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Welcome to the Autumn 2015 edition of
Acupuncture in Physiotherapy. This is my first full
issue of the AACP journal as clinical editor, and
it has been both fascinating and exciting to see
the wide range of papers submitted.
We are reliant on contributions from our
members, most particularly those who are working on research, but good, well-written case
reports are a vital ingredient too. The way a
simple case history can lead to a series of case
studies, then a pragmatic trial, and finally, a
randomized controlled trial (RCT) is a vigorous
and exciting process, one we hope to document
many times in this journal. We are aiming to get
an impact factor to help us indicate the quality of
papers we publish by recording how often these
are cited, and I believe that we have an active
research community who will support this.
I am slightly reluctant to pursue themes because physiotherapy is a profession with a wide
base, and AACP members are to be found in
many specialist areas. Therefore, among the mix
this time, we have three papers about research:
Vivienne Dascanio describes a pragmatic pilot
factorial RCT of acupuncture versus manual
therapy for low back pain nested within an
observational cohort study (pp. 19–36); Helen
Oakes and Paul Bassett investigate the effect of
group acupuncture versus individual targeted
acupuncture on reducing pain in individuals with
low back pain (pp. 37–48); and Joanna Byers
reports on acupuncture for hot sweats (pp.
61–67).
We are also pleased to reprint an excellent
opinion piece by Jacob Godwin from The Journal
of Alternative and Complementary Medicine (pp. 11–
18). I hope that you find this paper more
reassuring than provocative. Jacob is from the
‘‘other side’’, being vice president of the
American Association of Acupuncture and Oriental Medicine, and currently, chair of their
Acupuncture Science and Research Committee.
Here he presents an excellent rationale for
acupuncture research, exploring the attitudes
commonly found in both professional acupuncturists, and those, like physiotherapists, working
in evidence-based medicine. To increase the
3

Editorial
scientific application of acupuncture, we need to
communicate with all the members of the acupuncture family, and be clear about what we can
all offer to our patients.
Perhaps to support this, we have an interesting
case study written from the perspective of a Five
Element practitioner. Yvonne Cook describes a
case of chronic tiredness related to the menopause (pp. 69–79). She explains her thinking, and
offers some interpretation of signs and symptoms that physiotherapists do not generally consider, such as tongue and pulse diagnosis.
Andrew Windass offers an application of acupuncture to treat chronic muscle pain in an
individual with cystic fibrosis, a field with few
practising acupuncturists (pp. 99–103). I would
be interested to see this develop further. Two
other case reports relate to women’s health:
Janette O’Toole describes treating vulvodynia
(pp. 93–98); and Liezl Roussow reports on
treating pelvic girdle pain in pregnancy (pp.
87–92). We also present a case report on golfer’s
elbow by Prity Agarwal (pp. 81–86).
Finally, we have not one but two meridian
masterclasses: the Small Intestine meridian is
examined by Jon Hobbs, our new AACP
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chairman (pp. 49–54); and the Kidney meridian
is discussed by Caroline McGuire (pp. 55–60).
All the usual sections are here too, including
book reviews (pp. 123–129), a research review
(p. 121) and some very interesting reports from
the 2015 AACP Annual Conference (pp. 105–
119).
My thanks go to all the individuals who
provide our content. I would love to welcome
even more to the fold. Perhaps you have come
across a really useful reference recently? Let us
know and give us a paragraph or two on why it
has been helpful to you. Alternatively, why not
simply offer your services for future book and
research reviews?
I would like to encourage you all to use the
facility for gaining a little continuing professional
development by reading your journal. A paper
for consideration is selected from each issue, and
AACP Clinical Advisor Chris Ireland compiles a
set of questions to help you absorb the contents.
Just go to the members-only section of the
AACP website to find the questions.
Val Hopwood
Clinical Editor
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Chairmen’s reports

