurprising because early
OA may be undetectable radiographically
(Zhang 2010), and patients may be inclined to
deal with the problem themselves (Maly &
Krupa 2007). Severe OA is more likely to be
debilitating, and therefore, injection or surgical
intervention may be more appropriate. The most
frequent answer to the question about the treatment aims of physiotherapy was that these were
to decrease pain.
Knee osteoarthritis and acupuncture
On average, respondents only used acupuncture
on less than 3 days out of an average 5-day
working week, and therefore, not even on a daily
basis. Since physiotherapists are trained in a
plethora of other treatment modalities that can
reduce pain and restore function, acupuncture
may be used sparingly in some cases.
The multitude of interventions at a physiotherapist’s disposal may also partly account for
the results showing that the participants reported
using acupuncture in the treatment of only
0–10% of their patients with knee OA. However,
when searching for other reasons for this low
average figure, we have to take into account the
many problems and symptoms that these individuals may report, and how much time the
therapist may have to treat them. Exercise and
education are seen as critical treatment modali 2015 Acupuncture Association of Chartered Physiotherapists

ties by both the expert panels that produce the
guidelines (i.e. NICE and OARSI), and also the
respondents questioned in this study. When
asked about their workplaces’ approach to knee
OA, over 80% of the physiotherapists agreed
that there was a drive towards exercise and
self-management. Furthermore, 22 separate
interventions for patients with knee OA (not
including oral medication or education) were
also mentioned. Generally, most physiotherapy
treatment sessions last 20–30 min, and acupuncture could dominate 20–25 min of that time.
With regard to the 38% of respondents who said
that their use of acupuncture was limited, the
most common reason cited was time. Combined
with the push towards exercise classes and limited treatment sessions, there may not have been
enough time to satisfy a patient’s needs and
provide acupuncture as well.
When acupuncture was used, the average
number of needling sessions was just over five.
There are no guidelines regarding the number
of sessions of acupuncture that should be provided for patients with OA; however, some
authors have speculated that between six and
10 treatments may offer the best effects, and
RCTs using less than six sessions have been
criticized for using too few (Manheimer et al.
2010). Realistically, five sessions of acupuncture
may be all that can be provided when the need
for exercise and education is taken into consideration. This point was also expressed by a
few of the respondents, who thought that the
methods employed by many RCTs were unrealistic in an NHS setting.
The results of the present survey demonstrated that only 15% of physiotherapists
employed EA to treat patients with knee OA,
although Manheimer et al. (2010) did suggest
that this modality might be of most benefit.
Nevertheless, 29% of respondents reported
using trigger-point acupuncture, which is only
specifically mentioned in a minority of papers
(e.g. Weiner et al. 2007). First, this led the
present author to question the definition of
trigger-point acupuncture in these knee OA
cases, since the respondents were perhaps also
referring to the needling of Ah-Shi points, and
then, secondly, to wonder why EA was being
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used so infrequently, which may be attributed
to both the distinctively negative mention of it
in NICE (2008), and the fact that several
respondents highlighted a lack of EA equipment as a limitation to their practice.
Along with pain and the inability to exercise,
patients who want to avoid surgery were mentioned multiple times. This suggests that acupuncture can influence this client group’s need
for surgical procedures in the present and future.
In turn, this has massive financial implications on
a national level considering the expense involved,
and the fact that acupuncture has already been
shown to be a cost-effective treatment modality
(Whitehurst et al. 2011) that could provide the
NHS with a low-cost alternative to surgery
(White 2012).
There were 16 mentions of patients specifically requesting acupuncture because they had
either heard positive reports or had successful
treatment in the past. This not only suggests that
it is a popular modality with those who have
already experienced it, but also that there may be
need for several cycles of treatment to control a
chronic problem like knee OA. This could create
difficulties in the NHS setting; for example, two
respondents described trusts decommissioning
acupuncture, and others reported that local
policy was one of no patient return for the same
problem within 6 months. All physiotherapists
realize that no two patients are the same. Nevertheless, rules like no return exist, even for
those who may have experienced another flareup, and therefore, patients can be denied treatment that has helped them in the past. The fact
that some primary care trusts have taken acupuncture out of the equation completely seems
staggering considering the wealth of positive
information derived from research (White 2012),
and the physiotherapists’ experiences described
in the present survey.
The treatment options listed were derived
from the most popular interventions listed in a
previous survey (Walsh & Hurley 2009), and
those supported by the NICE guideline. There is
considerable overlap between current practice
and ideal management, with acupuncture, exercise, self-management, education and manual
techniques being greatly favoured. Obviously,
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since the participants were members of AACP,
there will have been some bias towards acupuncture when describing the perfect management
programme; however, several respondents did
not include it, although they are trained in its
use.
Participants emphasized that time and the
number of treatments were the main limitations
for using acupuncture to treat knee OA, but
these were not solely issues in the public sector.
Private practitioners highlighted the fact that
treatments were increasingly being limited by
insurance companies, and that self-payers might
not be able to afford appointments because of
the economic downturn. However, the NHS was
singled out by its workforce, particularly for the
way that local policy limited the number of
sessions, and they pointed out that caseload
demands meant limited follow-up space and a
push towards early self-management.
Seventy per cent of the respondents stated that
they were influenced by research and guidelines
on OA and acupuncture; however, most did not
name either a specific paper or author. A few
participants underlined the negativity of the
NICE guideline; however, some others claimed
that NICE actually backed the use of acupuncture. There were calls for a better-quality evidence base, which would help to promote the
use of acupuncture by physiotherapists. The
most common response by respondents was
that, although they were influenced by research,
they continue to use acupuncture in clinical
practice because it works. There was an overwhelming sense of positivity from the answers to
the open section at the end of the questionnaire:
98% of respondents indicated that they have
found that acupuncture does provide pain relief
for knee OA, and they have had effective results
in the clinical setting.
National Health Service versus private
healthcare
When comparing the numbers of treatment sessions for patients with knee OA, private practitioners averaged one whole session more than
those working in the NHS. Some may say that
this is because those working in private healthcare do not have to deal with the discharge
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pressures and caseload issues that affect their
colleagues in the NHS. However, NHS workers
were also more likely to refer patients to a class
than use acupuncture. Classes may not exist in
private healthcare environments both because
there is a lack of appropriate numbers, and also
because these practitioners are more likely to
offer their patients a one-to-one service so that
the clients feel special. The exercise and selfmanagement ethos was significantly more dominant in the NHS, which can be interpreted as a
response to the waiting list demands and service
cuts mentioned in other answers. This gap in the
industry is likely to continue to grow as the NHS
sees group treatment as a way to cut costs, and
private clinics seize the opportunity to offer a
more personal touch. Neither approach is wrong,
but this situation helps to explain the difference
in the treatment that patients with knee OA may
receive depending on where they are based.
Curiously, the number of acupuncture sessions
per episode was actually higher in the NHS than
private practice. This result is surprising considering all that has already been discussed, and the
present author believes that it may be the result
of several large anomalies in the data from NHS
respondents (e.g. treatments in double figures).
The unfortunate portrayal of the public sector
was repeated in the open-answer sections, in
which physiotherapists reported that they felt
restricted and follow-ups often did not happen
for 3 weeks because of caseload and waiting list
demands. This brings into question both their
ability to provide adequate acupuncture, and
whether it is a viable treatment option. Although
what is adequate has never been formalized,
Turner & Igo (2013) stated it was inadequate if a
minimum dosage of six, 20-min weekly treatments could not be carried out.

Limitations
If the results of a survey are to be generalized for
a specific population, then the sample used needs
to be representative and of proportionate size.
The present author received 296 replies from
1000 questionnaires, which represents a response
rate of 30%. Unfortunately, the original target of
a 40% level of return, which was calculated to
give 95% confidence to 5% error (Rea & Parker
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1992), was not achieved despite the utilization of
numerous methods to boost response rates.
However, the expected level of return is variable
depending on which examples of the literature
you read (Baruch 1999). It is also clear that
response rates in healthcare-related postal surveys have been dropping over the past 15 years
(Cook et al. 2009), which may be a result of
market saturation following the success of the
online format. Therefore, a 30% return could be
considered both satisfactory and representative.
In the planning stage, the questionnaire was
going to be electronic, which might have boosted
replies, but this did not comply with the ethical
demands that were set.
Several of the returned questionnaires were
incomplete. This was mostly because participants
missed out a whole page, which they may have
overlooked because the questionnaires were
double-sided. Furthermore, some respondents
specifically made errors answering ranked questions. Following a successful pilot, it was
believed that these questions would cause no
difficulties. However, on reflection, perhaps the
use of many different types of question caused
the participants to answer in the wrong format.

Conclusion
The present survey has identified that acupuncture is being used sparingly to treat patients with
knee OA by UK physiotherapists, and it is
employed in combination with an assortment of
other treatment modalities. However, when it is
used, practitioners believe that it has positive
effects. Physiotherapists are influenced by
research, but are more concerned with the results
that they have achieved in the clinical setting.
The latter determine the likelihood of them using
acupuncture to treat patients with knee OA in
the future. Guidelines can help to shape the way
in which we deliver healthcare, but perhaps these
should consider both qualitative and quantitative
data in the future, since the opinions of experienced clinicians seem to be a vital part of
decision-making.
The present data show that the majority of
physiotherapists do not feel limited in their
acupuncture practice; however, NHS clinicians
are far more likely to be restricted by managerial
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attitudes, a lack of time and caseload demands.
The general culture of the NHS physiotherapy
department means that patients with knee OA
are more likely to be provided with fewer treatments than their private counterparts. They are
also more likely to end up in an exercise class or
group, which broadens the gap between patient
experience in the NHS and private sectors in the
UK.
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Abstract
High-quality clinical evidence suggests that, although acupuncture appears superior to usual care
in the management of chronic low back pain, there is little meaningful difference between true
and sham acupuncture. This suggests that the benefits of acupuncture are mediated by the
placebo response. An alternative explanation is that sham acupuncture is an active treatment
and shares a mechanism of action with traditionally applied acupuncture. One plausible
candidate for this mechanism is improvement in self-perception mediated through the
sensory-discrimination-like qualities of acupuncture. We aimed to compare the effects of
acupuncture with a sensory discrimination training component to acupuncture without.
Twenty-five people with chronic low back pain were enrolled in a randomized crossover
experiment. We compared the effect of acupuncture delivered when sensory discrimination is
optimized to acupuncture delivered when it is not on movement-related back pain immediately
after each intervention. We found that the average pain intensity ( standard deviation) after
participants had received acupuncture with sensory discrimination training (2.82.5) was less
than when they received acupuncture without sensory discrimination training (3.62.0). This
difference was statistically significant (after adjustment, mean difference= 0.8, 95% confidence interval= 1.4 to0.3; P=0.011). Our findings are consistent with the idea that
acupuncture may offer specific benefit that is not dependent on precisely where the needles are
inserted so much as that the patient attends to where these are inserted. If so, the location of
the needles might be better focused on the painful area and the need for penetration of the skin
may be mitigated.
Keywords: acupuncture, low back pain, movement-related pain, randomized crossover, sensory
discrimination training tool.
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Introduction
Numerous clinical trials exist on the use of
acupuncture in the management of chronic low
back pain (CLBP). A consistent finding from
high-quality research is that, although acupuncture performs better than usual care, there is
strong evidence to support that there is no
difference between true and sham acupuncture
(Yuan et al. 2008; Hutchinson et al. 2012; Furlan
et al. 2012; Xu et al. 2013). This result suggests
that the benefits of acupuncture are likely mediated through the placebo response.
While we agree that this is the most appropriate interpretation of the literature, an alternative
explanation is that sham acupuncture is an active
treatment and shares a mechanism of action with
traditionally applied acupuncture. This view has
significant support from advocates of acupuncture (Langevin et al. 2006; Lund & Lundeberg
2006; Lundeberg & Lund 2006), and is consistent with the finding that, while acupuncture and
sham acupuncture show equivalence, true acupuncture often outperforms non-acupuncture
placebos (Furlan et al. 2012). Some plausible
mechanisms have been suggested (Zhao 2008;
Litscher 2009a, b; Liu 2009; Lewis & Abdi 2010;
Leung 2012), but there is little direct clinical
evidence to support these claims; most of the
mechanisms are likely to have only very shortterm effects and many would be difficult to test.
One possible mechanism that can be tested
and which is potentially long-lasting, at least with
repeated application, is improvement in selfperception of the lumbar spine. There is evidence to show that patients with CLBP exhibit
significant alterations in cortical areas that are
thought to subserve self-perception (Wand et al.
2011a), and display characteristics that are consistent with a disturbance in lumbar spine selfperception (Wand et al. 2011a). Whether or not
altered self-perception contributes to chronic
pain is not resolved, but recent reviews have
highlighted the relationship between disturbances in self-perception and the severity of the
Correspondence: Dr Benedict Martin Wand, School of
Physiotherapy, The University of Notre Dame
Australia, 19 Mouat Street, Fremantle, WA 6959,
Australia (e-mail: benedict.wand@nd.edu.au).
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condition, and argue that altered self-perception
may represent a legitimate target for therapy
(Lotze & Moseley 2007; Swart et al. 2009;
Moseley & Flor 2012).
One method of normalizing distorted selfperception is tactile discrimination training. In
this approach, stimulation of some form is
applied to the painful area and the patient is
asked to decide on the locality or type of
stimulation, an approach that has been shown to
be effective in the management of certain
chronic pain problems (Flor et al. 2001; Moseley
et al. 2008; Moseley & Wiech 2009). Acupuncture
likewise often delivers sensory stimuli to the
painful area in the form of needling; however,
the precise location of the needles within the
painful area seems to have little effect on outcome (Haake et al. 2007). That acupuncture
appears to relieve pain regardless of the exact
needle location leads to the idea that acupuncture
may have tactile-discrimination-like effects.
We can test whether or not acupuncture has a
tactile-discrimination-like effect by comparing
the effects of acupuncture with a sensory discrimination training component to acupuncture
without. Our hypothesis is that patients with
CLBP will have greater pain relief from acupuncture used as a sensory discrimination training
tool, in which they need to attend to the site of
needle stimulation, than they will with acupuncture applied in a way in which sensory discrimination is less.

Methods
Design
This randomized, repeated measures, crossover
experiment received institutional ethical
approval, and was registered with the Australian
Clinical Trial Registry (ACTRN1261100061
4998). Participants provided informed consent,
and all procedures conformed to the Declaration
of Helsinki.
Participants
A convenience sample of 25 patients with CLBP
was recruited from a community physiotherapy
practice. Participants were eligible if they fulfilled
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the following criteria: were aged between 18 and
60 years of age; were proficient in written and
spoken English; reported LBP as their main
symptom; had experienced non-specific LBP for
a minimum of 6 months; and rated their LBP as
at least moderate on item 7 of the Short-Form
(36) Health Survey (Ware & Sherbourne 1992).
Patients were excluded if they presented with the
following: nerve root pain or evidence of specific
spinal pathology; were pregnant or less than
6 months postpartum; had undergone any lumbar surgery or invasive procedure within the
previous 12 months; were involved in litigation
in relation to their LBP; were judged by their
treating clinician to be unsuitable for acupuncture treatment; and had significant uncorrected
visual disturbance, or significant medical or
psychological illness.
Procedure
After consent was obtained, participants were
assigned a research number, provided basic
demographic and clinical information, and completed a set of standardized questionnaires. Disability was assessed using the Roland–Morris
Disability Questionnaire (Roland & Morris
1983). Average LBP intensity during the past
week was measured using a numerical rating
scale (NRS). Kinesiophobia was estimated using
the Tampa Scale for Kinesiophobia (Vlaeyen
et al. 1995). Pain-related catastrophization was
measured using the Pain Catastrophizing Scale
(Sullivan et al. 1995), and the 21-item Depression, Anxiety and Stress Scales (Lovibond &
Lovibond 1995) was used to assess the presence
of depressive symptoms and anxiety. In addition,
participants performed a lumbar spine active
movement assessment and nominated the direction of movement that was most provocative for
their LBP.
A random number sequence was computer
generated independently, and each number was
placed in consecutively numbered, sealed,
opaque envelopes. After completion of the baseline assessment, the therapist opened the envelope that corresponded to the participant’s
research number, and participants were randomized by odd/even allocation into either sensory
discrimination acupuncture or usual acupuncture

as their initial condition. After the first condition,
participants rested for 10 min before undertaking
the alternate condition. A previous study of
similar design suggests that this time frame is
likely sufficient to avoid any carry-over effects
(Wand et al. 2012).
Participants were informed that the purpose
of the study was to compare two different types
of active acupuncture and were blinded to the
study hypothesis. Participants were asked to first
remove their shirt and lay prone on an examination table. The participant’s position was
adjusted to ensure maximal comfort in the
prone position, and the same position was used
for both conditions. The points to be needled
were lightly marked on the participants back to
make sure the same points were stimulated for
each condition. A total of 14 points were used:
seven on the right side of the lumbar spine and
seven on the left. We chose acupuncture points
that have been used in previous clinical trials of
acupuncture for CLBP (Brinkhaus et al. 2006;
Haake et al. 2007; Cherkin et al. 2009), and
which enabled us to cover as much of the
lumbar spine as possible. The points were Urinary Bladder 52, 23, 24, 25 and 26 bilaterally,
and two non-standard acupuncture points bilaterally. To identify the points, each participant’s
thumb width (cun) was measured using a
cunometer. The lumbar spinous processes were
used as the points of reference, and the cunometer was employed to find the acupuncture
points. The non-standard points were standardized as 6 cun lateral to the spinous processes of
L2 and L5.
After locating the points, the 14 needles were
inserted. We used 15-mm needles fully inserted
to ensure that the depth of needling was the
same across conditions. In the experimental
condition, participants participated in a sensory
discrimination training task similar to that
described by Moseley et al. (2008a). A picture of
a back with the position of each needle numbered (see Fig. 1) was positioned so that it could
be comfortably viewed by the participant. The
clinician then rotated a single needle in accordance with a random number sequence, and the
participant was required to nominate which needle was being stimulated. If the participants
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measure of pain intensity immediately after
repeated lumbar spine movement. The standard
deviation (SD) of the NRS was estimated at two
points, and the within-subject correlation of
scores was set at 0.6. A sample size of 25
participants provides 80% power to detect a
treatment effect of one point on an NRS, when
=0.05.

Figure 1. Sites of needle insertion.

committed an error, they were told which point
had in fact been stimulated. Each needle was
stimulated for 3 s with a 10-s interval between
each stimulus. This task was performed with
visualization of the back via a mirror in the first
10 min and progressed to no visualization in the
last 10 min. In the control condition, participants
were asked to lie comfortably and relaxed, and to
not attend to the needles. During the 20-min
control condition, the therapist manipulated needles at the same rate and using the same random
sequence as he did in the experimental condition.
Both acupuncture treatments were provided by
the same clinician, a physiotherapist with postgraduate acupuncture qualifications and 5 years
of clinical experience in the use of acupuncture.
Outcome
The primary outcome measure was pain intensity
immediately after performance of 10 repeated
lumbar spine active movements, measured using
an NRS. Participants were asked, ‘‘Please rate
your back pain by circling the one number that
tells how much pain you have right now.’’ The
movement direction deemed most painful by the
patient during the initial physical examination
was used for both conditions. The start and end
points for each task were standardized for each
individual based on his or her initial examination
findings, and the speed of task performance was
kept constant by use of a metronome.
Sample size
A power calculation for a crossover design (Senn
2002) was performed for the primary outcome
58

Data analysis
Descriptive statistics were used to present demographic information and describe clinical status.
A series of t-tests (CROS analysis) (Senn 2002)
was used to estimate treatment, period and
treatment-by-period interaction effects for the
primary outcome measure. Statistical significance
for carry-over (treatment-by-period interaction)
was set at P <0.1. Significance for all other tests
was set at P <0.05. Plots of residuals versus fitted
values were examined to check the assumptions
of normal distribution of within-subject and
between-subject residuals. Non-parametric Wilcoxon matched-pairs tests were also performed
to confirm conclusions based on parametric
analyses. All analyses were undertaken using
Stata/IC 10.1 for Windows (StataCorp LP, College Station, TX, USA).

Results
Group characteristics
Participants were recruited between September
2011 and June 2012. Table 1 describes the
demographics and clinical status of the participants. All 25 participants completed both phases
of the experiment and there were no missing
data.
Effect of condition on pain
There was evidence to suggest that pain was less
after the second period than the first, regardless
of treatment order [mean difference=0.9,
95% confidence interval (CI) = 0.3 to1.5,
P=0.008], and therefore, treatment effects were
estimated adjusted for this period effect. The
average ( SD) pain intensity after participants
had received acupuncture with sensory discrimination training (2.82.5) was less than when
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Table 1. Demographic and clinical information on all participants (n=25): (LBP) low back pain; (RMDQ) Roland–Morris
Disability Questionnaire; (PCS) Pain Catastrophizing Scale;
(TSK) Tampa Scale for Kinesiophobia; and (DASS-21) 21-item
Depression, Anxiety and Stress Scales.

indicating that the effect of sensory discrimination training was unlikely to have differed
according to whether it was administered in the
first or second period (P=0.182).