Welcome to the Autumn 2015 edition of
Acupuncture in Physiotherapy.
It is with a tinge of sadness that I write my last
journal report to you all. I have really enjoyed
being your chairman. However, now that I have
completed my 4-year term as head of this wonderful organization, I feel that this is a good time
to pass on the baton of responsibility. I hope
that the handover will inject some new drive and
enthusiasm into AACP, so that we can maintain
the momentum that we have achieved and continue to move the organization forwards. I know
that you will be in good hands under the leadership of our newly elected chairman, Jon Hobbs,
whom I’m sure many of you already know. He
already does so much for AACP, and I feel very
confident that he is the perfect man for the role!
I feel immensely proud of what I, with the
support of the AACP team, have achieved over
the past 4 years, and I feel very privileged to have
had the opportunity to be your chairman. On
reflection, I have enjoyed many, many aspects of
the role, including representing you and presenting at the Houses of Parliament, promoting
AACP and its members at London health conferences, and speaking and promoting the
organization internationally.
I am particularly proud of the production of
both editions of the commissioning and research
resource pack (AACP 2012; Dascanio et al.
2015), and the commissioning battles that we
have won. I hope that the resource pack continues to support you all for many years to come.
Furthermore, I have been equally proud to watch
the development of this journal, which quite
simply gets better with each edition. I love the
fact that we now provide free continuing professional development (CPD) for our members,
and I know that this will continue to help with
these requirements as the years pass. I also hope
that our monthly e-newsletter continues to
inspire and support you.
It’s been a long time in the planning, but we
hope that there will very soon be news about
 2015 Acupuncture Association of Chartered Physiotherapists

when the Master’s-level credits available for our
foundation courses will arrive. I also hope that
this will also be extended to other courses that
AACP provides in the future.
I feel blessed to be stepping down following
some very successful national and Scottish conferences; however, I will remain on the Conference Subcommittee to provide support. I was
honoured to be chairman when AACP celebrated its thirtieth anniversary, and I really do
look forward to seeing it develop over the next
30 years. We are back up to record membership
numbers, which now stand at over 6500. This
makes me feel very proud, and it is wonderful to
see our organization continuing to grow and
inspire. I really do hope that this is a sign that
AACP is delivering what you would like as
members, and I look forward to the Association
becoming the largest organization of its kind in
Europe.
I would really like to thank each and every one
of you for supporting me as your chairman. Over
the years, I have been inspired by you, benefitted
from your wisdom and received many kind
words from you. I have loved getting to know
many members, and being part of our outstanding team and profession.
As I say, I am sad to be stepping down, but I
shall continue to remain involved through the
Board and other ventures. I will always hold this
experience close to my heart. As they say, off to
horizons new and the next adventure – but
maybe after the small matter of completing my
PhD, followed by a little rest!
I hope that you will join me in continuing your
support of Chief Executive Officer Caspar van
Dongen and the Board, and also in welcoming
Jon to the chair.
Warmest best wishes to you all.
Vivienne Dascanio
Chairman

5
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It is with a great deal of honour and no small
amount of trepidation that I sit down to write
this, my first report as the new chairman of
AACP. To follow in the footsteps of some of the
great pioneers of acupuncture within physiotherapy, and former mentors such as Nadia Ellis
and Val Hopwood, to name but two, is a true
privilege indeed.
Since Vivienne Dascanio has already updated
you on much of the current business of the
Association, I shall take this opportunity to
introduce myself to you. I know that some of
you will know me from training courses held
over the past few years, but for those of you who
do not, here is a little of my history.
I graduated with a first-class BSc in Physiotherapy in 1999, and began my acupuncture
training the following year, intrigued by it following treatment for a neck injury. In 2003, I
became an advanced member of AACP, and in
2004, I was awarded my postgraduate MSc in
Acupuncture from Coventry University. Over
the past 16 years, I have worked in a variety of
roles within the National Health Service, the
private sector and professional sport. I am an
accredited AACP tutor and a Fellow of the
Higher Education Academy, having taught
approximately 35 courses so far, as well as a
variety of different CPD days. For the past few
years, I have also been a non-executive director
on the Board of the AACP. These days, my time
is currently split between delivering and developing acupuncture training, and the clinical practice
of physiotherapy and acupuncture.
Much has already been achieved by AACP,
and I hope to contribute to those achievements
during my term as chairman. Over the past
12 months, the Association has turned 30 years
old, and has seen a growth in membership to
over 6500, meaning that it is now the largest
professional body for acupuncture in the UK.
Membership benefits have also now reached a
new level, with full utilization of all these rewards
meaning that you can save almost £400 per year.
International membership continues to grow as
AACP spreads its influence overseas, and a
course has recently been delivered in Gibraltar.
This marked the first time that physiotherapists
practised acupuncture in this British Overseas
6