Mean (SD) or n (%)
Demographic information
Gender (female)
Age (years)
Height (cm)
Weight (kg)
Work status:
at work (or studying)
off work because of LBP
off work for other reasons
Clinical status
Duration of LBP (years)
Pain area:
back pain only
back and leg pain
Taking opioid medication
Average back pain intensity (0–10)
Disability (RMDQ, 0–24)
Pain catastrophization (PCS, 0–52)
Kinesiophobia (TSK, 17–68)
Depression (DASS-21, 0–42)
Anxiety (DASS-21, 0–42)

9.0 (36%)
41.5 (13.8)
172.5 (9.5)
78.1 (14.0)
21.0 (84%)
3.0 (12%)
1.0 (4%)
6.7 (11.5)
17.0 (68%)
8.0 (32%)
2.0 (8%)
4.9 (1.5)
9.6 (5.9)
16.0 (12.1)
31.4 (7.4)
8.6 (10.8)
5.4 (7.1)

they received acupuncture without sensory discrimination training (3.62.0). This difference
was statistically significant (after adjustment,
mean difference=–0.8, 95% CI= 1.4 to0.3,
P=0.011).
Post-treatment measures for each individual
by group are displayed in Fig. 2. There was no
significant period/treatment interaction detected,

Figure 2. Pain intensity (numerical rating scale, NRS)
post treatment for individual participants with and
without sensory discrimination training, by group: (A) no
discrimination training followed by discrimination
training; and (B) discrimination training followed by no
discrimination training.

Discussion
The aim of this study was to determine whether
acupuncture delivered in a manner in which
sensory discrimination is optimized is superior to
acupuncture delivered when it is not. We
hypothesized that patients with CLBP would
have greater pain relief from acupuncture used as
a sensory discrimination training tool than they
would with acupuncture applied in a manner in
which sensory discrimination is less. In both
conditions, we used the same number of needles,
in the same points, inserted to the same depth,
and with an identical type and amount of needle
manipulation. In the control condition, participants were asked to relax and not focus on the
needles. In the experimental condition, participants responded to each needle manipulation by
trying to localize the position of the needle that
was being manipulated. In keeping with our
hypothesis, participants reported significantly
less movement-related pain immediately after the
sensory discrimination condition than they did
after the control condition. Although there was a
period effect, the significant difference in pain
intensity remained after adjusting for this and the
advantage of the sensory discrimination condition was not affected by whether it was undertaken first or second.
Our results are consistent with the idea that
‘‘sham’’ acupuncture may offer some mode of
action beyond placebo and that a discriminationlike effect may contribute. The plausibility of this
perspective is supported by the ample data suggesting that body perception is disturbed in
people with CLBP. Neuroimaging studies demonstrate significant alterations in brain structure
and function in the population with CLBP
(Wand et al. 2011a), including degeneration
(Schmidt-Wilcke et al. 2006; Baliki et al. 2011,
2012; Ruscheweyh et al. 2011; Seminowicz et al.
2011), reorganization (Flor et al. 1997; Lloyd et al.
2008; Tsao et al. 2008) and biochemical abnormalities (Sharma et al. 2011, 2012) in cortical
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areas that are thought to subserve the perception
of the back (Moseley et al. 2012a). Furthermore,
psychophysiological findings consistent with disruption of the mechanisms that underpin body
perception are also apparent, such as decreased
lumbar tactile acuity (Moseley 2008; Wand et al.
2010; Luomajoki & Moseley 2011), impaired
graphaesthesia performance over the back
(Wand et al. 2010), difficulties localizing tactile
stimuli delivered to the back (Wand et al. 2013),
neglect-like dysfunction to stimulation of the
lumbar spine as well as the space around the
painful area (Moseley et al. 2012b), deficits in
proprioception (Gill & Callaghan 1998; Taimela
et al. 1999; Brumagne et al. 2000; O’Sullivan et al.
2003; Lee et al. 2010; Sheeran et al. 2012), poor
performance on a trunk movement tracking task
(Willigenburg & Kingma 2013), back-specific
impairment in the visual recognition of actions
(De Lussanet et al. 2012) and reduced trunk
motor-imagery performance (Bray & Moseley
2011). Patients with CLBP also seem to have
difficulty delineating the outline of their back
(Moseley 2008), and frequently endorse questionnaire items associated with altered selfperception of the lumbar spine (Wand et al.
2014).
Although it is evident that self-perception is
altered in CLBP, the role altered self-perception
plays in the condition is less apparent, although
there are several hypotheses to state why distorted self-perception may negatively impact on
clinical outcome. Poor bodily awareness may
adversely influence lumbar spine control, leading
to abnormal loading of the spine and thence
peripheral nociceptive input (Hodges & Tucker
2011). Peripheral tissue health may also be
adversely affected by a distorted body image; for
example, a body-part-specific drop in temperature (Moseley et al. 2008b), increased histamine
reactivity (Barnsley et al. 2011), and increased
pain and swelling on movement (Moseley et al.
2008c) have all been observed within minutes of
body awareness disruption. Finally, disruption of
bodily awareness may be associated with incongruence between predicted and actual proprioceptive feedback, and this incongruence may give
rise to pain (Harris 1999; McCabe & Blake
2007).
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There is also some evidence from randomized
controlled trials that improved perception of the
back may improve outcome. While Barker et al.
(2008) found no difference between transcutaneous electrical nerve stimulation and a device
designed to deliver sensory discrimination training, other researchers have noted significant
improvements in clinical status with other sensory stimulation protocols. Morone et al. (2012)
developed what they called a surface for perceptive rehabilitation comprising a series of rubber
cones of different heights and rigidity. Patients
lay on this surface and underwent training,
requiring them to discriminate tactile, proprioceptive, pressure and kinaesthetic information.
This approach was superior to an intensive
educational and general exercise approach in
reducing LBP in the short term, and superior to
medical care at both short-term and long-term
evaluation. Hohmann et al. (2012) asked patients
with CLBP to lie on a needle stimulation pad, a
plastic mat consisting of a large number of sharp
but non-penetrating plastic spikes. After a
2-week period of daily treatment, patients
reported significant and clinically meaningful
improvements in pain in comparison to a waiting
list control. In addition, sensory discrimination
training protocols have been shown to improve
outcome in people with phantom limb pain (Flor
et al. 2001) and complex regional pain syndrome
(Moseley et al. 2008a; Moseley & Wiech 2009),
and improvements in pain strongly relate to
improvements in tactile acuity (Flor et al. 2001;
Moseley et al. 2008a; Moseley & Wiech 2009).
Moreover, representational changes within the
primary somatosensory cortex also relate to
improvements in tactile acuity and pain (Flor
et al. 2001). Relevant to this line of thought,
Napadow et al. (2007) reported that treatment
with acupuncture was associated with correlated
changes in cortical reorganization and pain in
people with carpal tunnel syndrome.
In most acupuncture trials, the site of needle
insertion is dictated by principles of traditional
Chinese medicine (TCM) that are at odds with
modern science’s understanding of anatomy and
physiology. The equivalence in outcome seen
between randomly placed needles and needles
placed according to the principles of TCM
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further highlights the implausibility of this
model. Although our data are only preliminary,
these suggest that an alternative but evidenceinformed approach may be taken towards determining the site of stimulation. That is, tactile
acuity over the back is worse in areas of pain,
and this corresponds to areas of altered body
awareness (Moseley 2008). If our current results
are corroborated by further research, it would
seem reasonable to focus needling on the areas
of pain/altered awareness, rather than choosing
the site for needling based on the system advocated in TCM. Furthermore, progression might
be better based on the individual’s level of
sensory acuity (Wand et al. 2011b), rather than
on the principles of TCM. In addition, using
penetrating needles is not without risk (Witt et al.
2009) and the mechanism suggested here
certainly does not mandate that the stimulation
be penetrative needling. It is plausible that a
safer and equally effective treatment might be
discrimination training using non-penetrative
stimulation, but clearly, further research is
needed in this area.
There are some limitations to this research
that need to be considered. The two treatments
were not indistinguishable, and hence, participants were not strictly blinded to condition,
although they were naive to our hypothesis. In
addition, we used patient self-report as the outcome measure, therefore assessor blinding was
also suboptimal. However, we do not think that
these methodological weaknesses introduce a
high risk of bias because both interventions were
plausible, active treatments and we informed
patients of this. In addition, both conditions
were delivered by the same clinician, who was
not blinded. Importantly, however, the clinician
has postgraduate qualifications in the use of
acupuncture based on TCM principles, and has
been using this approach in the management of
LBP for some years. One might predict that an
advocate of TCM-based acupuncture would
introduce a bias against our hypothesis, but we
did not measure this. We also did not assess
potential indicators of disturbed body perception, such as tactile acuity or cortical reorganization. The addition of this information may have
provided data to further support (or refute) the

proposition that the greater effect seen in the
experimental condition was caused by changes in
self-perception. At this stage, we can only conclude that the sensory discrimination condition
was better than the other condition, and speculate as to why. Finally, these findings are based
on a preliminary, experimental study, and the
design we used only enabled evaluation of very
short-term outcomes. Furthermore, although
there was no statistical evidence for carry-over of
effects from one treatment period to another, the
power to detect this was limited with the numbers available. Before these ideas are adopted
clinically, there is need for replication of these
findings on larger samples of patients, using
more-intensive treatment approaches with the
evaluation of clinically meaningful outcomes
over longer periods of time. Our findings clearly
lay the platform for further research that could
account for these limitations.
In summary, our results support the hypothesis that patients with CLBP would have greater
pain relief from acupuncture used as a sensory
discrimination training tool than they would
with acupuncture applied in a way in which
sensory discrimination is less. Our findings are
consistent with the idea that acupuncture may
offer specific benefit that is not dependent on
precisely where the needles are inserted so much
as that the patient attends to where these are
inserted. If so, the location of the needles might
be better focused on the painful area and the
need for penetration of the skin may be
mitigated.

What are the new findings?
+ Patients with CLBP reported less pain after
acupuncture used as a sensory discrimination
training tool than they did after acupuncture
applied in a way in which sensory discrimination was less.
+ Acupuncture may favourably influence pain
by improving self-perception.

How might it impact on clinical
practice in the near future?
+ These results add some support to the idea
that altered self-perception might be a target

 2013 BMJ Publishing Group Ltd & British Association of Sport and Exercise Medicine

61

Acupuncture as a sensory discrimination training tool
for treatment in the management of CLBP.
+ If supported by further research, these
findings might prompt clinicians who use
acupuncture in the management of CLBP to
consider the principles of sensory discrimination training when applying this
intervention.
+ These findings are preliminary and replications on larger samples using more-intensive
treatment regimens are needed before these
are adopted into clinical practice.
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The Gall Bladder meridian
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Private Practice, Biggleswade, Bedfordshire, UK

Abstract
This article describes the anatomy of the Gall Bladder meridian, and the use of this channel in
the kind of acupuncture practised by physiotherapists and manual therapists. It also explores the
rationales for some of the key point actions. There is a correlation with the traditional Chinese
medicine (TCM) interpretation of the muscular system, which explains why Gall Bladder points
exert such influence in our field. The author also compares this meridian with the lateral line of
fascia described by Thomas Myers in his Anatomy Trains system. Both approaches may help us
to understand the body as an integrated whole, and provide new rationalizations for certain
useful points. The author has a special interest in how the fascial lines and the tendinomuscular
meridians of TCM overlap visually, although not conceptually, and this can help our clinical
reasoning when we make point choices on the basis of anatomy.
Keywords: Anatomy Trains, fascia, Gall Bladder meridian, lateral line, traditional Chinese medicine.

Introduction
Some of the most commonly used acupuncture
points in physiotherapy practice are found along
the Gall Bladder meridian; for example, Gall
Bladder (GB) 20, GB21, GB30 and GB34. Its
path crosses a multitude of problematic anatomical structures that we treat on a daily basis: the
head and neck, the trapezius muscle, the anterior
shoulder, the posterior hip, the iliotibial band,
and the peroneal muscle group. A representative
outpatient list would include many individuals
with symptoms that affect these structures.
As an organ in the Western anatomical sense,
the gall bladder is simply a store, a reservoir for
bile produced by the liver. Here is the first
evidence of the close correlation between the
Correspondence: Lynn Pearce, The Courtyard Centre for
Health and Wellbeing, 6 High Street, Biggleswade,
Bedfordshire SG18 0JA, UK (e-mail: lynn@
lynnpearce.co.uk).
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Liver and the Gall Bladder, which work together
as a pair. Insufficiency or disorders of the liver
may well manifest as signs and symptoms ostensibly emanating from the gall bladder. To say that
you ‘‘feel bilious’’ suggests a particular brand of
nausea, whereas the phrase ‘‘filled with bile’’
describes an angry and unpleasant emotional
state. An understanding of the traditional Chinese medicine (TCM) view of the Gall Bladder
and how it fits into a person’s overall health, i.e.
both physical and emotional well-being, will
enable practitioners to expand the range of
treatments that they offer.
In terms of the digestive process as a whole,
the gall bladder also has a close relationship with
the actions of the pancreas, and the stomach and
spleen. Many disorders to do with digestion
emanate from an functional imbalance between
these key organs, i.e. the Liver, Gall Bladder,
Stomach and Spleen. Digestive disorders are
often evident in stressful situations. A TCM
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saying states that ‘‘the stomach manifests all the
emotions’’. For stomach, read ‘‘digestive organs’’
because we are our guts! Therefore, the Liver
and Gall Bladder are included in this adage, and
these organs have as important role to play in the
treatment of certain emotional states as physical
ones; for example, anger, frustration and stress.
In TCM, the yang, or Fu, organs are responsible for moving substances around the body.
Every yang organ is paired with a yin one. The
Liver is yin and the Gall Bladder is yang. From
the Western medical perspective, these need to
work in harmony to allow the smooth movement
of bile through the digestive system. In TCM, the
yang organs are not only responsible for the
movement of a substance (i.e. bile), these also
facilitate the movement of emotions, the movement of blood through the muscles, the movement of anything. If there is free flow around all
of the constituent parts of the body, then there is
no pain. However, pain is caused as soon as
something slows down or becomes blocked, be it
blood, lymph, an emotional state or a joint.
Therefore, the Liver and Gall Bladder play a
significant role in all pain states, physical as well
as emotional, in the TCM approach. This may
partly explain the use of Liver (LR) 3 for all
types of pain: Western medical acupuncture
focuses exclusively on Large Intestine 4 because
of its massive sensory effect, but TCM would
include LR3 as well.
Stimulation of the Gall Bladder points can
have a profound effect on tendons and muscle
tone, and also physical tightness. Gall Bladder 34
is a point that is commonly recommended in
prescriptions for musculoskeletal (MSK) pain,
and to explain this, we have to use our imagination to consider the idea of the body as a society.
Why should the Gall Bladder reflect physical
problems within the MSK system?
Each organ plays its own part in the society
that is the body:
+ The Heart is the supreme commander, the
monarch concerned with the affairs of the
spirit, ideology and thought.
+ The Lung governs the vessels overall, as well
as the highways and byways of these channels,
regulating the energy of the whole body.
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+ The Liver is vigorous, and like a general, it is
in charge of the armed forces tasked with
defending the body and fighting its enemies.
+ The Gall Bladder is the first lieutenant to the
Liver (the general), and it allows the right
decisions to be put into action.
+ The Spleen is the officer in charge of the
granaries, and it digests, absorbs, spreads and
nourishes the fabric of the body.
+ The Large Intestine is the removal system for
the body, and it eliminates waste.
+ The Kidney provides the foundation for
movement and energy, and it controls the
skeleton/the internal structure and the nervous system, providing a strong base on
which to apply force, and both physical and
mental stability.
Thus, Gall Bladder function is associated with
being able to make decisions, prioritizing, action,
physicality, and bodily activity involving the
muscles and tendons. While the concept
described above might seem unusual to a Western practitioner, it does give us a sense of the
‘‘whole’’. In considering MSK problems, we
think of the whole, and how the impact of one
injury, trauma and/or operation has affected the
surrounding and attached muscles and fascia.
The way in which the body absorbs and transmits this impairment throughout the physical
system of the fascia and shortened muscles leads
to the kind of problems we often see in practice.
The ‘‘whole’’ has been given a new lease of life
by the Anatomy Trains approach outlined by
Myers (2001).
As physiotherapists who deal with shortening
and distortion within the myofascial system on a
daily basis, it may well help us to review key Gall
Bladder acupuncture points in line with the
lateral line of fascia. In general, the course of the
channel traverses the lateral line of the body.
Figure 1 is an anatomically focused illustration of
the Gall Bladder meridian. When many of you
look at a picture of the Anatomy Trains lateral
line, you will see areas where key Gall Bladder
points are known to be located. Interestingly, the
TCM depiction of the Gall Bladder meridian
continues into the head, whereas the fascial
dissection does not. In TCM reasoning, the Gall
 2015 Acupuncture Association of Chartered Physiotherapists
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Figure 2. Wangu (Gall Bladder 12), the meeting point
of the Gall Bladder and Bladder Channels, which is
located in the depression just posterior and inferior to
the mastoid process [adapted with permission from
Deadman & Al-Khafaji (1998),  2015 Journal of
Chinese Medicine Publications].

Figure 1. The course of the Gall Bladder meridian
(image  2015 Anne Cossé, all rights reserved:
www.acupressurewellness.com).

Bladder meridian is the key channel in the
treatment of headaches. It is possible to link the
anatomy of the head with known Gall Bladder
points, and the mapping of trigger points and
trigger point referral, as shown by Travell &
Simons (1983).

Course of the meridian and key
acupuncture points
Gall Bladder 1: Tongziliao, ‘‘Pupil Crevice’’
This point starts at the outer edge of the eye, and
the channel runs down to a site anterior to the
ear and then up into the temporalis muscle. A
number of studies have been undertaken that
have attempted to show the effect of points such
 2015 Acupuncture Association of Chartered Physiotherapists

as Guangming (‘‘Bright Vision’’, GB37) on
visual cortex performance, something that has
traditionally been claimed (Gareus et al. 2002;
Huang et al. 2012). Huang et al. (2012) reported a
specific visual cortex effect when GB37 or Bladder (BL) 60 were needled. Traditional Chinese
medicine also cites BL60 as being useful for eye
disorders.
Temporal headaches and temporomandibular
issues can emanate from this region of the head.
Gall Bladder 8, GB9 and GB10 are often close to
key trigger points in the temporalis muscle, and
the pain referral pattern can often spread down
into the teeth as well as around the head.
Gall Bladder 12: Wangu, ‘‘Mastoid
Process’’
In anatomical terms, GB12 is a key point because
it is situated just posterior and superior to the
edge of the mastoid process (Fig. 2). It is
frequently found to be tender in patients suffering from all kinds of MSK problems affecting the
whole line. Naturally, GB12 can play a major role
in conditions such as whiplash in which either
the sternocleidomastoid (SCM) or trapezius
muscle has been involved. This is because both
these muscles share a nerve supply through the
accessory nerve, and frequently become overactive in anything affecting the posture of the head
and neck.
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Gall Bladder 20: Feng Chi, ‘‘Wind Pool’’
After returning across the head to GB14, which
lies above the eye and is a common site for
frontal headaches, the channel reverses once
more. It continues downward, emerging from
the head into the neck in the space created
between the upper fibre attachment of the trapezius muscle to the head and the posterior
surface of the SCM.
This is GB20, which is one of the most
frequently used points for head and neck problems. The target of this point is the splenius
capitis muscle, which is a strong head extender/
controller of flexion and rotator, making it a key
muscle involved in many neck- and head-related
conditions. You should be realistic about the
depth of needling you can perform here. Know
your anatomy! A 25-mm needle is likely to only
just scratch the surface because the extreme
tension that builds up here may require you to go
deeper to achieve an effect. Always needle
towards the opposite eye, or interestingly,
towards the opposite GB20 point. (The present
author was taught this technique at the British
College of Acupuncture, London, UK, where the
patient was laid down in supine to allow access
to other anterior points.)
Some studies have attempted to show that
needling in the region of GB20 improves the
vascular situation within the vertebral and basilar
arteries (Yuan et al. 1998; Feng et al. 2007; He
et al. 2009). This point has also been used in
many headache trials with good results. These
studies were conducted on the basis of the
traditional function of GB20, i.e. eliminating
‘‘chaos’’ (the Chinese manifestation of Wind)
from the head, and the fact that its position in
anatomical terms makes it a very useful point for
many headaches that may have their source
within these upper occipital muscles (Vernon
1999; Liu & Fang 2004; Vickers et al. 2004; Fofi
et al. 2014).
Liu & Fang (2004) discussed the effective use
of GB 20 for trigeminal neuralgia and facial
pain. The anatomy of the upper cervical spine is
a fascinating area. In particular, a measurable
effect on headaches can be achieved through
the trigeminal cervical nucleus, a structure
that is a key driver of headaches and one that
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extends down as far as C3 within the cervical
spine.
Gall Bladder 21: Jianjing, ‘‘Shoulder Well’’
Winding around the anterior shoulder and moving through trapezius, we come to GB21. Frequently used in MSK treatments, much
unnecessary alarm has been spread with regard
to this point. Let us be quite clear: in anatomical
terms, it is found in the upper fibres of the
trapezius muscle – and only there. This is
nowhere near the lungs, and therefore, a sensible
choice of angles and the avoidance of perpendicular needling at depth will always make this a
safe and effective point within our treatments.
Horizontal needling, tangential to the shoulder
girdle, is always a safe angle.
In TCM terms, this point is the meeting point
of the Gall Bladder, Triple Energizer and
Stomach meridians, which explains its influence
over all neck movements. For such a commonly
used point, it is intriguing that TCM forbids the
use of GB21 during pregnancy unless labour has
been prolonged. If this is the case, then it can be
used to help with a ‘‘downward muscular push’’.
According to Deadman & Al-Khafaji (1998, p.
439): ‘‘Difficult labour may be due to stagnation
or deficiency of qi and blood. In either case, due
to its strong descending action, Jianjing GB-21
has long been used to expedite delivery and
promote the descent of the placenta, and for this
reason is contraindicated in pregnancy.’’
Having this knowledge potentially poses an
ethical dilemma for physiotherapists who are
considering using this point. From the TCM
perspective, GB21 may have a global effect, but
from the Western one, it cannot have a local,
segmental or otherwise globally argued effect on
a pregnancy.
Gall Bladder 27: Wushu, ‘‘Five Pivots’’
Situated at the anterior superior iliac spine
(ASIS) and just anterior to it, we find GB27 and
GB28. These can be very useful points indeed
for hip and lower back pain issues, and are easily
accessed in side-lying.
Gall Bladder 27 is the meeting point of the
Gall Bladder meridian and the Girdling Vessel,
 2015 Acupuncture Association of Chartered Physiotherapists
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GB27

GB28

GB29

of the Gall Bladder and Bladder meridians, and is
located on the posterolateral aspect of the hip
joint, one-third of the distance between the
prominence of the greater trochanter and the
sacrococcygeal hiatus. It is located exactly behind
the anatomical hip joint. Considering the muscular anatomy here, GB30 is situated within the
gluteus maximus, and may reach the lateral
rotators of the hip, which is why it is widely used
for hip and sacroiliac-related problems.

GB30

Figure 3. Gall Bladder (GB) meridian points around the
hip [adapted with permission from Deadman &
Al-Khafaji (1998),  2015 Journal of Chinese Medicine
Publications].

an extra channel that behaves as if it were a belt
or girdle circling the body at the waist. In
physiotherapy terms, it could be considered to be
the anatomical ‘‘core’’. Weakness in the Girdling
Vessel means weakness in the muscular core that
is so significant in back pain. The point is located
in the depression just anterior to the ASIS,
approximately level with Conception Vessel 4
(Guanyaun), 3 cun below the umbilicus.
Gall Bladder 28: Weidao, ‘‘Linking Path’’
This point is found 0.5 cun anterior and inferior
to GB27.
Gall Bladder 29: Juliao, ‘‘Stationary
Crevice’’
Located on the lateral aspect of the hip joint,
GB29 is at the midpoint of a line drawn between
the ASIS and the prominence of the greater
trochanter (Fig. 3). It is a fabulous point in
anatomical terms because it targets the entire
gluteal muscle group, and therefore, is a very
useful for treating hip, lower back and sacroiliac
problems.
Gall Bladder 30: Huantiao, ‘‘Jumping in
Circles’’
This is a very important point for the treatment
of back and hip problems. It is the meeting point
 2015 Acupuncture Association of Chartered Physiotherapists

Gall Bladder 31: Fengshi, ‘‘Wind Market’’
Gall Bladder 31 deserves special mention
because it is a key point within the iliotibial
band/vastus lateralis, a structure that merits
attention in many knee problems. Its precise
location is on the lateral aspect of the thigh,
directly below the greater trochanter, 7 cun
superior to the popliteal crease.
Gall Bladder 33: Xiyangguan, ‘‘Knee Yang
Gate’’
The clue is in the name, ‘‘Knee Yang Gate’’! The
present author has found that GB33 is a very
useful point to add when dealing with patellar
maltracking issues. It is found on the lateral side
of the knee, in the depression above the lateral
epicondyle of the femur, between the femur and
tendon of the biceps femoris muscle.
Gall Bladder 34: Yanglingquan, ‘‘Yang
Mound Spring’’
And so we arrive at GB34, a commonly used
point in practice. It is the He-Sea and Earth
point of the Gall Bladder meridian, which has
more significance from a TCM perspective. The
implications are that GB34 is slow and subtle in
its actions, and nourishes the whole channel as
well as the organ. Crucially, it is cited as the
meeting point for the sinews, and it is used in
many combinations to treat high muscle tone
that is not strictly related to the knee (e.g. tennis
elbow). This point is located below the lateral
aspect of the knee, in the tender depression
approximately 1 cun anterior and inferior to the
head of the fibula. Anatomically, we must
remember the position of the common peroneal
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The Gall Bladder meridian
Table 1. Key innervations for applying segmental acupuncture: (GB) Gall Bladder
Acupuncture point

Dermatome

Myotome

GB12
GB20
GB21
GB27
GB29
GB30
GB31
GB33
GB34
GB40

C2–3
C2–3
C3–4
L1
L2
S1–2
L2–3
L2–3
L4–5, S1–2
L4–5, S1–2

C2–3 and accessory nerve (spinal part)
C2–5
Accessory nerve (spinal part)
T12 and above, and L1
L4–5, S1
L5, S1–2
L2–4
L2–4
L4–5
L5, S1

nerve, which winds its way around the head of
the fibula, and therefore, direct the needle
slightly downwards to avoid this.
Yeo et al. (2014) recently studied the action of
needling GB34 in patients with Parkinson’s disease (PD). They investigated the areas of the
brain that are known to exhibit nigral dopamine
depletion in patients with PD in comparison to
healthy individuals. Acupuncture at GB34 stimulated activity in ‘‘the prefrontal cortex, precentral
gyrus, and putamen in patients with PD; areas
that are known to be impaired in patients with
PD’’ (Yeo et al. 2014, p. 336) Although this was
a small trial with only 24 participants, Yeo et al.’s
(2014) results are encouraging, holding out hope
for the future justification of Gall Bladder
points for MSK treatments from a scientific
perspective.
Gall Bladder 38: Yangfu, ‘‘Yang
Assistance’’
There are a few more points that deserve to be
mentioned; for example, GB38 is a key point for
the MSK system.
Gall Bladder 39: Xuanzhong, ‘‘Suspended
Bell’’
In TCM practice, GB39 is an important point for
the treatment of neurological and balance disorders. This makes sense simply because of its
position within the peroneal muscles, which are
densely packed with proprioceptive nerve endings.
Gall Bladder 40: Qiuxu, ‘‘Mound of Ruins’’
This is the lateral ‘‘eye of the ankle’’, and GB40
is a very useful point to use for all ankle
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inversion injuries. It is also in the relevant
segment for treating pain referred to the ankle
from the spine.
The whole channel abounds with points that
make good clinical sense in terms of physiotherapy. Associated musculature, associated
neural structure, trigger points – in the world of
outpatients with MSK disorders, these all add up
to make the Gall Bladder meridian ‘‘our’’
channel.
Table 1 details the key innervations for applying segmental acupuncture to the Gall Bladder
meridian.

Conclusion
With regard to the nature of acupuncture points
per se, Kramer et al. (2012) published an interesting study that examined the alteration in electrical skin resistance (ESR), as measured by point
locators, pre- and post-operatively. The hypothesis for their paper was to test the statement that
‘‘pathological processes can cause measureable
changes in [ESR] at acupuncture points’’
(Kramer et al. 2012, p. 120). The present author
has found that using a point locator can add a
further interest and increase accuracy when diagnosing clinical problems. Kramer et al. (2012)
offered an intriguing insight into possible future
explanations of the meridian system, as well as
the activation of points along it. Their study
tested Stomach 38 and GB34 before and after
eye, shoulder and hip surgery. To briefly summarize, ESR measurements at GB34 demonstrated
a significantly higher percentage of increases
after ophthalmic (23.2%) and hip (22.2%) surgery. Considering the pathway of the Gall Bladder meridian, which runs directly through the hip
 2015 Acupuncture Association of Chartered Physiotherapists
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joint and finishes at the eye, this is intriguing.
Kramer et al. (2012) reported no increase in ESR
after shoulder surgery. However, since the Gall
Bladder meridian primarily runs through a
muscle associated with shoulder function rather
than articulation, perhaps this should be taken
into consideration.
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Tea in traditional Chinese medicine
S. X. Ke
Asanté Academy of Chinese Medicine, London, UK

Abstract
This paper reviews the use of tea in traditional Chinese medicine. The author explores the
history of the beverage, and discusses the three major Chinese categories: green, black and
oolong tea. Green tea has undergone a minimal amount of oxidation, black tea is fully
fermented and oolong tea is partially oxidized. Green tea is colder in nature, black tea is warmer,
and while oolong tea is considered to be relatively cool, it will become warmer if it is fried for
a little longer. Understanding the properties of different teas enables practitioners to know
which kind to recommend to their patients.
Keywords: herbal medicine, tea, traditional Chinese medicine.

Introduction
Drinking tea is probably the most popular habit
world-wide: people drink it for their health, for
relaxation and on social occasions. Tea is also the
most enduring and common beverage in history.
Thanks to its discovery by the ancient Chinese
people, millions and millions around the world
can now enjoy this wonderful drink. Tea
growing and trading has brought both health and
wealth to many people, but unfortunately, it
sometimes also resulted in wars or conflicts in
the past.
People in the West drink tea socially or for
relaxation, but they rarely know about its healthrelated properties. If they do understand something, this may only be that they are aware of
fashionable modern theories, such as the antioxidant benefits that have been reported. In fact, tea
is not only drunk in China for the purposes of
Correspondence: Professor S. X. Ke, Asanté Academy
of Chinese Medicine, 430 Archway Road, Highgate,
London N6 4JH, UK (e-mail: info@asanteacademy.com).
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recreation and relaxation, but also to keep the
body in healthy harmony both within and without the environment. Tea drinking can be part of
a ritual, a meditation or a cultural event. It is also
involved in wider cuisine. For example, there are
tea eggs (i.e. eggs boiled in strong tea), which are
delicious, and tea rice; if you use Pu’er tea, the
rice takes on a red colour. Nowadays, it is even
used in beauty therapy.
Tea is a very important part of the constituents
of traditional Chinese medicine (TCM). How to
drink it, which types are good for you and even
when to drink it all play a part in TCM and
Chinese culture. Before going into the details of
those aspects, I would like to discuss the background briefly.
The tea plant was first found in southern
China. Traditionally, there are three major types
of Chinese tea: green, black and oolong. These
are all produced by the tea plant, Camellia sinensis.
What distinguishes the categories is the method
by which these are processed, but there are also
big differences in the quality of tea depending on
the particular cultivar, where it is grown, when it
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is harvested and how it is prepared. Tea is a very
big topic with many features, and it is enormously important to Chinese history and culture,
so I can only touch on a few aspects.

the plants benefit from rain and mist, and the
plentiful minerals in the soil. At higher altitudes,
the tea takes longer to grow, but develops a
superior flavour.

The major categories of Chinese
tea

Black tea
In contrast with green tea, the black variety is
fully fermented. For this purpose, the appearance
of the leaves is less important, and these are
harvested later in the year. Fermented teas have a
more mature and sweeter taste, and the colour
changes from green to a darker, often reddish
colour. What is called ‘‘black’’ tea in the West is
known as red tea (Hong Cha) in China because
of the colour of the liquid; in the West, ‘‘black’’
refers to the colour of the oxidized leaves. Unlike
green teas, which are drunk when young, black
teas, like some wines, often improve if these are
left to mature.
Again, there are many names for black tea,
depending on the place of origin. The consumption, although not the production, of black tea is
mainly associated with the northern parts of
China and Tibet. The most famous black tea is
Pu’er tea, which is produced in Yunnan and
named after the city of Pu’er in the southern part
of this province. There are two main types: one
half-fermented and the other fully processed.
The half-fermented type is called Sheng Cha, and
the fully processed one is known as Shu Cha.
The way that Pu’er teas developed was historically connected with the transport of the leaves.
The main routes were from Yunnan to Beijing, a
distance of over 2000 km, and from Yunnan to
Tibet and northern India. The Yunnan–Tibet
route, a web of mule and foot caravan paths, was
given the name ‘‘Tea Horse Road’’. The Chinese
needed horses, which they got from Tibet, and
the Tibetans wanted Chinese tea. The story goes
that the fully fermented or post-fermented style
of Pu’er tea was a by-product of the Tea Horse
Road itself. The Yunnanese traders packed partly
fermented tea into bricks or cakes for easy
transport, then the tea absorbed the sweat and
heat from the mules carrying the blocks, creating
a new flavour that the Tibetans liked. This
post-fermentation is still carried out to produce
Shu Cha, but by more convenient methods. It

First, let me say something about the characteristics of the three main categories of Chinese tea.
The differences are based on whether or not the
leaves are fermented (in terms of tea, this generally refers to oxidation rather than microbial
activity), and the length of any brewing. After
processing, one kind tea may be blended with
others, which is what is usually found in the UK,
but in China, tea from a single source is generally
favoured. There are also many types of tea that
have flavours like jasmine or elderberry added, or
spices may be involved during processing.
Green tea (including white tea)
Green tea (Lu Cha) is the type that has undergone a minimal amount of oxidation. Normally,
green tea is collected in spring, when the leaves
are very young, and this is considered to give the
best taste. Oxidation is then halted by quickly
applying heat soon after picking, usually by a
method similar to stir-frying. This removes about
70% of the water content, and the remaining
30% is eliminated by air-drying. As a result, the
tea keeps most of the chemical constituents of
the fresh leaves, and retains a natural taste and
colour.
The typical green tea that we drink is called
Longjing (literally, ‘‘Dragon Well’’) tea, and this
is highly prized. It is usually served in glasses, and
this allows you to see the change that happens to
these beautiful small leaves, which produce a
yellow-green colour when steeped. You can also
watch the leaves slowly expand and fall. This
kind of tea has an exceptionally subtle flavour:
you can taste a slight bitterness, but later on, you
sense a smoothness, gentleness and sweetness,
although it is not sweet like sugar. Within the
broad green tea category, there are very many
subgroups, which are named depending on
where the leaves are grown. The best green teas
come from mountainous areas; this is because
74

 2015 Acupuncture Association of Chartered Physiotherapists

S. X. Ke
has created a specific kind of ‘‘black’’ tea, called
Hei Cha.
Oolong tea
While black and green teas are fully oxidized and
unoxidized, respectively, oolong teas are partially
oxidized to varying degrees, and therefore, these
fall between the green and black varieties. The
best oolong tea is from Fujian Province, where
the British first found the tea plant. The British
then took the plant to India, where it flourished.
For example, Darjeeling tea was originally from
Fujian, and the Indian variety is identical to the
Chinese one.
The best type of oolong tea is called rock
oolong, and this grows in the north of Fujian in
the mountain rocks. The most famous rock
oolong is the so-called ‘‘Big Red Robe’’ (Da
Hong Pao), which is a premium variety of the
Wuyi rock tea (Wu Yi Yan Cha) subgroup of
oolong.
There is a legend about this tea. In ancient
China, a student from a certain village had
worked very hard and now wanted to take the
exams to become an official, for which he
needed to get to Beijing, which was far away.
The student started walking there, and on the
way, he fell sick and could walk no further. An
older man, a monk, saw him and decided to help,
but all he could offer was this tea. Sure enough,
the student recovered and continued on his way,
reaching Beijing and passing the exams with the
highest marks. When you passed with distinction, you would receive a red robe from the
emperor. Later, in order to thank the old man
who had saved his life, the official presented the
monk with his red robe, which was then placed
over the tea bushes. A few of these original
bushes, growing on a rock on Mount Wuyi and
reportedly dating back to the Song Dynasty, still
survive today and are highly venerated. Tea from
these bushes, which can produce only a pound in
weight per year, was only ever drunk by the
emperor and his top officials, and these trees are
now only a visitor attraction. However, in recent
times, when it could still be bought, it sold for
astronomical prices, costing thousands of
pounds an ounce.
 2015 Acupuncture Association of Chartered Physiotherapists

There is another story about Mount Wuyi tea.
When Richard Nixon came to China to meet
Chairman Mao, Mao had to find a suitable
present, and he gave him half a pound of this tea.
Some people said, ‘‘How can you be so mean, to
give only half a pound of tea as a gift?’’
‘‘Mean?’’ Mao replied, ‘‘But this is half the tea in
China!’’ This gives an idea of just how precious
it is.
As with other teas, there are different names
for oolong depending on where it is grown. Big
Red Robe tea is considered the ultimate, but
there are other very good varieties.

The use of tea in traditional
Chinese medicine
Apart from its recreational use, tea is one of the
most commonly used herbal medicines in history. It is an important constituent of many
famous prescriptions, such as Chuan Xiong Cha
Tiao Ying for the treatment of chronic headaches (green tea is used in this formula). Tea is
also known to treat dysentery or diarrhoea
caused by food poisoning. In some places, used
and dried green tea leaves can be used to stuff a
pillow case; it is known that sleeping on these
pillows will help to relieve insomnia and high
blood pressure.
It is important to note that the different types
of tea have distinct properties in terms of TCM.
Green tea is colder in nature, slightly fragrant
and tastes bitter, which is good for reducing
Dampness according to TCM theory. It also
tastes mild, sweet or bland, which is good for
improving urination in order to get rid of toxins.
Black tea is warmer than green, and you can
compare this to the difference between a cold
salad and warm vegetable soup. Hence, it makes
sense that black tea is drunk in the northern parts
of China and in Tibet, where the climate is
colder, while green tea is generally consumed in
the warmer south. Oolong tea is considered to
be somewhat cooler, although it will be warmer
if it is fried for a little longer. However, in
general, green and oolong teas are cleansing.
These clear toxins, are good for Damp-Heat and
Damp stagnation, and treat the symptoms of
Stomach Heat (e.g. a bad smell in the mouth and
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belching, and a red face and red eyes) and some
skin conditions. These teas also help urination
where there is yellow urine and, perhaps, burning
on elimination. People with these problems will
normally have a red tongue with a yellow coating.
Black tea warms, and moves examples of Cold
stagnation such as indigestion, a sensation of
fullness or distension in the stomach, and food
or acid reflux. People suffering from Cold stagnation usually have a pale or swollen tongue.
Because so many people worry about their
weight nowadays, we encourage them to drink
tea because it contains alkaloids that reduce the
absorption of fat when combined with it. Of
course, because of the antioxidants it contains,
there is also a lot of evidence for tea as a
preventative measure against cancer.
The best time to drink it is after meals, not on
an empty stomach. People in the West have a
habit of adding sugar to tea, which is completely
unacceptable in China because tea is supposed to
clear Dampness. If you use sugar, which
increases Dampness, then the tea will not perform its function.
According to modern research, green tea contains more caffeine than the black variety, while
Pu’er tea contains hardly any. Therefore, if someone has a problem with caffeine, Pu’er tea is best.
Normally, a problem with caffeine indicates a
Kidney deficiency, especially one of Kidney
yang; in such cases, patients will particularly
benefit from black tea. People with weak Colddeficient symptoms, including a pale and swollen
tongue, will not benefit as much from green tea,
which is cooler and also more draining through
the urine. Hence, broadly speaking, green tea is
better for cleansing, and black tea is better for
tonifying. From a TCM point of view, if you
have a red tongue with a yellow coating, and if
you drink too much alcohol and have Stomach
Heat, then green tea is more suitable; however, if
you have a weak stomach, indigestion, and a pale
and swollen tongue, then black tea is better. On
the other hand, because green tea is less processed, it has more antioxidants, and thus, offers
better protection against cancers.
However, it should be noted that recent
research has shown that, once you have taken
away the first brew, 90% of the caffeine has been
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removed, and therefore, the second one is fine.
With some teas, especially with oolong, the taste
improves with later brews. You can repeat this
six times, adding water to the same tea over and
over again, but the third brew is considered the
best.
When it comes to giving advice about tea to
patients, the situation is the same as in many
other aspects of health: nothing is good or bad
for everyone. Just as some individuals may benefit from red wine, some may be harmed by it. If
you know about the properties of the different
teas, then you know how to advise your patients.
Tea came to play a very important part in
Chinese culture as a whole, and its significance is
connected to Daoism, which places a great
emphasis on staying close to nature. What is the
Dao? It is the way of nature, and what nature
provides for man is the world of plants. If you
look at the Chinese character for tea (Cha), the
symbols for grass (Cao), and for wood or tree
(mu) are at the top and bottom, respectively, and
the one for man (ren) is in the middle. Man is
between grass and wood. The sense is that you,
the human being, are within and engaged with
the natural world that provides for you. You are
one with the plants, and the importance of tea is
an example of this. And you, me, every person
should be as good, as mentally clear as tea. It
tastes rather bitter, but it is good for the body.
Professor Song Xuan Ke is the founder and principal of
the Asanté Academy of Chinese Medicine, and has
practised and taught TCM world-wide for over 30 years.
He began to learn his skills at a very early age when he
was apprenticed as a 13-year-old boy to three herbal
masters in his home province of Hubei, China. Professor
Ke qualified in both Chinese and Western medicine at
Guangzhou (Canton) University of Traditional Chinese
Medicine, Guangzhou, Guangdong, China, in 1982.
He has successfully promoted and provided acupuncture
services, and acted as a consultant in National Health
Service settings such as the Royal Free, Whittington and
North Middlesex hospitals in London. Professor Ke has
also been involved in TCM research programmes in
various hospitals, and was instrumental in setting up the
BSc(Hons) and MSc TCM courses at Middlesex
University, London.
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He was one of the founders of the Association of
Traditional Chinese Medicine and Acupuncture UK, and
was the general secretary of the organization. Professor Ke
was also the president of the British Society of Chinese
Medicine. He is a vice-president of the Pan European
Federation of TCM Societies. Professor Ke is actively
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involved with the UK Department of Health in the process
of statutory regulation in professional practice, and he was
a member of its Acupuncture Regulatory Working Group.
For more information, please turn to Rosemary Lillie’s
interview with Professor Ke in ‘‘News, views and
interviews’’ (pp. 110–113).
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Acupuncture for chronic bilateral ankle
osteoarthritis in a 60-year-old male
S. Gay
Solent NHS Trust, Portsmouth, UK

Abstract
A 60-year-old male presented to a private physiotherapy clinic with a 4-year history of bilateral
ankle osteoarthritis. His pain was worsening, and as a result, he was considering early
retirement. Having previously tried a number of physiotherapy interventions with little success,
the subject was keen to try acupuncture. Clinically, he presented with: pain, which was
reproduced on palpation of the ankle joint; reduced movement into dorsiflexion and plantar
flexion; and a marked antalgic gait. The main aggravating factors were walking and driving. The
subject was treated with a six-session course of acupuncture with the aim of reducing his pain,
increasing his range of ankle movement and improving his everyday function. He reported
improvements in pain on the Numeric Rating Scale and self-reported function after just three
treatment sessions. The effects plateaued following these sessions; however, the subject went on
to finish the full course of treatment.
Keywords: acupuncture, ankle, osteoarthritis.