Territory, and was something that our colleagues
within the Gibraltar Health Authority had
worked tirelessly over 8 years to finally achieve.
There is still a great deal to look forward to in
the coming 12 months too, including the
Scottish Conference in Grangemouth on 13
November 2015, and the Annual Conference on
13–14 May 2016 in Coventry, with both events
boasting some outstanding speakers. Among the
many great upcoming CPD courses is the
‘‘Anatomy for Acupuncture with 3D Software’’
day. Members will have the opportunity to work
with an anatomist within the Keele University
School of Medicine, and will use state-of-the-art
technology to explore the human anatomy
beneath the acupuncture points in intimate
detail. It is something that promises to be a great
learning experience for all involved.
As Vivienne has highlighted, AACP has
achieved much over the past few years, and it is
spreading out further as the world seemingly
grows smaller. We are building partnerships with
other organizations, and supporting physiotherapists at home and abroad.
As chairman and as a chartered physiotherapist, I have a passion for acupuncture and
truly believe in its place within the practice of
physiotherapy. I also support AACP working
with physiotherapists across the UK to ensure
that we are integrating evidence-based acupuncture into our practice, for the benefit of the
patient. As ever though, please feel free to get in
touch (e-mail: chair@aacp.uk.com). After all,
this is your organization, and ultimately, it is your
say that can shape and guide its progress.
It just remains for me to thank Vivienne once
more for all her work over the past 4 years. I
hope that AACP can continue boldly on its
journey to further success, and I look forward to
catching up with you somewhere along that road.
Jon Hobbs
Chairman
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Chief Executive Officer’s business report

Conference and Annual General
Meeting 2015
Another very successful AACP Annual Conference was held at the Hilton Hotel in Coventry on
9–10 May. With around 200 delegates attending
over the 2 days, this was a weekend that had a
real buzz. Afterwards, we received a lot of
compliments about the organization and the
quality of the event from delegates, speakers and
trade representatives alike. A full report can be
found elsewhere in this edition of Acupuncture in
Physiotherapy (pp. 105–119).
I would like to pay tribute to the commendable commitment and effort of the team who
made this such a successful event: Gill Beadle,
Jenny Davies and Janine Stead, under the leadership of Lisa Stephenson (Fig. 1).

The Annual General Meeting on the Saturday
afternoon of the Conference accepted all the
proposals submitted with substantial majorities.
The Board presented its future plans and detailed
specific activities. The strategy for 2015–2016 is
predominantly focused on enhancing the quality
and number of benefits available to our members, and also improving communication with
our membership, the public and the authorities.
As usual, the plan presentation can be found on
our website (www.aacp.org.uk).

Finances
In 2014, AACP made a financial surplus of just
over £21 000 (including interest) from its normal
activities. This was achieved through a carefully
managed balance between income and costs
during the year. The purchase of and relocation
to Sefton House incurred approximately £17 000
in one-off exceptional costs. However, this
acquisition is already leading to the lowering of
financial overheads, and hence, more funds are
becoming available for member benefits.
Membership subscription income reduced by
7.5% in 2014. However, actual AACP membership is now growing for the first time since the
end of 2011. There was an increase of just under
300 during 2014, and this has already resulted in
a positive development in terms of subscription
income during 2015. Increases in other income
meant that total returns in 2014 were only down
by approximately 3%.
As this report is being written, AACP membership stands at just over 6500, and I am
pleased to say that we are enjoying a consistent
increase in support from new acupuncture
physiotherapy practitioners.

Services
Figure 1. The Redcoats: (left to right) Janine Stead, Lisa
Stephenson, Gill Beadle and Jenny Davies.
 2015 Acupuncture Association of Chartered Physiotherapists

By increasing our membership, we are now
slowly increasing the capability of the Association to further improve our service to you as
9
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well. In the coming months, we shall adapt our
office organization to accommodate the evergrowing number of members. Our aim is to give
you more and better information earlier, and to
get in touch with you more frequently.
We shall also put more emphasis on an
increased representation of acupuncture physiotherapy with the public and the authorities alike.
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Nevertheless, as always, we are your Association, so if you have suggestions for positive
change or any additional 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
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PARADIGMS

Rising to the challenges of evidence-based
medicine: a way forward for acupuncture
J . P. Godwin
Private Practice, Spokane, Washington, USA

Abstract
Evidence-based medicine (EBM) offers important opportunities and poses critical challenges to
the acupuncture profession. Having a clear understanding of what EBM is and what it is not is
necessary to understanding how the acupuncture field might benefit by adopting EBM as its
paradigm. This article discusses the need for the acupuncture field to retool its professional,
academic and clinical apparatuses to produce, critically appraise and use high-quality scientific
evidence in order to develop acupuncture as an evidence-based procedure. Development of
evidence-based acupuncture procedures, practice guidelines and research directives may help
acupuncture become a standard therapeutic procedure rather than a complement or alternative
to conventional medicine.
Keywords: acupuncture, evidence-based medicine, paradigm.

Introduction
Science and technology have changed the world
forever. Biology and medical science have not
been immune to these changes, and have been
shaped by frequent and profound discoveries
over the past two centuries. In fact, medical
science is currently experiencing the emergence
of its newest paradigm – that of evidence-based
medicine (EBM). All paradigms eventually fail
and are replaced by new ones through scientific
revolutions (Kuhn 2012). Evidence-based medicine is one such revolution. It has radically
changed the way medicine is taught to physicians
and how it is delivered to patients. Evidencebased medicine has become the fundamental
basis for clinical practice around the world (Guyatt et al. 2008). The revolution of EBM is that it
shifts value away from the authority of experts
Correspondence: Jacob Godwin DAOM Dipl OM
LAc, 1625 W. 4th Avenue, Suite 100, Spokane, WA
99201, USA (e-mail: jacobgodwinlac@gmail.com).
 2014 Mary Ann Liebert, Inc.

and senior practitioners toward the independent
critical appraisal of the evidence for any given
clinical question by the physician (Guyatt et al.
1992). This shift emphasizes the patient’s individual needs and values, the physician’s own
clinical judgment, and the best current evidence.
This type of revolution is necessary to the
establishment and continued evolution of any
normal science. As a paradigm comes to its
natural end, a new paradigm emerges to answer
critical questions.
Acupuncture has operated under a paradigm
articulated in the classical texts of the Han
dynasty without scientific revolution for more
than 2000 years (Unschuld 2009). Interestingly,
the Han physicians who established the paradigm
laid out in the Huangdi Neijing and contemporaneous texts were in a position similar to that of
modern acupuncturists. The Han physicians and
the authors of the Huangdi Neijing revolutionized
medicine in their time by calling for a move
toward a paradigm based on natural laws rather
11
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than temperamental spirits (Unschuld 2003;
Rosenberg 2013) – a step toward science, as we
know it now.
Coincidentally, modern doctors of acupuncture and of biomedicine are experiencing a revolution similar to that of the Han, in that they are
both recognizing the need to move away from
expert-based medicine towards EBM. Both acupuncturists and biomedical physicians are grappling with the issue of ensuring that they are
delivering care that is supported by high-quality
evidence. When the Han physicians found themselves tyrannized by an intellectually stifling paradigm, they overthrew it and established a
paradigm in the Huangdi Neijing that has endured
more than 2000 years. When biomedical physicians realized that they had become mired in
anecdotal expert-based practices, they developed
the hugely successful model of EBM. As acupuncturists come to realize that they, too, may be
languishing under an anecdotal expert-based
paradigm, what will be the response?
This article discusses the need for the acupuncture field to retool its professional, academic, and clinical apparatuses to produce,
critically appraise and use high-quality scientific
evidence in order to develop acupuncture as an
evidence-based procedure. Development of
evidence-based acupuncture procedures, practice
guidelines and research directives may help acupuncture become a standard therapeutic procedure rather than a complement or alternative
to conventional medicine.