Introduction
Osteoarthritis (OA) can be defined as a loss of
joint cartilage that leads to pain and impaired
function (Woolf & Pfleger 2003). The bone
underneath the lost or damaged cartilage will
often attempt to repair itself, which can cause
‘‘overgrowth’’ (Arthritis Research UK 2014),
leading to the clinical syndrome of joint pain and
varying degrees of functional limitation (NICE
2008). The pathological processes of OA can
include osteophytic formation, ligamentous laxity
and muscle weakness (Arden & Nevitt 2006).
Arthritis Research UK (2013) estimates that
8.75 million adults in the UK have sought treatment for OA, which equates to one-third of the
Correspondence: S. Gay, Solent NHS Trust, Adelaide
Health Centre, Western Community Hospital Campus,
William Macleod Way, Millbrook, Southampton SO16
4XE, UK (e-mail: sophiechatwin@gmail.com).
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population over the age of 45 years. This figure
must be interpreted with caution since it is an
estimate, and it does not relay any information
about whether one person has sought treatment
for multiple issues at the same or different
joint(s). How the data were collected is also
unknown; however, the fact that the information
is about patients who have sought treatment
shows that it is an estimate of people with clinical
symptoms rather than just radiographic evidence
of OA (i.e. X-ray changes). It is thought that
females tend to be at a higher risk of developing
OA (Srinkanth et al. 2005; Arden & Nevitt
2006), especially those of post-menopausal age,
although female-to-male ratios vary between
studies (Arden & Nevitt 2006). These differences
in the male-to-female ratios show that prevalence
data are variable, and therefore, should generally
be interpreted with care. The incidence of OA
has been shown to consistently increase with age
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at all joints (Arden & Nevitt 2006), implying that
the older a person becomes, the worse (i.e. more
painful and functionally limiting) his or her OA is
likely to be. This is noteworthy in our aging
population since increasing numbers of people
are likely to be affected by the disease. The
significant limitations that are caused by OA, and
the large treatment costs and loss of working
days associated with it, have led to it being
considered a major public health problem (Srinkanth et al. 2005).
Despite the pressures and frequent injuries
that are experienced by the ankle, OA is nine
times less common in this joint than in the hip
and knee (Schaefer et al. 2012). Ankle OA most
commonly occurs as a result of trauma, during
which the articular surface has been damaged
(Demetriades et al. 1998). For example, in a
study by Saltzman et al. (2005) in which the
authors examined 639 patients who attended a
tertiary orthopaedic centre with ankle OA, 70%
of these injuries were found to be caused by
trauma. Idiopathic ankle OA is more likely to
occur if the tibiotalar joint is flattened, decreasing the congruence and stability of the joint
(Schaefer et al. 2012). It can be an extremely
immobilizing condition: Rao et al. (2010) stated
that patients with ankle OA using a self-report
scale scored themselves as having the same level
of physical function as individuals with end-stage
kidney disease and chronic heart failure.
Correct management of this condition is
important because conservative treatment
options are limited and poorly evidenced.
Orthoses and other assistive devices are among
the conservative treatments used for the treatment of ankle OA (Rao et al. 2010). Surgical
options are available for ‘‘end stage’’ treatment of
the disease if all other interventions have been
exhausted, including arthrodesis and total ankle
arthroplasty (Valderrabano et al. 2009).
There is limited literature on the effects of
acupuncture in the management of ankle OA;
however, there is a wealth of evidence for its use
in the treatment of OA of the knee and hip, as
well as other forms of this condition in the
peripheral joints. A Cochrane Review by Manheimer et al. (2010) showed that, in an evaluation of
16 studies of acupuncture treatment for OA in
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peripheral joints (none of the studies included
ankle OA), needling showed statistically relevant
improvements in the participants’ pain and function when measured using 68- and 100-point
scales. However, the clinical relevance of the
improvement varied between studies. Given that
the same disease process is occurring, albeit in a
different joint, the findings of the above review
could be extrapolated to other joints affected by
the disease, including the ankle. Acupuncture is
also widely used in the treatment of chronic pain,
and therefore, since many patients who suffer
from ankle OA are in such pain, the use of
acupuncture to treat OA is well justified.
To explore this area further, a wider literature
search was undertaken that included acupuncture
treatment for other ankle problems. Park et al.
(2013) performed a meta-analysis of the use of
acupuncture in the management of ankle sprains.
It was found that the quality of the evidence was
poor, which exposed a gap in the literature on
the use of acupuncture to treat ankle pain.

Case report
Background
The subject of the present case report was a
60-year-old man with a 4-year history of pain and
reduced ankle function. A diagnosis of bilateral
ankle OA was confirmed by X-ray and magnetic
resonance imaging. The imaging reports were
not available for the present author to review,
and therefore, the extent and detail of the OA
was not known. The subject reported a considerable increase in pain over the past year, and was
considering early retirement as a result. He had
had previous experience of physiotherapy, and
was only interested in trying acupuncture
because he felt that he had exhausted all other
treatment options, which included steroid injections, ankle strengthening, group exercise and
manual therapy. He was being treated in a private
physiotherapy clinic.
Clinical history
The subject presented with a 4-year history of
worsening bilateral ankle pain, with the right ankle
causing more discomfort than the left. In his
 2015 Acupuncture Association of Chartered Physiotherapists
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Table 1. Treatment schedule: (ST) Stomach; (KI) Kidney; and (GB) Gall Bladder
Date of
treatment
Session 1
10/08/12
Session 2
13/08/12
Session 3
20/08/12

Session 4
28/08/12

Session 5
04/09/12

Session 6
17/09/12

Time
(min)

Needle size (mm)†

ST41
Bafeng

20

0.25  25

1.0
2.5

Mild

ST41
Bafeng

30

0.25  25

1.0
2.5

Strong

ST41
Bafeng
KI1
GB40

25‡

0.25  25

1.0
2.5
0.5
0.5

Mild

ST41
Bafeng
KI1
GB40

30

0.25  25

1.0
2.5
0.5
0.5

Mild

ST41
Bafeng
KI1
GB40

30

0.25  25

1.0
2.5
0.5
0.5

Strong

ST41
Bafeng
KI1
GB40

30

0.25  25

1.0
2.5
0.5
0.5

Strong

Acupuncture points*

Depth of insertion
(cun)

De Qi

*All bilateral.
†Needle type: Tai-Chi (Lhasa Ohms, Inc., Weymouth, MA, USA).
‡Patient arrived late.

full-time job as a milkman, he undertook a considerable amount of walking, lifting and driving,
all of which he reported aggravated his pain.
When not at work, the subject used a walking stick
and only went short distances on foot; he used
two walking sticks if he was in a lot of pain
(approximately 7/10 on the Numeric Rating
Scale). He described a deep throbbing pain in his
ankle joints that radiated down to his toes. On
average, he described the left- and right-hand pain
as 4/10 and 6/10, respectively. Morning stiffness
was a particular issue for the subject because of
the demands of his occupation so early in the day;
he reported that this stiffness took approximately
2 h to settle, but never went away completely.
His significant past medical history included a
total hip replacement for OA on his right side in
2010. An orthopaedic consultant had also administered steroid injections in both his ankles,
which had given him some relief for 6 weeks
following treatment. The subject took meloxi 2015 Acupuncture Association of Chartered Physiotherapists

cam and co-dydramol for the pain, and ramipril
for hypertension. No other relevant medical
history was noted.
Clinical examination
The subject used one walking stick to attend the
clinic. He had a marked antalgic gait and
decreased dorsiflexion, which had resulted in a
shorter stride. He believed his limp to be a
consequence of his hip replacement. Bilaterally,
his feet and ankles were mildly oedematous, but
there was no evidence of increased temperature
or trauma. Palpation of both the tibiotalar and
talonavicular joint lines reproduced the subject’s
pain. His right side was worse than his left, and
palpation of other areas of the foot did not
reproduce his symptoms.
The subject’s range of movement (ROM) in
both ankle joints was grossly reduced, achieving
little more than 5 dorsiflexion on both the right
and left because of pain and stiffness. Plantar
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flexion was approximately 20 on the left and 15
on the right. Inversion and eversion were not
assessed. Muscle power was estimated to be 3/5
on the Oxford Scale throughout both ankles,
which appeared to be limited by pain.
Following this examination, the treatment
options were discussed with the subject, who
was very determined to have a course of acupuncture, but no other intervention.
Treatment
Six sessions of acupuncture were provided over a
period of 7 weeks using the treatment schedule
outlined in Table 1. Consent was gained from the
subject prior to each session. All risks and
contraindications were considered and discussed.
During the sessions, the subject was fully supported on a couch while positioned in long
sitting with a pillow under both knees. Needles
were manually stimulated for approximately 20 s
every 2 min during the acupuncture treatments.
Treatment 1. The initial session consisted of a full
assessment and an acupuncture treatment. De Qi
was achieved immediately, with the subject
describing warmth, and a tingling sensation in
both ankles and feet that was stronger on the
right than on the left. He reported an improvement in ankle stiffness; however, there was no
visible reduction in the oedema.
Treatment 2. The subject described some
improvement in the pain in his right ankle, which
lasted for approximately 2 days after the initial
treatment. This was reported as being a drop in
his average pain score to 3/10 in both ankles.
Objectively, no change in ROM was observed.
He was keen to carry on with acupuncture. A
stronger De Qi effect was felt during this session.
Treatment 3. The subject reported a further reduction in the pain in his right ankle; however, there
was no further effect on the left ankle. An
increase in ROM was observed in the right ankle:
dorsiflexion and plantar flexion increased to 10
and 20, respectively. There was no change in
ROM for the left ankle. The acupuncture treatment was continued.
Treatment 4. The subject reported a noticeable
improvement in his gait and other functional
82

tasks, such as getting into and out of a car.
Footwear was discussed since he was wearing
poorly fitting sandals. He was advised to seek out
a podiatrist via his general practitioner (GP), and
obtain his or her professional opinion about
orthoses. No further improvements in pain and
ROM were reported following the previous
session.
Treatment 5. The subject reported no further
improvements in pain or function. His work was
still aggravating for him despite the improvements in pain and ROM. Range of movement
remained the same as at treatment 3. Acupuncture was continued.
Treatment 6. The subject reported no further
changes, but he was pleased with the improvements he had made, notably the improvement in
ROM made everyday tasks (e.g. walking and
playing with his grandchildren) easier. He likened
the improvements to steroid injections. Overall,
his average pain score had reduced to 3/10, with
an occasional increase to only 5/10 at worst.
Following a long discussion about selfmanagement, it was agreed that this would be the
final acupuncture session.
The clinical reasoning model proposed by Bradnam (2007) was used to help select the points
used. Because of the persistent nature of the
subject’s pain, local points were used to produce
a segmental analgesic effect. A treatment time of
30 min was allocated in order to encourage a
supraspinal analgesic effect. The outcomes are
described in Table 2.
The following acupuncture points were
employed:
+ Stomach (ST) 41 was chosen because it is
recommended for conditions affecting the
ankle joint (Hecker et al. 2008). This is a point
that is close to both the tibiotalar and talonavicular joints, both of which caused the subject pain.
+ Bafeng (EX-LE10) is thought to reduce pain
in the back of the foot (Hecker et al. 2008),
and traditional Chinese medicine theory contends that it reduces swelling and Heat.
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Table 2. Treatment outcomes: (AROM) active range of movement; (NRS) Numeric Rating Scale; (DF) dorsiflexion; (PF) plantar flexion;
and (Rx) treatment
Date of
treatment
Session 1
10/08/12
Session 2
13/08/12
Session 3
20/08/12
Session 4
28/08/12
Session 5
04/09/12
Session 6
17/09/12

Ankle AROM ()

Ankle pain score (NRS)

Right

Left

Right

Left

Right

Left

DF=5
PF=15

DF=5
PF=20

6/10

4/10

DF=3/5
PF=3/5

DF=3/5
PF=3/5

DF=5
PF=15

DF=5
PF=20

3/10 for ]2 days post Rx

3/10 for ]2 days post Rx

DF=4/5
PF=3/5

DF=3/5
PF=3/5

DF=10
PF=20

DF=5
PF=20

2/10 for ]3 days post Rx

3/10 for ]2 days post Rx

DF=4/5
PF=3/5

DF=4/5
PF=3/5

DF=10
PF=20

DF=5
PF=20

2/10 for ]3 days post Rx

3/10 for ]2 days post Rx

DF=4/5
PF=3/5

DF=4/5
PF=3/5

DF=10
PF=20

DF=5
PF=20

2/10 for ]3 days post Rx

3/10 for ]2 days post Rx

DF=4/5
PF=3/5

DF=4/5
PF=3/5

DF=10
PF=20

DF=5
PF=20

2/10 for ]3 days post Rx
5/10 at worst

3/10 for ]2 days post Rx
5/10 at worst

DF=4/5
PF=3/5

DF=4/5
PF=3/5

+ Gall Bladder (GB) 40 was selected as another
local point in the ankle that is close to the
tibiotalar and talonavicular joints.
+ Kidney (KI) 1 is another local point in the
foot.
The additional points (GB40 and KI1) were
added during the third treatment because it was
felt that more local points were needed in order
to increase the strength of the segmental analgesic
effect.

Discussion
Overall, the subject was pleased with the results
of this course of treatment. The present results
support the findings from the available literature
that acupuncture can be an effective treatment
for OA (Manheimer et al. 2010). However,
because of the inherent limitations of a case
study, it is impossible to say that the benefits that
this patient experienced were solely a result of
the acupuncture.
The treatment ran over a period of 7 weeks;
the first two sessions were within 3 days of each
other, the next four were spaced 1 week apart
and the final session took place 10 days after the
penultimate one. This was arranged purposefully
in order to check the duration of the treatment
 2015 Acupuncture Association of Chartered Physiotherapists

Ankle power (Oxford Scale)

effect. The treatment had achieved its maximum
effect by the third session, and therefore, by
session 6, it was decided to cease treatment in
order to see how the patient managed. Further
sessions might have helped to ensure the treatment effect; however, the subject was limited
financially because he was funding the sessions
privately. Equally, if only three sessions had been
undertaken, it would have been interesting to see
if the treatment effect continued.
It is likely that the subject’s reduced function
was as a result of the pain. Therefore, it is
possible to assume that the acupuncture had an
analgesic effect, and that he also saw functional
improvement as a result. Another explanation
for the improvement in ROM at the ankle joint
could be related to the theory and research
discussed by Langevin (2013). When acupuncture needles are manipulated, the connective
tissue (fascia) is stretched, and when these are
removed, the effect of this stretch remains,
leaving the tissues longer than before, thereby
allowing more movement at the joint (Langevin
2013). In theory, ST41 and GB40 could help to
stretch the fascia at the front of the ankle,
allowing for more dorsiflexion, and KI1 could
do the same on the underside of the foot,
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helping to facilitate plantar flexion. In the present case study, the treatment had little effect on
power at the ankle joint.
It is not known what impact the subject’s
attitude had on the size of the treatment effect.
He was unwilling to try any other forms of
physiotherapy, stating that he had exhausted
these all. Other people and his own research on
the Internet had led him to believe that acupuncture could help arthritis, and therefore, he had
expectations that his pain was likely to improve
with therapy. This may have had a positive
impact on his treatment. Alternatively, it could
have given him greater expectations of success
than the acupuncture could deliver. The therapist
discussed the subject’s expectations with him
from the beginning, explaining that there was
little evidence for the efficacy of acupuncture in
ankle OA, but despite this, he wanted to try this
approach.
The needles were manually manipulated frequently throughout treatment. An alternative
could have been to use electroacupuncture (EA)
since this would have provided a greater level of
stimulation. Unfortunately, this was not an
option available at the time of treatment. There
is good evidence for the use of EA in OA. For
example, Ng et al. (2004) found that, in a group
of 24 participants with knee OA, those who were
randomized to receive EA had better pain and
Timed Up-and-Go Test outcomes than those
who underwent transcutaneous electric nerve
stimulation. Similarly, Ahsin et al. (2009) found
that EA reduced pain and improved mobility in
participants with chronic knee OA. Ideally, EA
would be used in similar cases in the future.
The luxury of treating this patient privately
allowed for long treatment times. However, private treatment was also disadvantageous since the
subject was limited financially, and did not have
the option of continuing with the sessions. If this
treatment were to have been provided by the
National Health Service (NHS), the sessions
might not have been as long because of limited
treatment times, and the gains from the therapy
might not have been enough to justify the use of
six patient contacts. During a post-treatment
discussion, the subject reported that the treatment
effect had lasted for approximately 6 weeks, and
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that it was for financial reasons that he did not
seek further treatment privately. He was advised
to ask for a referral from his GP to an NHS
physiotherapist who might be able to provide him
with some further acupuncture sessions.
The lack of the use of a validated outcome
measure is a limitation for the present case study.
In the future, an instrument such as the Western
Ontario and McMaster Universities Osteoarthritis
Index (WOMAC; Bellamy 2005) could be
employed. Although not specifically validated for
use with ankle OA, the WOMAC has been used
in many studies investigating pain, function and
disability in patients with knee and hip arthritis,
and other forms of musculoskeletal pain.