Evidence-based medicine
Evidence-based medicine, while still controversial, is the dominant paradigm within medicine
(Guyatt et al. 2008). The term evidence-based medicine was first used in a publication by Gordon
Guyatt in 1991, when he described a ‘‘way of the
past’’ wherein clinical decisions were based primarily on the authority of experts. Guyatt (1991)
argued that decisions in the ‘‘way of the future’’
should be based on independent critical appraisal
of the highest-quality evidence available. He
described EBM as requiring, of each clinician,
the ability to retrieve, critically appraise and
synthesize research data. Along with these skills,
12

a clinician practising EBM should be able to
determine the applicability of the data to individual patients. Should direct evidence not be available, an EBM clinician should follow a
systematic approach to decision-making.
Evidence-based medicine has evolved over the
past 23 years. Its tenets have many incarnations,
but Sackett et al.’s (1996) brief description is the
one most often cited: ‘‘Evidence based medicine
is the conscientious, explicit, and judicious use of
current best evidence in making decisions about
the care of individual patients’’ (Sackett et al.
1996, p. 71). Other definitions exist. Most of
them offer the same basic ideas in different
forms. Greenhalgh (2014, p. 1), however, offers
an interesting summary of EBM ideals that
highlights an important component – the need to
estimate the risk of benefit and harm: ‘‘Evidencebased medicine is the use of mathematical estimates of the risk of benefit and harm, derived
from high-quality research on population
samples, to inform clinical decision making in
the diagnosis, investigation or management of
individual patients.’’
Greenhalgh’s (2014) addition of the idea of
estimating the benefit and harm of a particular
intervention based on current evidence is
important to acupuncture because, for many
conditions, supporting evidence may be weak or
non-existent regarding effectiveness, but the evidence for acupuncture’s safety is strong
(MacPherson et al. 2001; Witt et al. 2006). In
these cases, acupuncture might be considered
after other treatments have failed, or in conjunction with them simply because it is a very safe
option with at least some evidence supporting it.
Although this is an important point, it is not
enough for acupuncture to be just a safe alternative or complement to better-supported therapies.
Evidence must be developed to fully support
acupuncture as an option rather than an alternative. From its inception, EBM has been about
applying the best evidence available to an individual patient. Evidence-based medicine considers
the physician’s clinical reasoning, the available
evidence and the values of the individual patient
as factors in making clinical decisions (Sackett
et al. 1996). Nevertheless, many critics of EBM
see it as a tyrannical imposition when it is quite
 2014 Mary Ann Liebert, Inc.
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the opposite. If anything, EBM requires more
individualized care than does expert-based medicine, whereby patients are treated on the basis of
evidence that may be outdated, anecdotal or not
applicable to the present patient’s specific situation – or all of the above. Sackett et al. (1996, p.
71) address this misconception:
Evidence based medicine is not ‘‘cookbook’’
medicine. Because it requires a bottom up
approach that integrates the best external evidence with individual clinical expertise and
patients’ choice, it cannot result in slavish,
cookbook approaches to individual patient
care. External clinical evidence can inform, but
can never replace, individual clinical expertise,
and it is this expertise that decides whether the
external evidence applies to the individual
patient at all and, if so, how it should be
integrated into a clinical decision.
Evidence-based medicine brings the expertise of
the clinician and the individual needs of the
patient into a well-articulated relationship with
the best current evidence. The point of EBM is
to clarify this relationship so that each of these
three components can be used at their fullest
capacity. Expert-based medicine can wander too
far from scientific reality, and remain vulnerable
to bias if the best current evidence is not fully
considered. Meanwhile, if clinical expertise or
patient values are ignored, tyrannical impositions
of evidence-based conclusions can be arbitrarily
used to develop ‘‘cookbook’’ approaches to
medicine (as addressed by Sackett et al. 1996).
The aim of EBM is to create a logical structure
that can maintain a productive and balanced
working relationship among these three components. Although this is the ideal, it is not always
the reality.
Evidence-based medicine, as with any idea,
can be abused and executed poorly. Many critics
of EBM rightly point out that healthcare management and third-party payers erroneously
equate a lack of evidence with lack of effectiveness in order to restrict patient care. In addition,
these third-party entities often use the moniker
of EBM to justify the imposition of guidelines or
procedures on physicians. This is, of course,
diametrically opposed to the principles of EBM.
 2014 Mary Ann Liebert, Inc.

In EBM, the physician, not a third party, is the
one who applies a critical appraisal of the evidence to his or her patient. Evidence-based
medicine does require discipline on the part of
the physician to base clinical decisions on the
best evidence, but it does not give license to
third parties to supplant the physician’s clinical
expertise with policy. Again, it is a common
misconception that EBM devalues clinical expertise. By making the relationship between the
physician’s expertise and the best evidence
clearer, EBM ensures that the value of individual
patient needs, physician expertise and best evidence are all accounted for in the clinical decision.
Some critics call for the development of an
‘‘evidence-informed practice’’ to counter the
problem of EBM misapplication (Glasziou
2005). However, as Sackett et al. (1996) and
others have already explained, EBM is already a
revolution against such authoritative tyrannies.
The fact that people and organizations misuse
and misrepresent EBM is not a reason to abandon it, or even modify it. Evidence-based medicine already allows for clinical decisions to be
made in the absence of high-quality evidence,
and does not equate a lack of evidence with a
lack of efficacy.
The evidence base for acupuncture as a therapeutic intervention capable of treating many
causes and types of pain is strong (Vickers et al.
2012), and evidence that it can treat many of the
complex diseases it is purported to treat is
emergent (Haake et al. 2007; Hempel et al. 2014).
The globalization of acupuncture and continued
integration of acupuncture into the modern
healthcare apparatus make critical the need to
establish a comprehensive biological model of
acupuncture. However, basic questions of mechanism remain unanswered, and significant
research problems need to be solved before such
a model can be realized (Wayne et al. 2009). In
addition, the field is largely operating under the
same sort of authoritarian expert-based medicine
that EBM seeks to overthrow.
Evidence-based medicine can provide for acupuncture physicians and researchers a single,
well-defined goal. This clearly articulated and
established objective could unite like-minded
13
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acupuncture physicians and researchers. It could
also unite the acupuncture field with other
healthcare disciplines working towards the same
objective. This will allow the sharing of information and foster collegiality between acupuncturists and their biomedical counterparts.
Evidence-based medicine can be a banner under
which those wishing to develop acupuncture into
a fully accepted therapeutic intervention can
rally.