Conclusion
Some moderate success was achieved in the case
of the subject of the present study. However, the
use of acupuncture for the treatment of ankle OA
has not been well studied, which exposes a gap in
acupuncture research. This case study suggests
that it would be worth carrying out a trial to
evaluate whether acupuncture should be offered
to patients suffering from ankle OA.
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Safety of moxibustion: a
systematic review of case reports
The authors of this article (Xu et al. 2014) set out
to examine the published evidence of adverse
events (AEs) associated with the use of moxibustion, and to draw some conclusions about the
safe practice of this form of treatment.
Based on the principles of traditional Chinese
medicine (TCM), moxibustion is an external
therapy that involves the stimulation of acupuncture points with burning moxa cones. Treatment
can be either direct, i.e. the burning cone is
placed directly on the skin, or indirect, i.e. there
is an insulating layer of, for example, air, garlic or
ginger between the moxa cone and the skin. Xu
et al.’s (2014) systematic review summarizes the
published evidence for the safety of moxibustion.
In November 2013, four Chinese and three
English databases were searched for case reports
describing AEs, and in addition, two articles
reviewing the safety of moxibustion were
retrieved. The case reports were stringently
examined in order to determine the likelihood
that the AEs mentioned were related to moxibustion therapy before the information was used.
The AEs described included: burns; allergies;
infections; coughing; nausea and vomiting; foetal
distress and premature birth; basal cell carcinoma; ectropion; and hyperpigmentation. Burns
were the most commonly reported AEs,
although there is some debate as to the validity
of including these injuries in this category since
many ancient Chinese texts cite moxa burns as a
natural and desirable effect of the therapy. Most
burns were reported in sensitive patients, were
caused by direct moxa and resulted in some skin
marking. Burns occur as a result of the high
combustion temperature of the moxa material.
Allergies were largely resolved on cessation of
treatment, or rapidly thereafter with anti-allergy
medication, and either took the form of skin
rashes or coughing as a result of excessive
inhalation of moxa smoke. The infections
 2015 Acupuncture Association of Chartered Physiotherapists

reported seem to have been the result of crosscontamination or to have entered at the burn
site, and all occurred in patients with immune
deficiency and were related to poor controls of
therapy administration. Both reports of foetal
distress occurred following self-administered
moxibustion.
Xu et al. (2014) conclude that practitioners
should refer to the traditional contraindications
for moxibustion in the TCM literature since
many AEs were reported after incorrect application of moxibustion, or poor care of the resulting
moxa burn. There is only weak evidence to link
some reported AEs directly with moxibustion
therapy. The authors state that the risks associated with moxibustion were found to be consistent with previously published reports, and that
further clinical trials are needed to prove that
there are any direct links between these reported
AEs and moxibustion therapy. However, they
also point out that improving practitioners’ skills
and implementing better controls over the parameters of this therapy would increase the safety
of moxibustion and reduce the incidence of AEs.
Melanie Hunter
Book Review Editor
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Role of acupuncture in the
management of diabetic painful
neuropathy (DPN): a pilot RCT
The authors of this paper (Garrow et al. 2014)
describe a placebo-controlled pilot randomized
controlled trial of acupuncture in the management of painful diabetic neuropathic pain. Fortyfive patients were allocated to receive 10 weekly
sessions of either true acupuncture (53%) or
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sham acupuncture (47%) using five standardized
acupuncture points on the lower part of each leg:
Liver 3, Kidney 3, Spleen (SP) 6, SP10 and
Stomach 36. None of the patients were asked if
they had experienced De Qi in case this affected
the blinding of the trial. The primary outcome
measures were the Leeds Assessment of Neuropathic Symptoms and Signs (LANSS) pain scale,
a visual analogue scale (VAS) and the Measure
Yourself Medical Outcome Profile (MYMOP).
Sleep quality was also measured using the Sleep
Problems Scale, and general health was monitored with the Short Form (36) Health Survey.
The treatment was well tolerated on the whole,
with only three participants dropping out.
Patients receiving active acupuncture demonstrated a 16% improvement in the LANSS score
compared to 7.2% of the sham group. Similarly,
there was an improvement in the VAS scores
and MYMOP ratings in the active group. In post
hoc analysis, the data showed that the blinding
had been effective, and that the sham acupuncture was a credible placebo intervention. The
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results suggest that acupuncture may have a role
in the management of diabetic neuropathy in
both primary and secondary care. The pilot also
showed that acupuncture can have an effect
despite alterations in skin sensitivity to sharp and
blunt stimuli, and the loss of light touch, problems that are often seen in this patient group.
Previously, I had shied away from treating
patients with altered skin sensation as a result of
diabetic neuropathy. However, after reading this
paper, I believe that I am more likely to choose
acupuncture as a treatment modality for this
difficult condition.
Merian Denning
Journal Committee Member
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Transcutaneous Electrical Nerve
Stimulation (TENS): Research to
Support Clinical Practice
By Mark I. Johnson
Oxford University Press, Oxford, 2014, 272
pages, paperback, £34.99
ISBN 978-0-19-967327-8
‘‘As a scientist I am inspired by people and
events that change the way I think.’’ (p. v)
Neurophysiologist Mark Johnson, Professor of
Pain and Analgesia at Leeds Beckett (formerly
Leeds Metropolitan) University, has been
researching TENS since 1987. His impressively
thorough PhD on factors influencing the analgesic effects and clinical efficacy of TENS (Johnson 1991) was supervised by pharmacologists
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Heather Ashton and the late John Thompson.
Since then, he has published more on TENS
than any other author, with 73 TENS titles
currently listed in Scopus. [If you want to find
out more about Mark Johnson, an informative
interview with him can be found on the publisher’s website (OUP 2014).]
There have been two other prior textbooks on
TENS. The first of these, by David Ottoson and
Thomas Lundeberg (with only 18 TENS titles in
Scopus), was published 27 years ago (Ottoson &
Lundeberg 1988), and the second, by Deirdre
Walsh (39 TENS titles in Scopus), was issued
9 years later (Walsh 1997). Prior to 1988, 519
articles on TENS had been published, another
625 appeared between 1989 and 1997, and from
1998 until now, a daunting 2147 have been
published (Scopus searches, 9 November 2014).
Transcutaneous Electrical Nerve Stimulation
(TENS): Research to Support Clinical Practice is thus
long overdue, and very welcome. It is well
crafted, and a real milestone in the literature, a
distillation of Johnson’s own considerable knowledge as well as of findings from other recent
research (including papers from 2013, for
example). As such, it will be essential reading for
anyone who wants to acquire a more than
superficial understanding of TENS. However, it
is not for the faint-hearted. Although the primary
goal of the textbook is stated as being ‘‘to
synthesize research findings to inform safe and
appropriate techniques for TENS’’ (p. v), the
secondary goal being ‘‘to offer solutions to challenges associated with conducting research on
TENS’’ (p. v), the reader would be forgiven for
thinking that these priorities are in fact reversed.
The subtitles of the three TENS books (A
Practical Manual in 1988, Clinical Applications and
Related Theory in 1997 and now Research to Support
Clinical Practice) clearly demonstrate the increasing emphasis on research and evidence in our
culture. This book is correspondingly more academic than its predecessors. However, Johnson’s
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style (usually) renders even the most potentially
opaque sections transparent and readable.
However, it is clear that he struggled at times
to keep the book within bounds. Early drafts
were around three times as long as the final
product, and some sections now appear cruelly
truncated. There is also a scattering of residual
typos, potentially useful references have been
omitted and there is insufficient information to
make some figures readily comprehensible (e.g.
Fig. 4.9, p. 80).
The book is divided into 12 clearly structured
chapters covering topics such as: pain management; equipment, techniques and biophysical
principles; electrode placement and optimizing
treatment parameters; contraindications and precautions; patient evaluation; the practicalities of
using TENS for specific conditions; research
into clinical applications and its mechanism; the
use of the technique for non-painful conditions;
other TENS-like devices; and ‘‘future directions’’. Each chapter plumbs its subject in depth,
and sufficient references are usually provided for
further exploration, if required. Deirdre Walsh’s
(1997) book – despite its seemingly more practical message – was only 10 chapters long, and
did not provide sections corresponding to Johnson’s ‘‘Contraindications, precautions, and
adverse events’’ or ‘‘Evaluating TENS on a new
patient – the supervised trial’’. These are, I think,
particularly important and useful chapters. The
process of systematic trial and error involved in
such a supervised piece of research is essential if
TENS is to be consistently effective. Johnson
starts with what he calls a ‘‘mid-range’’ frequency
(40–80 Hz) and aims for a ‘‘strong, non-painful
tingling sensation’’. Such an approach should be
emulated in the practice of electroacupuncture –
although a ‘‘low’’ frequency would be a more
appropriate starting point in this case [see the
forthcoming second edition of Elsevier’s textbook on the subject, edited by Sean Walsh (no
relation to Deirdre)].
Crammed as it is with detailed information,
reading Transcutaneous Electrical Nerve Stimulation
from cover to cover will be hard going for some
practitioners, and it may be more accessible as a
reference work. I have already used it like this to
sharpen up my own clinical practice, and have
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usually found more than enough information on
what I was trying to locate (e.g. contraindications
in cases of atrial fibrillation, or the use of TENS
for non-healing ulcers). However, the index is
skimpy, if adequate for most topics. Thus,
although it includes many entries for ‘‘acupuncturelike TENS’’, for example, and several for
‘‘TEAS’’ (transcutaneous electrical acupoint
stimulation), there are none for acupuncture
itself! There is also insufficient information provided on the location of some recommended
acupoints, with a number quite poorly illustrated
[e.g. Large Intestine (LI) 4 on the forefinger and
Liver 3 on the medial ankle in Fig 4.6, p. 76], and
some not shown at all [e.g. Bladder (BL) 21,
BL28 and BL29]. The illustration of TENS/
acupuncture mechanisms (Fig 9.4, p. 179) dates
back over 20 years, and should have been
revised. For example, this could have included
other spinal neurotransmitters, such as dynorphin, a favourite of Han Jisheng’s when explaining the effects of high-frequency (80–100 Hz)
stimulation, although not even mentioned in this
book, where the emphasis is more on spinal
enkephalins (neither ‘‘dynorphin’’ nor ‘‘enkephalin’’ appear in the index).
For all the science in Transcutaneous Electrical
Nerve Stimulation, and the wealth of practical
knowledge it contains, several of the author’s
conclusions may disappoint some readers. He
has an academically trained, critical mind, and is
at pains to stress that, for example: the optimal
stimulation settings for different conditions may
not always be those described in textbooks (pp.
40 & 124); TENS dosage as used in randomized
clinical trials is often inadequate (pp. 9 & 224),
so the evidence is often pretty rocky; and ‘‘the
driving force for the development of some
TENS-like devices appears to have been the
incorporation of technologically impressive output characteristics rather than a sound physiological rationale’’ (p. 211). In the end, ‘‘perhaps
more can be learned from trying to synthesize
the research rather than examining the specific
knowledge it contains’’ (p. 221). Unfortunately,
the situation is still that ‘‘you can be certain of
uncertainty when evaluating the clinical effectiveness of TENS’’ (p. 3). We can only hope that
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the next 30 years will see a lessening of this
ambiguity.
David Mayor MA MBAcC
Honorary Member of AACP
Private Practitioner
Welwyn Garden City
and
Visiting Research Associate
(formerly Honorary Research Fellow)
Department of Allied Health Professions and
Midwifery
School of Health and Social Work
University of Hertfordshire
Hatfield
UK
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Sports Acupuncture: The Meridian Test
and Its Applications
By Mukaino Yoshito
Eastland Press, Seattle, WA, 2008, 213 pages,
paperback, US$39.95
ISBN 978-0-939616-66-4
Mukaino Yoshito MD has specialized in sports
medicine for nearly 3 decades. During this time,
he has worked extensively with student athletes
and physical trainers to develop the Meridian
Test, or ‘‘M-Test’’, which is a unique system for
assessing and treating sports injuries. This has
resulted in the M-Test becoming one of the most
popular methods of sports acupuncture in Japan.
Sports Acupuncture: The Meridian Test and Its
Applications is divided into four sections. Each
 2015 Acupuncture Association of Chartered Physiotherapists

part is punctuated by ‘‘coffee breaks’’, which
introduce interesting case scenarios that often
describe amazing outcomes when the M-Test is
applied to assist diagnosis and guide treatment.
Much of the first section is devoted to the 12
regular Chinese meridians, where these are positioned in the body, and their interconnections
and roles during movement patterns in various
sports. The application of the ancient Chinese
concept of the ‘‘Five Phases’’ is also employed to
treat abnormalities caused by disruptions of the
balance between different meridian groups. This
system is used to explain the mutually assisting
and mutually constraining relationships between
the Zang Fu organs, which is useful when
considering movements across multiple joints.
The M-Test is explained in Section 2 as 30
basic movements that extend or stretch tissues
along the 12 regular meridians as well as the
extraordinary ones. The test can be conducted in
10 min, and athletes can be taught to do this
easily themselves on a regular basis. It can be
used to identify areas of imbalance that need
91

Book reviews
treatment, as well as to prevent injury, and help
conditioning and performance enhancement.
Section 3 discusses the practice of the M-Test
and sports acupuncture. Needling has been
mostly used in sports for treating pain, but lately,
there has been a broader application of the
technique aimed at improving conditioning and
performance. The use of acupuncture for pregame conditioning, and for recovery from
fatigue, is spreading among athletes and others
involved in sports. This section includes
stretching as a part of treatment, which can
include finger pressure on corresponding acupoints, and massage and taping.
The last section of the book discusses case
studies of individuals involved in various sports,
and includes many pictures and examples. The
appendix details 60 acupoints that are frequently
used in sports acupuncture.
In conclusion, Sports Acupuncture explains in
detail the basic concepts that are needed to apply
the theory of meridians and acupoints to body
movement, and the treatment and conditioning
of athletes and other people involved in sports.
Therefore, it could be a very useful reference
book to have in many clinics.
Edel Murphy
Senior Physiotherapist
Belfast Health and Social Care Trust
Northern Ireland
The Acupressure Atlas
By Bernard C. Kolster and Astrid Waskowiak
Healing Arts Press, Rochester, VT, 2007, 240
pages, hardback, $39.95
ISBN 978-1-59477-175-0
Written in English by two German doctors, The
Acupressure Atlas is a large-format book that
provides an introduction to acupressure and the
traditional Chinese medicine (TCM) approach.
My first impressions were that this volume is
logically organized and well-edited, and that a
third or more of each page contains pictures of
clearly marked meridian points on real people.
The target readership are stated to be beginners
who are learning to apply acupressure massage
to themselves or a ‘‘partner’’. There are clearly
92

written and pictorial explanations of body
measures, element theory and basic substances.
If you were reading these for the first time, you
would gain a good grounding in the essentials of
this form of treatment. However, it should be
noted that the descriptions of pulse and tongue
analysis are very basic and incomplete.
The sections on the 12 organs are written very
simply, and include excellent large boxes summarizing the details. These synopses provide an
excellent introduction for beginners, and could
also help clinicians to revise when studying.
Sometimes it is useful to read about what you
already know and find a new way of expressing
this information. The photographs show people
in three dimensions and clearly illustrate the
pathways of the meridians. The part that
describes acupressure technique also identifies
the main approaches with clear pictures. However, I was disappointed that the four pages
dedicated to these seemed brief when the title of
the book indicated otherwise.
There is a short section on how to apply
moxibustion, but although this is clear about
contraindications, I did not consider that there
was sufficient detail to encourage safe practice.
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The remaining chapters identify the main
points on each area of the body, and feature a
section on common ailments that contains
excellent pictures and simple details of location.
The language is semi-medical: ‘‘vertebra’’ and
‘‘metatarsals’’ are used in places, but you will
find ‘‘shin bone’’ and ‘‘upper arm’’ elsewhere.
There is no clinical reasoning or any analysis of
case studies.
The Acupressure Atlas is a basic introduction to
acupressure and TCM doctrine. The figures are
uniformly excellent. I can see this book being
popular in patient waiting rooms, or as an
introductory book for individuals without medical qualifications who want to self-massage. The
lack of clinical reasoning, the limited reference to
research articles and the superficial nature of the
text indicate that this is not a must-have volume
for clinicians. However, you might recommend it
to your patients if they want to learn selfmassage, or as an explanation of the theory of
acupuncture.
Nicola Smith
Private Practice
London
UK

Acupressure and Homoeopathy
Combinations in the Treatment of
Common Ailments
By John R. Cross
John Cross Publications, Glendale, Skye, 2014,
63 pages, e-book, £4.95
This book is an attempt to combine the disciplines of acupressure and homoeopathy for the
self-treatment of common ailments. The author
clearly has a wealth of experience and has
attempted to write for a lay audience, but unfortunately, the text sometimes swings into technical language, particularly when describing the
location of acupoints.
I found it quite alarming that, within the first
few lines of Acupressure and Homoeopathy Combinations in the Treatment of Common Ailments, Cross had
already told the reader that evidence-based practice and a scientific rationale were not necessarily
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important. Some very sweeping and incorrect
statements are made in the first chapter, and
coming from a health professional, I also found
this worrying.
Chapter 2 covers homoeopathy and gets off to
a bad start: the first line makes no sense at all!
Once again, this chapter made broad and inaccurate statements about the scientific and medical professions.
The third chapter deals with self-healing. The
word ‘‘effect’’ is used liberally in the text. I would
have thought ‘‘affect’’ would make more sense
grammatically, but ‘‘effect’’ might well be the
word that homoeopaths use. If so, please forgive
my ignorance.
Chapter 4 covers the 25 acupoints identified as
being helpful for self-healing, and Cross
describes the locations of these and the appropriate homoeopathic remedy. This is where the
writing crosses back from lay terminology (e.g.
‘‘tummy button’’) to technical expressions (e.g.
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‘‘sternum’’, ‘‘pisiform’’ and ‘‘proximal’’). It is
difficult to describe point locations to a layperson, and while the figures included certainly help,
I found this whole chapter to be disjointed and
difficult to read. Chemical formulae and diagrams seemed to be dropped in at random, and
there are odd sentences that do not make sense;
for example, a word seems to be missing from
the second last sentence on page 19! The author
also uses some old terms for acupoints: BL
points are now UB (Urinary Bladder) ones.
I am afraid that the fifth chapter, ‘‘Staying
Well’’, completely lost me. Cross suddenly
launches into a discussion of yin and yang with
no explanation, and refers to following ‘‘circles’’.
The figures are confusing, and the whole section
left me wondering what on earth was meant by
all this. This chapter also refers to acupoints that
are not mentioned earlier (e.g. BL67).
To summarize, although the idea for Acupressure and Homoeopathy Combinations in the Treatment
of Common Ailments was good, I certainly would
not buy it, and neither would I recommend it to
my lay friends. Apart from anything else, the text
could do with another, more thorough proofread!
Carole Paley
Head of Research
Airedale NHS Foundation Trust
Keighley
UK
The Spark in the Machine: How the
Science of Acupuncture Explains the
Mysteries of Western Medicine
By Daniel Keown
Singing Dragon, London, 2014, 304 pages,
paperback, £12.99
ISBN 978-1-84819-196-9
This brilliant book is a cracking read for all
enthusiasts of acupuncture. In The Spark in the
Machine, Dr Dan Keown sets out to explain, as its
subtitles tells us, How the Science of Acupuncture
Explains the Mysteries of Western Medicine.
The writing style is easily readable, the arguments are compelling and the explanations are
easy to grasp. There is no doubting the enthusi94

asm that Dr Keown has for acupuncture, and his
absolute belief in his understanding of its principles, as applied to Western medical science.
The book is presented in three parts, which are
further subdivided into short, sharp chapters (or
bites) in the first two sections, making it easy to
pick up and put down without losing the thread.
This allows the reader to stop, digest and ingest,
and then resume reading. The Spark in the Machine
is aimed at the medically and non-medically
trained (i.e. non-medically educated) alike, and
therefore, it does not incorporate complicated
technical descriptions, all language is kept universal and the explanations are easily understood.
Part I deals with the fascia, the fundamental
tissue for the acupuncturist, breaking it down
even further into its individual components and
characteristics. Qi is woven into this discussion,
where organization and communication through
fascia are explained, and the concept of acupuncture then slots into all this very easily.
In Part II, Dr Keown presents his most
compelling argument to explain the success of
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acupuncture as a medical intervention by taking
the reader through embryological development
and comparing this with TCM concepts.
Part III is about more complex theory, leading
the reader on a journey of discovery and exploration. Dr Keown now moves into the meat of
his explanations, working systematically through
the TCM channels, constantly referring to Western medical science and linking the two brilliantly. This section of the book is definitely
more heavy going, but it is still presented in
easily digestible parts.
Overall, I would unreservedly recommend The
Spark in the Machine to all physiotherapists practising acupuncture: it will validate your practice,
answer many questions, and make you more
respectful of TCM and, perhaps, willing to incorporate many more of its principles into your
treatments. This book is witty, amusing, compelling and brilliantly written.
Melanie Hunter
Book Review Editor
Helping Ourselves: A Guide to
Traditional Chinese Food Energetics,
3rd edn
By Daverick Leggett
Meridian Press, Totnes, Devon, 2014, 80 pages,
paperback, £9.95
ISBN 978-0-9524640-0-6
As its title suggests, Helping Ourselves: A Guide to
Traditional Chinese Food Energetics is a reference
manual. It was originally written for clients of
TCM practitioners, and was intended to help
them understand the impact of diet on their own
health and provide a way of continuing their
treatment in their daily lives. Written in simple
terms, it leads the reader through the patterns of
disharmony seen within TCM, and provides
simple checklists of symptoms that are associated with the main patterns (e.g. yin deficiency).
Once the pattern of disharmony is identified,
readers can access information about the kinds
of food to avoid, and more crucially, those that
will help them. The author also provides reference lists of foods within their broad groups (e.g.
fruit and vegetables), detailing their energetic
 2015 Acupuncture Association of Chartered Physiotherapists

qualities and their flavour, as well as listing which
organ plays a role in their digestion.
The reader is first introduced to the main
digestive organ in TCM, the spleen. Its vital role
in digestion at both a physical and a mental level
is explained, as is its association with the fascia
and soft tissue. The book then examines both
the general and specific considerations of eating
well: the constituents of a broad and balanced
diet; the appropriate mindset (eating should be a
joyful and relaxed experience, free from guilt);
the eating environment; the timing of meals; and
the temperature of the food. In TCM philosophy, food is described according to the qualities
it possesses; for example, raw food is cooling,
while barbecued food is strongly heating. Flavour is also important because each of the five
main flavours is associated with an element and
an organ.
A prior knowledge of TCM is not necessary to
find interest in and gain benefit from Helping
Ourselves because it is written in a clear and
concise way using laypeople’s terms, and the
author makes this complex area of TCM very
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Book reviews
accessible. As physiotherapists, we have to be
careful that we do not offer dietary advice to
patients that falls outside our scope of practice.
Nevertheless, we can relay the common-sense
approach to dietary improvement. I would recommend this short book to patients so that they
can understand what a profound effect diet can
have on their well-being, and how easy it can be
to make some changes in their diet, thereby
helping themselves.
Merian Denning
Journal Committee Member