Scientific research is imperative
Evidence-based medicine relies on the machinery of a mature normal science to provide
demonstrable, repeatable and dependable evidence for the use of any given therapeutic
intervention. Only practitioners operating a science described by Kuhn (2012) as normal are able
to develop and maintain an evidence base capable of supporting acupuncture as a fully accepted
therapeutic procedure. Normal science refines
and perfects valid theories under an established
paradigm. Acupuncturists and researchers are
not currently operating a normal science – we
cannot refine or perfect what we do not have.
Critical problems regarding mechanisms of
action for acupuncture and basic science remain
unsolved (Langevin et al. 2011). Solutions must
be found and developed into sound scientific
theories that can be refined through repeated
research before acupuncture can enjoy the benefits of a normal science. The development and
maintenance of an acupuncture evidence base
are the most important challenge posed by EBM,
and are the key to acupuncture’s future in the
modern world. It is a challenge that the field
must embrace whole-heartedly without asking
for concessions. Although creative solutions may
need to be found, acupuncturists must be willing
to be held to the same standards as other
healthcare professionals. Much of the groundwork has already been done to move acupuncture in the right direction. However, much work
remains.
Working toward evidence-based acupuncture
provides the acupuncture field with a path to full
integration with modern healthcare, but there are
barriers. Currently, acupuncture is considered a
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modality of complementary and alternative medicine, and is very rarely included in standard care
guidelines despite clear evidence that it is more
effective than current guideline-based interventions for many conditions (Haake et al. 2007;
Cherkin et al. 2009). Medical doctors are uncomfortable referring patients to acupuncturists
because of a perceived lack of high-quality
research (Wahner-Roedler et al. 2006). It is
difficult for physicians to trust a procedure with
an unknown mechanism, especially one often
conflated with metaphysical ideas already
rejected by science (Unschuld 2003; White &
EBAM 2009).
One of the greatest barriers to the full acceptance of acupuncture as a valid therapeutic procedure is the question of mechanisms of action
(Wahner-Roedler et al. 2006; Stumpf et al. 2010).
Sharp lines are being drawn between acupuncture based on modern science and acupuncture
based on ancient Chinese ideologies (White &
EBAM 2009). Neither traditional Chinese medicine nor the Han paradigm from which it sprung
offers a coherent (let alone scientifically valid)
theory of how acupuncture works. Moreover,
both are fraught with critical errors in anatomy
and physiology. Biological models will eventually
supplant the Han paradigm. It is critical that
degreed acupuncturists construct these biological
models. If this work is done without a deep
understanding of what acupuncture is, and what
it has been for the past 2500 years, the product
will probably only partially explain acupuncture.
The Doctor of Acupuncture and Oriental
Medicine (DAOM) degree programmes are a
huge step forward for the field, and hold great
promise for solving many of these problems by
introducing acupuncturists to scientific research
and preparing them to contribute to the knowledge base. Researchers have been calling for
acupuncturists to get involved in research for
years now, with little success (Hammerschlag
2011). Without clearly articulated objectives
regarding what research needs to be done, and
how that research affects the field at professional, clinical, educational and legislative levels, the call to support scientific research will
likely continue to go unanswered by acupuncturists. If acupuncture is to evolve into an accepted
 2014 Mary Ann Liebert, Inc.
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evidence-based therapeutic intervention, support
for scientific research is no longer just a suggestion – it is imperative.

The building of a biological
model of acupuncture
A comprehensive biological model must be
established if acupuncture is to become an
option rather than an alternative or a complement.
Such a model may be within reach. Acupuncture
research has been slow and challenges remain,
but key sets of evidence have already been
established. Work on several key acupuncture
puzzles has seen progress over the past 10 years.
There is also a nascent, but rather robust, evidence base built on hard data from high-quality
clinical trials for the use of acupuncture for a
wide variety of conditions (Manheimer et al.
2005; Trinh et al. 2006; Vickers & Maschino
2009; Vickers et al. 2012; Hempel et al. 2014).
Effectiveness trials and meta-analyses are critically important, and must continue. However, a
plausible comprehensive biological mechanism
of action must also be established for acupuncture.
Effectiveness trials can tell us whether acupuncture is an effective treatment option for a
given condition. They can also compare different
acupuncture procedures with each other, to
standardized care, to a placebo control or to all
three. They are a highly flexible mainstay of
research. Thus, effectiveness trials are a top
priority for research. There are many examples in
medicine of an intervention being known to be
effective before the mechanisms of action are
fully understood. Many pharmaceuticals are used
despite having unclear mechanisms. However,
effectiveness trials do not tell us how acupuncture
gets these results. Without the how, we cannot
improve upon the results we get, nor can we fully
integrate acupuncture with other therapies.
Knowing the mechanisms of action for acupuncture will allow us to develop other technologies
related to acupuncture, and to better integrate
acupuncture with pharmaceutical treatments and
surgical procedures. Knowing the mechanisms
will also help to develop new, more-effective
 2014 Mary Ann Liebert, Inc.