Acupressure Taping: The Practice of
Acutaping for Chronic Pain and
Injuries
By Hans-Ulrich Hecker and Kay Liebchen
Healing Arts Press, Rochester, VT, 2007, 128
pages, paperback, $16.95
ISBN 978-1-59477-148-4
Written by two German doctors, Acupressure
Taping: The Practice of Acutaping for Chronic Pain and
Injuries introduces the concept of using elastic
therapeutic tape (ETT) in treatment. It is easy to
read, and short, well-illustrated chapters explain
the basic concepts of acutaping and acupressure/
acupuncture, as well as TCM principles. There is
a brief discussion of the theories about how
acutaping works, but since no relevant research
study has been done to date, these conjectures
are based purely on the authors’ clinical
experience. The book does offer cautions and
contraindications, and also helpful tips for using
ETT.
Part 2 is entirely given over to specific taping
techniques for the various parts of the body. A
list of suggested ‘‘ailments’’ that can be treated is
given for each area, and these are not exclusively
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musculoskeletal in nature. Unfortunately,
although this section is well illustrated and easy
to follow, no reference is made to which acupoints or meridians are being stimulated with
these techniques.
I have found acutaping techniques to be very
successful. For example, I have used ETT for an
Achilles tendon problem. In this case, I wanted
to use acupuncture to help with symptom control so as to enable rehabilitation, but the patient
did not tolerate the needles well. I switched to
using ETT and found it of real benefit. I have
also used acutaping techniques on neck problems
and found these useful. In my experience, the
tape is well tolerated by patients.
Acupressure Taping is a good introduction to an
alternative use of ETT.
Melanie Hunter
Book Review Editor
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Letter to the editor

Fellowship of AACP
May I use your journal to express my thanks for
being the first person to be awarded an AACP
Fellowship?
I am very honoured and conscious of the
privilege that you have given to me. It was when
the letter arrived informing me of the decision to
offer me this Fellowship that I understood more
clearly the invitation to attend the 2014 Annual
Conference that I received. When I said that I
was unable to do so because of disability, I was
told that Chief Executive Officer Caspar van
Dongen would like to visit me and make a video
to show at Conference, which I was pleased to
do.
I would also like to thank Jenny Wigram for
accepting the award on my behalf (see Dascanio
2014, p. 9), and congratulate George Chia and
Paul Battersby on their Fellowships. I knew
George many years ago, when he was a student
and I was teaching physiotherapy; it was good to
hear of his standing in AACP and the regard
with which he is held.
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On reading through the journal and the reprint
of my own article from 1988 (Greaves 2014), I
was impressed by the changes that have happened in the past 30 years, and indeed, at some
of the changes that I would have had to make if
it was being published for the first time today.
Having been so much involved in the birthing
and development of AACP in its early years, I
am thrilled at the way it has grown and prospered
to become the mature and vibrant organization it
now is. I hope that it may continue so to do in
the future.
Neville Greaves
Bristol
UK
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Conference reports

ACMAC Conference, Brighton,
1 November 2014
The main aim of the Association of Community
and Multibed Acupuncture Clinics (ACMAC) is
to make acupuncture accessible to more patients
by providing affordable acupuncture using a
multibed model (ACMAC 2015). I first discovered the group while writing up my study of
group acupuncture for low back pain. It not only
promotes the community model as a method of
providing acupuncture, but also in the way in
which the group is run. I was keen to attend this
conference in order to find out more about the
multibed model, see whether it would work in
my National Health Service (NHS) trust and
share this information with AACP members.
Further information is available on the ACMAC
website (http://acmac.net/).
To energize the delegates, the day started with
a Qi Gong session run by Graeme McCracken.
What a great idea! Charlotte Whitestone, the
founder of ACMAC, then spoke about the
development of a multibed clinic team. Treating
the patient is easy, but working as a team can be
more challenging, particularly because acupuncturists can be rather rebellious! Charlotte outlined some questions that could help you decide
how your team will operate and evolve. It was
interesting to hear about the many different
business models that members of ACMAC use,
particularly the multi-stakeholder cooperatives
that allow patients to sit on the board. This
model is designed to empower those who use the
service; the clinic is owned by the community,
and so the community can employ the
acupuncturists.
Paul Blacker, an acupuncturist from Kent,
spoke about a weekly multibed, multidisciplinary
clinic that he runs at a rugby club. Sponsored by
a local firm, this offers Tui Na massage, acupuncture, sports massage and osteopathy. It is an
eight-bed unit with two rooms that also provides
training for students. Paul is very interested in
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the apprenticeship model of learning, and
believes that the multibed clinic is an ideal setting
for this. He highlighted some of the legal aspects
of this paradigm, such as the clinic notes belonging to the practitioner, as well as policies and
procedures. Paul and other ACMAC members at
the conference were very keen to share their
experience and paperwork in order to help newer
practitioners set up a clinic. He felt that it was
not just patients who benefit from affordable
treatment, but also clinicians, who can gain
advantages in terms of peer support and professional development. It is also a good advert
for your business within the community, and a
multidisciplinary team clinic results in sideways
referrals between clinicians. Paul highlighted the
importance of employing a triage system in the
sports club setting to ensure that patients are
seen by the right clinician. Furthermore, the
focus of the clinic was not on the length of the
treatment, but the therapeutic outcome, a model
that is sometimes not practised in the private
sector.
Tom Hirons from Source Point Community
Acupuncture in Devon (SPCA 2015) spoke
about Acupunk, a charity he set up to support
environmental activists (Acupunk 2015). He has
experience of working with this group of
patients, who frequently suffer from mental
health issues such as post-traumatic stress, and
also physical problems caused by the effects of
living outside for long periods in extremely
challenging conditions. Tom offers acupuncturists the chance to subscribe to his charity, and in
return, environmental activists will be referred to
the clinic and the treatment reimbursed by the
charity. He is passionate about protecting the
environment, and believes that, by supporting
those on the ‘‘frontline’’, he can have a part to
play. Go to his website for further details
(www.acupunk.org).
In the afternoon, we heard about another
acupuncture charity, the Myanmar Acupuncture
Project in Burma, which provides acupuncture
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and acupuncture training (MAP 2015). Kirsten
Germann showed us a video of the hospital,
which treats Buddhist nuns and monks, and the
local population, and discussed how volunteers
from around the world provide the training.
Conference delegates were asked to bring any
spare needles to donate to the charity, including
ones that were recently out of date. Acupuncture
needles are very light to post, so if you would like
to contribute, please check out the Project’s
website for details (www.myanmaracupunctureproject.org).
Nate Whitestone, an ACMAC board member,
then facilitated an ‘‘open space’’ session that we
all thought was a great way to tap into the
expertise and experience of the other delegates.
There were three short sessions and six tables;
delegates were encouraged to offer a session, or
suggest a discussion topic in relation to acupuncture and multibed clinics. They advertised a
session by writing under a time slot for a
particular table on an A4 sheet of paper, and
delegates could then plan which ones they
wanted to attend. The topics included: a discussion of the cost and value of acupuncture; the
logistics of running a multibed clinic (e.g. using
recliners and washbasins); and the ethical issues
involved in running a group. This was another
great chance to network with other members,
and I would definitely recommend that AACP
try this type of session at the Annual Conference.
The day finished with a panel discussion with
Peter Deadman, Paul Blacker, Tom Hirons, Nate
Whitestone and Charlotte Whitestone. This generated a debate about how ACMAC members
could help each other. The concept of ‘‘acumatch’’ was suggested, which would link new
clinics with more experienced ones in order to
provide mentoring. There was also a discussion
about a locum pool to allow clinicians to take a
break from their multibed clinics. The sharing of
policies and audit tools was also considered, and
there were plans to make these available on the
ACMAC website. Peter Deadman suggested that
ACMAC should produce a leaflet for patients
explaining how the multibed clinic model works.
He also wondered whether new clinicians and
students could pay to visit a multibed clinic and
watch it in operation as a learning experience.
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Further discussion included other ways of reducing administration costs; for example, by using
online booking systems such as YouCanBook.Me (YCBM 2015).
I was the only physiotherapist who attended
the meeting, and although most of the delegates
were interested in our Western medical approach
to acupuncture, there were a few who felt
threatened by it. I think that it is important that
practitioners of both Western and traditional
Chinese medical acupuncture meet together at
such conferences, so that barriers can be broken
down and we can learn from each other for the
benefit of our patients. Many physiotherapists
work in the NHS, and with limited resources, the
multibed and group acupuncture treatment models are viable options. Overall, I felt that the
ACMAC conference offered a diverse programme, including business planning, and the
opportunity to network and share information
with other practitioners. Many thanks to Charlotte Whitestone for inviting me.
Helen Oakes
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AACP Scottish Conference,
Grange Manor Hotel,
Grangemouth, 7 November 2014
Twenty fourteen was a year of big events in
Scotland: the Commonwealth Games, the Ryder
Cup, the Independence Referendum, and then
last but certainly not least, the first AACP
Scottish Conference, which was held as part
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Figure 1. Members attending a presentation at the 2014
AACP Scottish Conference.

of the Association’s thirtieth anniversary
celebrations.
This was a unique opportunity for Scottish
members. Not only were we able to hear highquality presentations by excellent speakers
(AACP 2014) and gain valuable continuing professional development (Fig. 1), we were also
given a great chance to network with colleagues,
meet old friends and make new contacts.
The very worthwhile trade stands provided
plenty of moments to indulge in retail therapy,
and also an opportunity to see and sample the
latest products and technology. There was certainly a great buzz of energy and enthusiasm
throughout the day, which was very well supported and received by the delegates.
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The Grange Manor Hotel proved to be an
excellent venue both for its convenient transport
links to the motorways and Edinburgh Airport,
and also the good accommodation, and delicious
food and refreshments. The cakes served during
the tea breaks were to die for! Some of us even
experienced the wow factor of seeing The Kelpies
just next door to the hotel. No, they’re not a pop
group – check them out on Google!
The good news is that the Conference was
such a success that another one is being planned
for 2015. So, if you missed the first Scottish
Conference, I would highly recommend that you
put the date of the second in your diary: 13
November 2015.
And finally, a big thank-you goes to our
Scottish regional representatives, Wendy Rarity
and Gilean Docherty, and the rest of the AACP
team for all the hard work they put into planning,
organizing and delivering such a great event.
Well done!
Keep needling!
Marna Howie
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News, views and interviews

Interview with Darian Duffin
Following our well-received interview with
Nicola Lewith (Lillie 2013), we talked with
Darian Duffin, another long-standing practitioner (Fig. 1). Darian has led a varied and
exciting life, and the following interview
describes her experiences with acupuncture over
the years.
Rosemary Lillie
News Editor
Rosemary Lillie: Tell me about yourself.
Darian Duﬃn: I thrive on exploration, adventure and diversity, so I have tried to ensure that
both my life and my career have encompassed all
of these facets of life. I have been very fortunate
in that I have managed to see a lot of the world
while following my career, and I still have plans
to see and experience even more.
I qualified as a chartered physiotherapist in
Belfast in 1968, and after working in the City
Hospital for a year, I took the opportunity to
travel to the Eastern USA for 2 months as a
playing member of the Irish hockey touring
team. After the tour, instead of returning home
with the team, I went to work in Shaughnessy
Veterans’ Hospital, Vancouver, BC, Canada, for
2 years, which I thoroughly enjoyed. The City of

Figure 1. Darian Duffin.
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Vancouver must be one of the most picturesque
in the world, and the frequent rainfall always
meant snow in the mountains, so learning to ski
there was a wonderful opportunity that I used to
my advantage.
R.L.: Were you not tempted to stay in
Vancouver?
D.D.: I was, but after 2 years, I had come to the
conclusion that, although at first I had been so
impressed because no one seemed to be judged
by ‘‘what your father did’’ or ‘‘what school you
had gone to’’, people were judged by how many
cars your family had, or if they had a swimming
pool, etc. So the same class judgements were
made, but in a more materialistic guise.
In 1971, I decided to return home to Northern
Ireland, but planned the timing to enable me to
join the Irish hockey touring team again on a
6-week tour that took me to Australia, New
Zealand, Hong Kong and Japan. By this time,
the travel bug had bitten me hard, and although
I spent the next 5 years working in Belfast, I
found it very difficult to settle.
The Troubles were very active in Belfast
during 1971–1976, and I quickly decided that the
only way I could remain living there was purposely not to read the local newspapers or listen
to the regional news. I don’t remember thinking
it was a frightening time, although it must have
been because we regularly heard bombs going
off, especially at night. I tried very hard to bury
my head in the sand and ignore what was going
on around me. My attitude had always been one
of inclusion, so the political conflict of that time
was totally alien to my psyche.
During this time, a lot of my friends were
getting engaged, buying a house and planning
their future family life. I felt differently though –
freedom and excitement were top of my list. I
remember saying to a friend at that time, when
National Health Service (NHS) salaries were
very low, that, if I felt I couldn’t afford both a
winter skiing holiday and a summer European
holiday, I would simply return to North America
103

News, views and interviews
to work. Salaries were higher there – the simplistic but straightforward view of a 26-year-old!
R.L.: When were you first introduced to acupuncture?
D.D.: My career during those 5 years in Belfast
spanned both musculoskeletal, orthopaedic and
paediatric intensive care, and included doing a
Diploma in Child Development at Queen’s University Belfast. Part of the course work for the
diploma was to write an extended essay about an
unusual form of treatment, and I took that
opportunity to research acupuncture. As I said, I
always liked exploring, both cultures and ideas,
especially if little was known or understood
about the topic, and acupuncture certainly fell
into that category in the 1970s. Later, I had this
essay published in Physiotherapy (Duffin 1978),
and while I never intended to take it any further,
it seemed to push me in that direction since
people associated me with acupuncture and
expected me to follow it up.
In 1977, I moved to London, where I worked
at three different hospitals – Edgware General,
St Mary’s in Paddington, and finally, the Royal
Free. Initially, my specialty was paediatrics, and I
attended a Bobath course with the inspirational
Dr and Mrs Bobath at their Hampstead base.
However, I soon found dealing with anxious
parents who searched for a ‘‘cure’’ too upsetting,
so I returned to the musculoskeletal field at both
St Mary’s and the Royal Free. During these latter
posts, I must have been addicted to learning
because I attended course after course, covering
Cyriax orthopaedic medicine, Musculoskeletal
Association of Chartered Physiotherapists
(MACP) modules, the McKenzie method, sports
physiotherapy, acupuncture and a multitude of
other work-related weekend courses. Most of
these were self-funded, but my enthusiasm was
such that that seemed irrelevant.
R.L.: What did you do then?
D.D.: In 1980, during my Senior 1 post at the
Royal Free, I completed a 2-year Licentiate in
Acupuncture led by Royston Low at the then
British College of Acupuncture in London. With
the encouragement of my forward-thinking
superintendent, Ida Bromley MBE FCSP, who
was chair of the Chartered Society of Physiotherapy (CSP) at the time, I immediately started
to use acupuncture within the NHS. Brom, as we
104

called her, was a wonderful boss – she gave me
encouragement at every turn. I loved working in
London. I felt that it was the international centre
for learning, and a ‘‘world expert’’ on any topic I
might be interested in would be working somewhere in the city, someone whom I could spend
a day with, observing and learning. My brain was
hungry for knowledge.
One year after completing the Licentiate in
Acupuncture, I published the results of my
acupuncture treatments in Physiotherapy (Duffin
1982). It was a couple of years later that Nadia
Ellis FCSP, a colleague on the same acupuncture
course, told me in conversation that it was as a
result of my ‘‘exemplary work’’ – her words, not
mine – while using acupuncture within the Outpatient Department of the Royal Free that the
CSP decided, in 1982, to accept acupuncture as
an adjunctive skill that physiotherapists could
study and use at postgraduate level. I felt very
flattered and humbled by Nadia’s comment
because I really had not set out with any such
grand plan, but simply put what I had learned
into practice. But in hindsight, I suppose I was a
pioneer in combining the two professions and in
the use of acupuncture within the NHS.
During my time at the Royal Free, I also set up
an osteoarthritic knee school for groups of
patients. It was a new idea at the time and
incorporated a lot of health education. The
camaraderie that developed between the patients
was an excellent boost to the morale and health
of all who attended.
In early 1982, I got married, and during the
following 10 years, lived in the USA, Borneo,
Japan, Holland and Norway. I did manage to
work part-time in most of these countries, sometimes unofficially, usually in the spare room in
my house, but doing so provided me with a
constant source of interest and satisfaction. Life
was full of variety and stimulation, but also
disruption as we were moved from one country
to another, sometimes at short notice.
My daughter was born 2 months after we went
to live in Japan, and that gave me a sharp insight
into Japanese culture – the experience of childbirth in a Japanese hospital was not one I would
recommend, but both my daughter and I survived the experience. Together with tales of my
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Figure 2. Guiding the medical longboat through the
rapids (image  Darian Duffin).

helicopter rides from Sarawak to Brunei for later
antenatal appointments, that provided me with
many a colourful conversation piece for years to
come!
While my delightful daughter was happy in her
large-size Japanese playpen, I took the opportunity to write and publish a chapter on acupuncture for pain in International Perspectives in Physical
Therapy (Duffin 1985). Somehow I had this need
to fill every moment with productivity of some
kind or other!
R.L.: What did you enjoy most during this time?
D.D.: For me, the most memorable and enjoyable place was Sarawak, which is on the island of
Borneo in the South China Sea, 4 north of the
Equator. We lived in a colonial-style house on
stilts, about 2 min walk from a deserted beach on
one side and bordered by the tropical jungle on
the other. To say this felt like perfection to me is
an understatement. The way of life and character
of the local people was gentle and calm, which
suited me perfectly. Whenever the notion took
me, I could wander into the jungle to search for
interesting bugs and beetles – I was as happy as
a lark!
The inhabitants of Sarawak are mainly a mixture of Malays and Chinese, but there are also
many indigenous tribes, most of whom have
their own language, as well as speaking some
Malay and sometimes a little English. We were
there for over 4 years, and during our final year
there, I decided to travel into the interior of the
island. This was the most exciting time of my
life! There were no roads to the interior, so we
had to go by longboat on the river (Fig. 2).
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Figure 3. The medical team wading through the river to
reach a longhouse (image  Darian Duffin).

Initially, I travelled as a volunteer with a medical
team from the local hospital, visiting longhouses
and providing basic medical checks, including
testing for tuberculosis, which was not uncommon and was seen in joints as well as in lungs.
When the water level was low, we would often
have to wade for quite some distance with our
medical equipment (Fig. 3), and sometimes even
carry our longboat over rapids in order to reach
a longhouse (Fig. 4).
Once there, men in loincloths and women in
colourful sarongs, naked above the waist, would
start queuing to be seen by the team. I would try
to teach basic movements, such as deep breathing, quadriceps, postural or mobility exercises,
where appropriate, but communication was difficult. I often felt these indigenous people didn’t
know what to make of me, and viewed me with
great puzzlement.
A few months later, I had the opportunity to
join a World Health Organization medical team,

Figure 4. Pushing the longboat upriver to avoid the
rapids (image  Darian Duffin).
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Figure 7. Penan girl carrying sugarcane and wood
(image  Darian Duffin).
Figure 5. Penan waiting to be seen by the medical team
(image  Darian Duffin).

and again travelled from one longhouse to
another, this time checking sanitation.
My final trip was on my own. I wanted to stay
with some of the more remote indigenous tribes,
in particular the semi-nomadic Penan tribe, to
observe their way of life (Figs 5–7). I had had a
long discussion with one of the management
personnel at a hospital upriver in Marudi, and he

Figure 6. Penan children at home (image  Darian
Duffin).
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very helpfully talked me through some of the
possibilities and told me the locations of the tiny
settlements. This trip became one of the most
memorable things I have ever done – I placed
myself in a very vulnerable position, being 6 days
travel away from any form of medical or other
help, and I took many risks. And yet I never felt
threatened.
When I washed in the river, the tribal people
would all stand on the river bank watching – they
were as fascinated by me as I was by them. The
men of the tribe took me hunting – they ran up
rivers in their bare feet while I struggled to keep
up. They shared their food with me – I had also
taken provisions to give to them – and they
found me a space to sleep on the raised bamboo
floor of their dwelling, next to dogs, babies, and
grannies. During their hunting trips, I witnessed
men leaping up trees with their feet inverted to
almost 90 to allow them to grip the trunks then
propel themselves upwards with lightning
speed. This trip was a truly remarkable experience and one that gave me the belief that man is
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inherently good – a belief that I really want to
hold on to.
R.L.: What did you do after this?
D.D.: A few years later, in 1990, I returned to
the UK with my then 8-year-old daughter. I lived
in the pretty Hertfordshire town of St Albans
and worked for 2 years in St Albans City Hospital. My specialty at that time was cardiac rehabilitation, and after my time abroad, I was again
hungry for medical knowledge. The team, led by
the very helpful and totally committed consultant
cardiologist Dr John Bayliss, was progressive and
inclusive in its outlook, and I enjoyed it so much
that I even went into Dr Bayliss’s clinics on my
days off so that I could learn as much as possible.
I particularly enjoyed the part I played in the
stress management programme I ran together
with the occupational therapist.
During my time in St Albans, I had two really
memorable experiences – in 1990, I volunteered
to work as the physiotherapist with the British
bobsleigh team for a 2-week World Cup event in
Lillehammer, Norway. I had originally applied
for a post with the British ski team, but in the
end, the skiers were unable to take any physiotherapists and had passed on the applicants’
names to the bobsleigh team. I love the snow,
love being involved in a team situation and love
an adventure – this opportunity provided all of
that. No new injuries were sustained by the team
members during this event, so my role was
purely one of maintenance and well-being. Mark
Tout, the UK number one at the time, was
suffering from chronic hamstring strain, and the
number two wanted acupuncture for his allergies
and stress levels. All my skills were useful.
My second highlight in St Albans was my
on-call duty one Sunday to treat Archbishop
Robert Runcie, who lived on the outskirts of the
city. He had fallen through his loft roof space
and broken his ankle. After the necessary treatment time, I spent ages talking and listening to
him – what a wonderful man, and how lucky I
was to meet him. That was undoubtedly the best
‘‘on call’’ I ever had to do!
Following my time in St Albans City Hospital,
I worked for 2 years for Francine Penrose, a
delightful physiotherapist who is sadly no longer
with us, in her pretty private practice in
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Wheathampstead, where the views out of the
practice windows were of horses grazing happily
in the neighbouring fields.
R.L.: You did some teaching during that time, didn’t
you?
D.D.: Yes, I was invited by Christine
O’Donoghue of MACP to give an introductory
lecture on acupuncture to a group of their
members. I remember feeling very nervous, but I
managed it, and they all seemed to enjoy and
appreciate the talk. From 1993 to 1995, I was
one of the lecturers on the original 2-year Foundation Acupuncture Course at Nottingham University, which Val Hopwood FCSP and Nadia
Ellis FCSP were so instrumental in establishing.
R.L.: And then you returned to Northern Ireland?
D.D.: Yes, I did. In 1995, I and my daughter
made a sudden return to Belfast. I worked
initially in two part-time situations, one in the
NHS and one in a private practice. This was a
good balance for me at the time, and helped with
my adjustment to life in Northern Ireland. I also
ran a small private practice in my own house, and
was the AACP regional representative for Northern Ireland from 1995 to 1999, so life was busy.
I continued to work for the South and East
Belfast Trust until my retirement from the NHS
3 years ago, and was the clinical specialist in
acupuncture for most of that time. We had 19
physiotherapists practising acupuncture, so it was
a rewarding and challenging post.
During my employment in this trust, I also
took on a 1-year part-time smoking prevention
post in the Health Education Department. This
involved giving lectures to groups of hospital
staff on the harmful effects of nicotine, and since
I also used acupuncture to treat some private
patients for smoking addiction, the knowledge I
gained in this NHS post enabled me to give my
private patients much more in-depth advice.
R.L.: Did you encounter any diﬃculties with regard to
using acupuncture at this time?
D.D.: Yes, and also while I was working at St
Albans City Hospital. There was still some scepticism, and probably also fear, at both the departmental head and management levels. I think
there was the unspoken fear in Northern Ireland
that, if everyone trained in acupuncture, there
would be a dilution of physiotherapy skills. In
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fact, because of the time constraints within the
NHS, I have some sympathy with this idea.
Physiotherapists already have so many skills at
their fingertips, and within a 30-min treatment
session – or 20 min in some instances – one
cannot do everything. It is all about being selective. A possible solution, which I think addresses
a lot of the NHS timetabling and costing issues,
is to use acupuncture in a group situation. I
introduced this in Belfast in 2005, and ran two
pilots with very positive outcomes. I focused on
osteoarthritic knees, and saw each participant
individually for assessment and a ‘‘trial acupuncture dose’’ prior to their attendance in the group.
I included a lot of health education while the
patient had needles in situ. The camaraderie that
developed and the sharing of self-help ideas was
great for patient morale and treatment success. I
know there are now several similar wellestablished groups running in the UK that have
had some very good outcomes, such as patients
deciding that they no longer need surgical intervention, thus saving the NHS considerable costs.
R.L.: You did a Master’s degree, didn’t you?
D.D.: I had always regretted the fact that I didn’t
have a degree, so I decided to study for a part
time MSc, which I completed in 2005. The topic
I chose for my thesis was ear acupuncture for
cocaine addiction. Ear acupuncture has always
fascinated me, again because of its largely inexplicable process, and the psychology and chemistry of addiction hold a similar interest for me.
At that time, other substances were well represented in the research literature, but cocaine
addiction, which was the most threatening and
addictive problem, had little in the way of
solutions. I learnt a lot during my research for
this, and again feeling very ambitious, I chose to
submit my paper to a very high-ranking journal,
Annals of Internal Medicine. Foolishly, I then put
the editors under time pressure to reply to me,
and when only two reviewers had responded
(one supporting publication) within this time
frame, I pressured them again. Not surprisingly,
they then declined my submission. Sadly, after
that experience, I simply didn’t have the energy
to resubmit to another journal. In hindsight, I
think one of my difficulties had been the lack of
familiarity with my chosen subject of the aca108

demic staff with whom I was involved. There
was no one skilled in that particular area of
knowledge from whom I could seek support. Dr
Adrian White, the editor of the British Medical
Acupuncture Society journal, did encourage me
to rewrite my paper with a different slant for
publication in Acupuncture in Medicine, but sadly, I
didn’t do so.
The results of my research were very encouraging – acupuncture seems to provide considerable help with the symptoms of cocaine
withdrawal, such as agitation, sleep disturbance
and anxiety.
R.L.: Have you visited China?
D.D.: Yes, several times. When I lived in
Sarawak, I stayed in Hong Kong and Singapore
on many occasions, and in 1984, I had a 2-week
holiday travelling around China. In 2005, I
returned with a group of AACP members, and
presented a paper from my MSc thesis at a
combined physiotherapy and acupuncture conference in Hong Kong (Duffin 2005). Some of
us then went on a study tour of China, visiting
several hospitals, universities and barefoot doctor clinics, as well as seeing the majestic scenery
of Guilin. The trip was fascinating. We saw
children with cerebral palsy and other developmental conditions being treated with scalp acupuncture – they ran around the treatment area
while the needles were still in situ. We also
witnessed brief tongue acupuncture for headache, which was performed very quickly with the
patient still standing, following which the tongue
bled profusely. The patient seemed unperturbed,
spat out the blood and promptly ran out of the
cubicle in a rush to return to work. Another
interesting case was viewing a therapist walking
up and down a patient’s back as a treatment for
obesity. I’m not sure who was enjoying the
experience most – the patient, the therapist or
us, the observers! More worrying though was
seeing used needles and syringes casually discarded in piles on the ground outside one barefoot doctor’s clinic.
R.L.: Was your original training in Western or traditional Chinese medicine (TCM)?
D.D.: It was in TCM, and having a logical and
scientific bent, I struggled hugely with the theory.
However, once I started to use acupuncture and
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see its benefits, I was gradually able to think
more ‘‘lightly’’ about my own conflicts with
TCM terminology and theory. I accepted that the
language and theories were only language and
theories, and were formed when there was no
scientific way to explain what might be happening. I still see it that way, and I believe that one
of the most important parts of any treatment is
the therapeutic relationship between the acupuncturist and the patient. It is often that,
coupled with careful needle placement, that will
change physiology and initiate recovery.
R.L.: What about teaching and other AACP work?
D.D.: Since 1989, I had always taught occasional
acupuncture courses, and I became an accredited
AACP tutor when the accreditation system commenced in 2006–2007. I have really enjoyed
teaching students – they are so keen to learn and
so appreciative of the help that I can give them.
I have found it a very satisfying aspect of my
career.
In 2010–2011, I was delighted to be invited to
sit on the AACP Education, Training and
Research Committee as one of the four tutor
representatives, which I enjoyed and which gave
me more insight into the workings of a large
working group.
R.L.: What now and what next?
D.D.: Since I retired from the NHS in 2011, I
have focused more on teaching and on my own
small private practice. However, while still treating a few patients and teaching occasional continuing professional development courses in
acupuncture, I am now scaling everything back
to enable me to do more travelling, and follow
up on hobbies and volunteering for Earthwatch.
R.L.: Tell us about Earthwatch.
D.D.: The Earthwatch Institute is an international conservation organization that has
offices in the UK, the USA, Japan and Australia.
I have worked as a research volunteer for them
in Dominica, Kenya, Ecuador and the French
Alps, and next year, I am planning to go to the
Galapagos Islands. The projects that I have been
involved with have varied considerably; for
example, stress in children (Dominica), herbal
plants used by the Luo tribe (Kenya), caterpillars
and climate change (Ecuador), and marmots and
climate change (French Alps). In the Galapagos
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Islands, the subject will be Darwin finches,
whose beaks are showing evolutionary change as
a result of eating food left by visitors.
I love these trips, although our living conditions can be somewhat arduous, but they
satisfy my need for learning, travelling and
adventure, and also for meeting people from all
over the world – the travel and adventure bug is
still very much with me!
I am also a keen photographer, and held a
large exhibition entitled ‘‘The Vanishing Tribes
of Sarawak’’ at Stavanger Museum in Norway in
1987. I now sell my work in various shops in
Northern Ireland and at local markets. I also love
to ski, so that has to fit in somewhere in the
retirement plan. I attend lots of classes in new
interests, such as writing, poetry and art, and I
also love attending some of the lectures at the
Royal Society of Medicine when I go to London.
I doubt that I will ever be able to sit quietly in
retirement. I am still insatiably curious about
both the diversity and the ‘‘sameness’’ of all that
is within us and in the world around us, and I still
thrive on exploring these many dimensions.
R.L.: What role do you think acupuncture plays within
physiotherapy?
D.D.: First, I think acupuncture is one of the
most valuable tools we have, if not the most
valuable. One of the reasons for this is that it can
address both the physical and emotional aspects
of disease, although I believe treatment has to be
in the right hands to do this effectively, with
empathy being essential for success.
I would like to see it used much more as a
first-line treatment for acute situations (e.g.
whiplash) where too much ‘‘handling’’ can often
aggravate a problem. More research is needed to
support this area, but any clinician who has used
acupuncture in acute situations will be able to
verify my own experience.
I would also like to see more use of acupuncture in group settings. Cost-effectiveness is paramount now, and I know from my own
experience how successful such groups are. Acupuncture is no exception to this.
And finally, I would like to thank AACP, and
all those whom I have trained with, worked with,
practised on, taught and treated, and those from
whom I have received encouragement and
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inspiration. Acupuncture has opened my eyes to
so much.
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Interview with Professor Song
Xuan Ke
The founder and principal of the Asanté Academy of Chinese Medicine, Song Xuan Ke PhD
FRSM MBAcC (Fig. 8) has practised and taught
TCM world-wide for more than 30 years. His
paper ‘‘Tea in traditional Chinese medicine’’
appears elsewhere in this edition of the journal
(pp. 73–77), and more details of his fascinating
career can be found in the accompanying biographical note (p. 76–77). Following Professor
Ke’s very successful lecture at the 2014 AACP
Annual Conference (Ke 2014; Lacraru 2014), I
was very fortunate to be invited to his clinic for
tea and conversation. He can be contacted at the
Asanté Academy of Chinese Medicine, 430
Archway Road, Highgate, London N6 4JH, UK.

doctors and then began to tutor them. There
were doctors from Birmingham and London,
and we became good friends. At that time, about
30 years ago, China was just starting to open up,
and we were the first generation who were able
to leave it to study. I had permission to go to
America to do a PhD. My English friends said,
‘‘If you are going to America, it does not matter
if you go west or east, so come to England and
be our guest.’’ People heard that a Chinese herbal
doctor who spoke English was coming to the
UK. They arranged a 3-day seminar at Christ
Church, Oxford, and about 40 people came,
including Giovanni Maciocia. Afterwards, he said
that he would like to study with me, so I taught
him privately for 6 months. Giovanni and others
said, ‘‘We should start some training here for
Chinese herbal medicine because you are a very
good doctor.’’ I said, ‘‘OK, we will do that.’’
After a couple of months, I told my friends that
I had to go to America to study. They said, ‘‘You
don’t need to go now because the course is very
popular – delay going to America for a year.’’
Then, after another year, I again decided to stay,
and I have been here ever since. I have never
been to study in America. So it was just a
coincidence that I came to the UK.
R.L.: Were you involved in any research?
S.X.K.: I was involved in a study of eczema in
children at Great Ormond Street Hospital in
London (Atherton et al. 1992). The company
needed someone who spoke Chinese to talk
about all the herbs and explain exactly what each
one does. Gradually, the research was published
and TCM became very popular, and the publicity

Rosemary Lillie
News Editor
Rosemary Lillie: Why did you come to the UK?
Song Xuan Ke: That is a long story – it was a
coincidence. After I graduated, I worked as a
junior teacher at a university just outside Beijing
that was under central government control. A lot
of foreign students came to study there. Because
we taught Western graduates, we could learn
English. I was asked to help translate for foreign
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was overwhelming. People were waiting for
more than 6 months to get an appointment with
me, so I was very busy.
R.L.: How did you continue your teaching?
S.X.K.: I tried to persuade Middlesex University
in London to start a degree course. That was
15 years ago, and there was nobody else to help
with the TCM training. Since then, I have been
involved in teaching. England was a coincidence,
but maybe that was my fate. I have never
regretted it because not only do I teach a lot of
students, I also learn lots of things, particularly
the scientific aspects taught at different acupuncture schools. I see the ways different people
practice, and I see both sides of the story. I have
also been invited to teach in China because I give
another view. In Shanghai, some of the doctors
are very good, but they are on the inside in
China. However, if you put yourself on the
outside, you see the Western point of view, how
TCM and acupuncture have changed outside
China, and what influence this has on Chinese
acupuncture and herbal medicine. This is a
valuable experience not only for me, but also for
the Chinese as a whole. That is why I want to do
more study and research. At the moment, I am
writing a book about the more philosophical
aspects of studying TCM. This is something that
is not very easy to write about, even for a
Chinese doctor – you need to understand how
Western people think. So I have spent a lot of
time studying Western history, philosophy and
medicine to see how these work, and find
common ground so we can understand things
better.
R.L.: How did you become involved with AACP?
S.X.K.: This was also a coincidence. Paul Battersby heard about the Asanté Academy course
and training from the Association of Traditional
Chinese Medicine and Acupuncture UK, and he
contacted me to ask if would I be interested in
coming to talk to him and to find out about
AACP. Maybe there is a possibility of organizing
training in the future – we are the trainers in this
country and have been doing this for more than
30 years. Also, some of your members have
already studied with me. I met someone at the
2014 AACP Annual Conference who said that he
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was a student of mine 20–30 years ago, so some
of your members know me anyway.
I have been wanting to get more involved with
AACP. Up until now, I have been involved
either with TCM practitioners or with the university. From my practice, I realize that there are
different types of acupuncturists in this country.
There are so-called scientific acupuncturists,
there are TCM ones and there are Five Elements
practitioners. Initially, I was quite puzzled when I
came to the UK. We only have one type of
acupuncturist in China. Afterwards, I tried to see
how they work, and I realized that there is room
for everything, for all the different types of
approach. They are all good and have something
in common. Scientific acupuncture is different
from TCM acupuncture, but it does not matter
how we explain things, these all have something
in common. If you believe you must follow the
meridians to do acupuncture, the question is:
what is in the meridian? It is energy, otherwise
you would not be doing acupuncture. So, why
don’t you just stimulate the nerves? This is the
reason that I want to bridge the gaps between all
these so-called different types of acupuncturist.
They have something in common. Although you
have different approaches and specialties in different areas, the core is the same.
Acupuncture treatment balances and stimulates, and I give different talks to different
specialities. Two years ago, I spoke to 120
different private consultants in Harley Street.
Initially, I asked, ‘‘How many of you support
acupuncture?’’ About half of them said, ‘‘Yes.’’
Then, after the talk, 70–80% said they supported
acupuncture, so at least my work has been able
to persuade some doctors. Initially, they have
some vague ideas about how it works, they see
things that they do not really recognize, but they
want to talk about the research, the evidence.
Then they see that they have not thought about
the TCM background, and this is why I think we
need more bridges between different groups of
people involved with acupuncture.
I originally trained on the TCM side, which is
why I am teaching here, but over all these years,
I have studied some science like yourselves. For
example, many people who have repetitive strain
injuries like golfer’s or tennis elbow respond well
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to needling and get better, but then come back
again. So the question is, why? This is what TCM
does – it explains why not everybody who does
the same job, or sport, gets the same repetitive
injury. Systematically, some individuals have a
certain bodily tendency to accumulate acidity, so
when the body twists too much, the energy in
that area does not flow very well – it is like a
hurdle point. In TCM, all the joints are hurdle
points. It is difficult for the energy to go over the
hurdle, so more acids are trapped there, and then
the joints become inflamed. In these cases, in the
long term, it will help people if we not only use
local needles, but also do something to change
the system so as to disperse the build up of
acidity and reduce the likelihood of recurrence.
This has helped many people, which is why we
don’t stop. We help them when they come
initially, and when they come back again.
Many people have a frozen shoulder, and we
call this the 50 shoulder in TCM because it often
happens when the patient is about 50 years old.
Regardless of what you do, sometimes they just
get shoulder trouble at about that age. Somebody
may have used their shoulder a lot before – for
example, they played a lot of cricket – but some
people never play cricket and get frozen shoulder. In TCM theory, when men and women
enter their 50s this is a hurdle in life. In a woman,
the life cycle goes round every 7 years, and seven
times seven is 49. This is the time of a big
change. It is similar for men, and therefore, it is
easy for the body to become weak around that
age, because it has gone through a change. The
meridian of the energy is not flowing too well, so
it easily becomes stagnant. When it is stagnant, it
easily becomes inflamed. Therefore, it is easy to
catch cold, to become injured, especially when
people are sleeping in the cold. So that is why, if
we take the TCM approach, treatment will work
much better, rather than simply putting the
needle where it hurts again and again. Some
people get better, but perhaps we need to
encourage more understanding of TCM among
scientific doctors. This, in my opinion, will
definitely benefit their practice. It will enhance
their results. If you practice in a hospital, your
patients will not only get better now, but will not
come back. That will be wonderful. If you only
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help your client today, next week they will come
back again. Surely it is better if you do a
treatment that means that they do not need to
come back.
Ultimately, I believe that we will someday be
able to explain TCM in scientific terms, but we
do not have that knowledge yet.
R.L.: What other aspects of TCM training do you think
would be useful?
S.X.K.: In TCM diagnosis, we examine the
tongue and the pulse. This is an area where many
Western acupuncturists lack knowledge.
The tongue is an interesting organ. It does not
matter who you are, whether you are black, white,
Indian or Chinese. It does not matter what colour
the skin, the eyes or the hair are – the tongue is
the same. You know the tongue will not change
very quickly. If you flush, your face goes red, if
you are cold, your face goes white, if you use
make-up, you change the colour of your face, but
your tongue does not change. Therefore, you can
tell the real state of the body from the tongue. In
fact, you can tell the diagnosis from the tongue
before you examine many people. You can tell if
they have cancer – something will tell you that
something is not quite right, and that they should
go and have it checked.
There are also a lot of things we can tell from
the pulse. I had a pregnant patient who wanted
to have an abortion. She had it, and 2 weeks
later, she came to see me again. She was still
bleeding and her stomach was not comfortable.
I felt that she had a double pulse. I said, ‘‘You
are still pregnant.’’ She said, ‘‘This is impossible,
I just had an abortion.’’ ‘‘Well,’’ I said, ‘‘I get a
different reading from your pulse, you are still
pregnant, so go back to the hospital and check
again.’’ So she went back, had another scan and
there was another baby there. She was so
surprised. She said, ‘‘Gosh, you picked up
something that even the doctor did not know.’’
They knew about one baby but not the other,
but you could tell from the pulse. She was so
happy.
It is very important to pass on the knowledge
that acupuncturists have and not lose it. In two or
three generations, we will have scientific knowledge about acupuncture, but it would be a shame
to lose all this wonderful TCM knowledge.
 2015 Acupuncture Association of Chartered Physiotherapists
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Philosophically speaking, you can never have
100% randomized control as everybody is different. As a Western philosopher, Heraclitus, said,
you can never step in the same river twice. There
is no second person exactly the same as you,
even your twin brother or sister will still be
different. That is why many people say this is not
scientific evidence. Trials have to be controlled,
but you cannot be 100% sure that everything is
exactly the same. In TCM, we may not treat
another person the same way because everyone
is different. There is some research into this. Liu
et al. (2012) looked at the Liver (LR) 3 (Tai
Chong) point. In TCM, it is said to benefit the
eye, so they did some magnetic resonance imaging scans of the brain and the visual centre.
When they stimulated LR3, the visual centre in
the brain reacted. The problem is that you
cannot repeat this with everybody, so they say
this is not valid. Of course, it is true – you cannot
repeat this with everybody because everybody is
different!
Another important aspect of TCM is food
energetics. Doctors allow patients to eat the
wrong foods. For example, many years ago, I had
a patient with late-stage AIDS, including lung
infection. This lady had a bad infection and
thrush in her mouth, she could hardly swallow
anything. I was there at about 5–6 o’clock in the
evening, and the dinner lady brought the food. I
was shocked to see a spring roll and deep-fried
chips. How can you expect someone to eat that?
This could kill her. You cannot eat this, of course,
because the body is already inflamed, and fried
food would make it worse. Somehow we need to
get the message across to people, especially in
private practice. If this knowledge was more
widely known, it would be most helpful. At least
50% of children with eczema will get better
without treatment with a simple change of the
diet. Doctors spend money on cream and medication when children will get better with simple
changes if they listen to what I say. Food that is
cooked is hot. If your body is already too hot, this
will make things worse. If it was sugar or fat,
people would agree that this will cause trouble,
but you can be certain that, like too much acid,
too much fried food can cause trouble.
R.L.: Have you plans for future work with AACP?
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S.X.K.: I have been wanting to get more
involved with AACP. We offer very flexible
training to suit different people. It is good that all
AACP members are practitioners of acupuncture. At Asanté Academy, we teach people about
many different conditions and treatments, not
only lecturing, but seeing real patients as well.
We have open days at the clinic for students and
patients. Other doctors and practitioners also
come to see what we do. If any of your members
would like to come to the Asanté Academy, they
would be very welcome.
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National Center for
Complementary and Integrative
Health
Mandated as part of an omnibus budget measure
signed by President Barack Obama, the National
Center for Complementary and Alternative
Medicine has been renamed the National Center
for Complementary and Integrative Health
(NCCIH). This US government agency is
responsible for rigorously investigating complementary and alternative medicine, training
researchers in the field, and providing the public
and professionals with authoritative information
about this form of treatment. It is one of the 27
bodies that make up the National Institutes of
Health (NIH) within the US Department of
Health and Human Services.
In a statement (NCCIH 2014a), NIH Director
Francis S. Collins said: ‘‘Since its establishment
16 years ago, the centre has funded thousands of
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important research projects. Without this work,
the American public would lack vital information
on the safety and effectiveness of many practices
and products that are widely used and readily
available. This change by Congress reflects the
importance of studying the approaches to health
and wellness that the public is using, often
without the benefit of rigorous scientific study.’’
According to the official press release
(NCCIH 2014a): ‘‘Large population-based surveys have found that the use of alternative
medicine – unproven practices used in place of
conventional medicine – is rare. Integrative
health care, defined as a comprehensive, often
interdisciplinary approach to treatment, prevention and health promotion that brings together
complementary and conventional therapies, is
more common. The use of an integrative
approach to health and wellness has grown
within care settings across the United States,
including hospitals, hospices, and military health
facilities.’’
These findings have led to an significant
change in attitudes, which has led to the rebranding of NCCIH.
Josephine P. Briggs, the agency’s director, said
(NCCIH 2014a): ‘‘The intent of an integrative
approach is to enhance overall health status,
prevent disease, and alleviate debilitating symptoms such as pain and chemotherapy-induced
nausea, among others. However, the scientific
foundation for many complementary approaches
is still being built. The mission of NCCIH will
remain unchanged. We will continue to focus on
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the study of the usefulness and safety of complementary and integrative interventions, and provide the public with research-based information
to guide health care decision making.’’
More information about this change of name
is available on the Center’s website (NCCIH
2014b).
Rosemary Lillie
News Editor
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Changes to the journal
With this edition, the journal not only changes its
name and cover design, but also its format.
Previously A4 size (210  297 mm), Acupuncture
in Physiotherapy is now 210  280 mm, which is
one of the standard sizes for academic journals.
This shorter height makes it easier to fit onto
bookshelves, particularly library stacks. The
reduction will have no impact on the amount of
content that we publish.
Andrew J. Wilson
Corporate Editor
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Guidelines for authors

Introduction

Preparation of manuscripts

Always refer to a recent edition of Acupuncture
in Physiotherapy. 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:

Authors should submit material by e-mail or on
CD-ROM. All articles must be typed with wide
(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:

Dr Val Hopwood FCSP
18 Woodlands Close
Dibden Purlieu
Southampton SO45 4JG
UK
E-mail: val.hopwood@btinternet.com
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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.
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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).
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:
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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
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
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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.

Book reviews
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

 2015 Acupuncture Association of Chartered Physiotherapists

no more than 500 words in length; query for
longer.
Please contact the clinical editor before
writing a review.

General points to note
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 the editorial team time.
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ůĞĐƚƌŽĐƵƉƵŶĐƚƵƌĞ ʹWĞƚĞƌďŽƌŽƵŐŚ͕WϭϱWW
ƚŚ
ϭϳ DĂƌĐŚϮϬϭϱ
ŽƐƚ͗άϵϱ͘ϬϬ DĞŵďĞƌƐάϭϮϬϱ͘ϬϬ EŽŶͲDĞŵďĞƌƐ
dƵƚŽƌ͗ >ǇŶŶWĞĂƌĐĞ

ĂĐŬ͕EĞĐŬΘhƉƉĞƌ>ŝŵď ʹ WĞƚĞƌďŽƌŽƵŐŚ͕WϭϱWW
ƚŚ
ϭϴ ƉƌŝůϮϬϭϱ
ŽƐƚ͗άϵϵ͘ϬϬDĞŵďĞƌƐάϭϮϱ EŽŶͲDĞŵďĞƌƐ
dƵƚŽƌ͗ :ŽŶ,ŽďďƐ

ĂĐŬΘ>ŽǁĞƌ>ŝŵď ʹ WĞƚĞƌďŽƌŽƵŐŚ͕WϭϱWW
ƚŚ
ϭϵ ƉƌŝůϮϬϭϱ
ŽƐƚ͗άϵϵ͘ϬϬDĞŵďĞƌƐάϭϮϱ͘ϬϬEŽŶͲDĞŵďĞƌƐ
dƵƚŽƌ͗ :ŽŶ,ŽďďƐ

tŽŵĞŶ͛Ɛ,ĞĂůƚŚ ʹ DŝĚĚůĞƐĞǆ͕,ϮϬEW
ƌĚ
ƚŚ
Ϯϯ ΘϮϰ ƉƌŝůϮϬϭϱ
ŽƐƚ͗άϭϴϬ͘ϬϬDĞŵďĞƌƐάϮϬϬ͘ϬϬEŽŶͲDĞŵďĞƌƐ
dƵƚŽƌ͗:ŽŶ,ŽďďƐ

ĨĨĞĐƚŝŶŐƚŚĞĨĨĞĐƚ ʹ DŝĚĚůĞƐĞǆ͕,ϮϬEW
ƚŚ
ϭϳ DĂǇϮϬϭϱ
ŽƐƚ͗άϴϬ͘ϬϬDĞŵďĞƌƐάϵϱ͘ϬϬEŽŶͲDĞŵďĞƌƐ
dƵƚŽƌ͗ >ǇŶŶWĞĂƌĐĞ

&ĂƐĐŝĂΘŶĂƚŽŵǇdƌĂŝŶƐ ʹ DŝĚĚůĞƐĞǆ͕,ϮϬEW
ƌĚ
Ϯϯ DĂǇϮϬϭϱ
ŽƐƚ͗άϴϬ͘ϬϬDĞŵďĞƌƐάϵϱ͘ϬϬEŽŶͲDĞŵďĞƌƐ
dƵƚŽƌ͗ >ǇŶŶWĞĂƌĐĞ

dƌŝŐŐĞƌWŽŝŶƚƐ ʹ WĞƚĞƌďŽƌŽƵŐŚ͕WϭϱWW
ƚŚ
ϯϬ DĂǇϮϬϭϱ
ŽƐƚ͗άϵϵ͘ϬϬDĞŵďĞƌƐάϭϮϱ͘ϬϬEŽŶͲDĞŵďĞƌƐ
dƵƚŽƌ͗ :ŽŶ,ŽďďƐ

/s&Θ&ĞƌƚŝůŝƚǇ ʹ WĞƚĞƌďŽƌŽƵŐŚ͕WϭϱWW
Ɛƚ
ϯϭ DĂǇϮϬϭϱ
ŽƐƚ͗άϵϵ͘ϬϬDĞŵďĞƌƐάϭϮϱ͘ϬϬEŽŶͲDĞŵďĞƌƐ
dƵƚŽƌ͗ :ŽŶ,ŽďďƐ

&ĂƐĐŝĂΘŶĂƚŽŵǇdƌĂŝŶƐ ʹ WĞƚĞƌďŽƌŽƵŐŚ͕WϭϱWW
ƚŚ
ϵ :ƵŶĞϮϬϭϱ
ŽƐƚ͗άϴϬ͘ϬϬDĞŵďĞƌƐάϵϱ͘ϬϬEŽŶͲDĞŵďĞƌƐ
dƵƚŽƌ͗ >ǇŶŶWĞĂƌĐĞ

ĂĐŬ͕EĞĐŬΘhƉƉĞƌ>ŝŵď ʹ WƌĞƐĐŽƚ͕>ϯϰϱYY
ƚŚ
Ϯϳ :ƵŶĞϮϬϭϱ
ŽƐƚ͗άϵϵDĞŵďĞƌƐάϭϮϱEŽŶͲDĞŵďĞƌƐ
dƵƚŽƌ͗:ŽŶ,ŽďďƐ

ĂĐŬΘ>ŽǁĞƌ>ŝŵď ʹ WƌĞƐĐŽƚ͕>ϯϰϱYY
ƚŚ
Ϯϴ :ƵŶĞϮϬϭϱ
ŽƐƚ͗άϵϵDĞŵďĞƌƐάϭϮϱEŽŶͲDĞŵďĞƌƐ
dƵƚŽƌ͗:ŽŶ ,ŽďďƐ

&ŽƌĨƵƌƚŚĞƌŝŶĨŽƌŵĂƚŝŽŶŽƌƚŽďŽŽŬĂƉůĂĐĞƉůĞĂƐĞĐŽŶƚĂĐƚ^ĂƌĂŚƌĂŶĚŽŶ
ϬϭϳϯϯϯϵϬϬϬϳ ŽƌĞŵĂŝůĐŽƵƌƐĞƐΛĂĂĐƉ͘ƵŬ͘ĐŽŵ
ůƚĞƌŶĂƚŝǀĞůǇǇŽƵĐĂŶďŽŽŬŽŶůŝŶĞĂƚ ǁǁǁ͘ĂĂĐƉ͘ŽƌŐ͘ƵŬͬĨŝŶĚͲĂͲƚƌĂŝŶŝŶŐͲĐŽƵƌƐĞ
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W ĐƵƉƵŶĐƚƵƌĞ&ŽƵŶĚĂƚŝŽŶŽƵƌƐĞ
ϭϭͬϭϮͬϭϴͬϭϵƉƌΘϭϯͬϭϰ:ƵŶ ϭϱ
ƌŽǇĚŽŶ͕Zϳϳz
ŽƐƚ͗άϰϵϱ͘ϬϬ

W ĐƵƉƵŶĐƚƵƌĞ&ŽƵŶĚĂƚŝŽŶŽƵƌƐĞ
ϭϳͬϭϴͬϭϵƉƌΘϱͬϲͬϳ:ƵŶϭϱ
ĂƌĚŝĨĨ͕&ϰϳϵd
ŽƐƚ͗άϰϵϱ͘ϬϬ

W ĐƵƉƵŶĐƚƵƌĞ&ŽƵŶĚĂƚŝŽŶŽƵƌƐĞ
ϮϬͬϮϭͬϮϮƉƌΘϭͬϮͬϯ:ƵŶϭϱ
WĞƚĞƌďŽƌŽƵŐŚ͕WϭϱWW
ŽƐƚ͗άϰϵϱ͘ϬϬ

W ĐƵƉƵŶĐƚƵƌĞ&ŽƵŶĚĂƚŝŽŶŽƵƌƐĞ
ϭϲͬϭϳͬϯϬͬϯϭDĂǇΘϭϭͬϭϮ:Ƶůϭϱ
ƌŝƐƚŽů͕^ϭϱϭ>&
ŽƐƚ͗άϰϵϱ͘ϬϬ

W ĐƵƉƵŶĐƚƵƌĞ&ŽƵŶĚĂƚŝŽŶŽƵƌƐĞ
ϮͬϯͬϵͬϭϬDĂǇΘϮϳͬϮϴ:ƵŶϭϱ
DŝůƚŽŶ<ĞǇŶĞƐ͕D<ϲϱ>
ŽƐƚ͗άϰϵϱ͘ϬϬ

W ĐƵƉƵŶĐƚƵƌĞ&ŽƵŶĚĂƚŝŽŶŽƵƌƐĞ
ϭϲͬϭϳͬϯϬͬϯϭDĂǇΘϭϭͬϭϮ:Ƶůϭϱ
DĂŶĐŚĞƐƚĞƌ͕DϯϰWZ
ŽƐƚ͗άϰϵϱ͘ϬϬ

W ĐƵƉƵŶĐƚƵƌĞ&ŽƵŶĚĂƚŝŽŶŽƵƌƐĞ
ϭϲͬϭϳͬϮϯͬϮϰDĂǇΘϰͬϱ:Ƶůϭϱ
KǆĨŽƌĚ͕Kyϯϳ>
ŽƐƚ͗άϰϵϱ͘ϬϬ

W ĐƵƉƵŶĐƚƵƌĞ&ŽƵŶĚĂƚŝŽŶŽƵƌƐĞ
ϭϲͬϭϳͬϯϬͬϯϭDĂǇΘϭϭͬϭϮ:Ƶůϭϱ
>ŽŶĚŽŶ͕EtϱϭYz
ŽƐƚ͗άϰϵϱ͘ϬϬ

W ĐƵƉƵŶĐƚƵƌĞ&ŽƵŶĚĂƚŝŽŶŽƵƌƐĞ
ϯϬͬϯϭDĂǇ͕ϲͬϳ:ƵŶΘϭϴͬϭϵ:Ƶůϭϱ
>ŽŶĚŽŶ͕^tϭϳϬKd
ŽƐƚ͗άϰϵϱ͘ϬϬ

W ĐƵƉƵŶĐƚƵƌĞ&ŽƵŶĚĂƚŝŽŶŽƵƌƐĞ
ϲͬϳͬϮϬͬϮϭ:ƵŶΘϭͬϮƵŐϭϱ
ďĞƌĚĞĞŶ͕ϮϰϱZh
ŽƐƚ͗άϰϵϱ͘ϬϬ

W ĐƵƉƵŶĐƚƵƌĞ&ŽƵŶĚĂƚŝŽŶŽƵƌƐĞ
ϲͬϳͬϭϯͬϭϰ:ƵŶΘϮϱͬϮϲ:Ƶůϭϱ
EĞǁŵĂƌŬĞƚ͕ϴϳ:'
ŽƐƚ͗άϰϵϱ͘ϬϬ

W ĐƵƉƵŶĐƚƵƌĞ&ŽƵŶĚĂƚŝŽŶŽƵƌƐĞ
ϭϯͬϭϰ:ƵŶ͕ϰͬϱ:ƵůΘϭϱͬϭϲƵŐϭϱ
WƌĞƐĐŽƚ͕>ϯϰϱYY
ŽƐƚ͗άϰϵϱ͘ϬϬ

&ŽƌĨƵƌƚŚĞƌŝŶĨŽƌŵĂƚŝŽŶŽƌƚŽďŽŽŬĂƉůĂĐĞƉůĞĂƐĞĐŽŶƚĂĐƚ^ĂƌĂŚƌĂŶĚŽŶ
ϬϭϳϯϯϯϵϬϬϬϳ ŽƌĞŵĂŝůĐŽƵƌƐĞƐΛĂĂĐƉ͘ƵŬ͘ĐŽŵ
ůƚĞƌŶĂƚŝǀĞůǇǇŽƵĐĂŶďŽŽŬŽŶůŝŶĞĂƚ ǁǁǁ͘ĂĂĐƉ͘ŽƌŐ͘ƵŬͬĨŝŶĚͲĂͲƚƌĂŝŶŝŶŐͲĐŽƵƌƐĞ

(VWDEOLVKHG

(VVHQWLDO

/DVW\HDUZHFHOHEUDWHG
\HDUVRIRXUVWDQGDUG
DFXSXQFWXUHQHHGOH
+HUH VORRNLQJIRUZDUGWR
VHUYLQJ\RXIRUWKHQH[W

9HUVDWLOH

&ODVVLF3OXV
6HLULQQHHGOHV
3HUPHQDQWO\
ORZSULFHV

7KHPRVWSRSXODUQHHGOHVXLWDEOHIRU
FRVPHWLFDFXSXQFWXUHDQGDYDLODEOHLQ
SODVWLFKDQGOHDQGDOOPHWDOKDQGOH

0R[LEXVWLRQIRU
WKHVWFHQWXU\

(OHFWURWKHUDS\

1HZ

3UHPLR/DVHU'XRDQG3UHPLR/DVHU
$*3URJUDP
6RIWODVHUIRUSK\VLRWKHUDS\ODVHUWKHUDS\
VSRUWVPHGLFLQHDQGORFDODSSOLFDWLRQ

&XSSLQJWKHUDS\

7DNHSOHDVXUHLQRYHUKRXUV
RIRGRXUDVKDQGVPRNHIUHHLQVWDQW
PR[LEXVWLRQWKHUDS\

,Q7&0FXSSLQJLVXVHGWRFUHDWH
DYDFXXPRQWKHSDWLHQW VVNLQWR
LPSURYH TL ÁRZ &KRRVH IURP RXU ZLGH
UDQJHRIVWDUWHUGHOX[HJODVVSODVWLF
VXFWLRQ DQG ÀUH FXSSLQJ NLWV DQG VHWV

(GXFDWLRQ

+HDOWK EHDXW\

+DUPRQ\0HGLFDO+LJK5RDG/H\WRQVWRQH
/RQGRQ(3$*UHDW%ULWDLQ
R GR 
* HDW WD

1HZ UDQJHV RI VSRUWV WKHUDS\
SURGXFWVLQFOXGHHOHFWURWKHUDS\
XOWUDVRXQG DQG PDJQHWLF ÀHOG
WKHUDS\ JRRGV 2XU YHU\ RZQ
NLQHVLRORJ\VSRUWVWDSH&ODVVLF3UR
LV DOVR QRZ DYDLODEOH

(OHFWURWKHUDS\

,QQRYDWLYH
&UHDWLYH
(OHJDQW

$SSOLFDEOH
WRWKH1+6

+DUPRQ\0HGLFDOFRQWLQXHVWRVWRFND
YDVWVHOHFWLRQRIERRNVFKDUWV'9'V
DQGRWKHUHGXFDWLRQDOPHGLDFDWHULQJ
IRU WKH ÁHGJLQJ VWXGHQW ULJKW WKURXJK
WRWKHWUDLQHGSURIHVVLRQDO9LVLWRXU
ZHEVLWH WR EURZVH RXU FROOHFWLRQV

6SRUWVWKHUDS\

:H QRZ VWRFN D JURZLQJ UDQJH RI
KHDOWKDQGEHDXW\SURGXFWVLQFOXGLQJ
GHUPDOUROOHUVOLJKWWKHUDS\GHYLFHV
DQHJDWLYHLRQEHDXW\PDVVDJHUD
ZULQNOH HUDVHU SHQ D PXOWLIXQFWLRQ
JDOYDQLFIDFLDOVSDV\VWHPDQGPRUH

2XUUDQJHLQFOXGHVXOWUDVRXQGGHYLFHV
HOHFWURWKHUDS\ODVHUVYDFXXPXQLWV
PDJQHWLF ÀHOG WKHUDS\ FRPSUHVVLRQ
WKHUDS\DQGPRUH

$$&3

RII\RXUQH[WRUGHU
ZLWKWKLVFRGH

 EX\HUVҋ JXLGH FRPLQJ VRRQ

7HO³  
LQIR#KDUPRQ\PHGLFDOFRXN
ZZZKDUPRQ\PHGLFDOFRXN
ZZZKDUPRQ\PHGLFDOFRXN
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