point selection and needling methods. We need
the how.
Advanced neuroimaging has emerged as the
most promising tool for discovering the mechanisms of action behind acupuncture (Napadow
et al. 2008). Already, a handful of researchers
have found evidence for three primary claims of
acupuncture: (1) that acupuncture can modulate
complex physiological processes directly (Napadow et al. 2008; Langevin 2010); (2) that acupuncture treatment locations have specific
effects (Li et al. 2003; Nakagoshi et al. 2005;
Dhond et al. 2007); and (3) that different
methods of stimulation and different manipulations of the needle have measurably different
effects on the body (Hui et al. 2005; Dhond et al.
2007; Napadow et al. 2008; Langevin 2010). Only
15 years ago, many of these claims were considered pseudoscientific fantasy. Today, they are
features of a cutting-edge therapeutic intervention supported by good science. Acupuncture
produces profound changes in the central nervous system along with local tissue responses
(Dhond et al. 2007; Napadow et al. 2008; Langevin 2010). If acupuncture continues to prove
to be a means of directly accessing and modulating a physiological system as important as the
central nervous system, acupuncture could be
developed into much more than an accepted intervention – it might be one of the most important
developments in medicine in recent years, opening doors to entirely new approaches to treating
many complex diseases.

Demanding more
Acupuncture is currently an expert-based medicine, and it has been for more than 2000 years.
Professional discourse among acupuncturists,
the clinical practice of acupuncture and acupuncture education rely on sourcing information from
classical texts that are notoriously difficult to
translate and interpret, from contemporary textbooks that are rarely subjected to a systematic
peer-review process, and from various experts.
These sources are anecdotal. This is a critical
problem that must be addressed immediately.
Acupuncture students should demand more
than anecdotal expert opinion as evidence from
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their professors; likewise, physicians should
demand more from their colleagues – and
themselves.
Case studies, expert opinion, and other forms
of anecdotal evidence can inform a physician’s
decision under the evidence-based paradigm.
These forms of evidence are not excluded from
consideration in EBM. However, this should not
discourage acupuncturists from developing
higher-quality evidence. Anecdotal evidence is
given a place in the accepted evidence hierarchy
of EBM. It is important evidence. It is the
frontline of research and evidence gathering.
Expert opinion, case studies, research into classical texts and so forth can point researchers in
the right direction. These unfiltered forms of
evidence can give researchers a target for more
rigorous inquiry by articulating a particular
research question to be answered, or a hypothesis to be tested. Acupuncturists are sitting on
2000 years of ideas waiting to be tested. Anecdotal evidence from classical texts, textbooks or
seasoned practitioners is simply too vulnerable to
bias and error to be considered sufficient on its
own. These forms of evidence can provide
novelty and nuance under a well-established
model, but they can never replace high-quality
critical appraisals of scientific research (Guyatt
et al. 2008; Greenhalgh 2014). These forms of
evidence can point out a new idea or a flaw in the
system, but they cannot support the system on
their own.
Support for sources of expert opinion should
be minimized while higher-quality forms of evidence, such as randomized controlled trials, systematic reviews and meta-analyses, should be
demanded, developed and used. The acupuncture field outside of China is nascent and has
limited resources. These resources are desperately needed for scientific acupuncture research
and development. If the acupuncture field could
shift but a fraction of what it spends yearly on
expert-based symposiums, books, webinars and
workshops into peer-reviewed and critically
appraised evidence-based sources of information, acupuncture might see a period of
expansion and development not seen since the
Han dynasty.
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Conclusions
Contemporary acupuncturists find themselves in
the same position as their biomedical colleagues
and the Han physicians did – with a practice and
a profession built largely on expert opinion. The
biomedical community responded with EBM
and the Han with the texts of the Huangdi Neijing.
With what will the modern acupuncture community respond?
If the acupuncture profession can redirect at
least some significant portion of its intellectual
and financial resources towards meeting the
clearly defined objectives of EBM, a comprehensive biological model could be developed. With
such a model supported by a robust scientific
evidence base, acupuncture becomes a vital part
of modern healthcare. Current epistemological
barriers dividing acupuncturists from other
healthcare professionals would be eroded. Acupuncturists would be able to reap the benefits of
research and developments in other fields of
science, taking advantage of new technologies
and new theories.
Acupuncture physicians and researchers interested in developing acupuncture into an
evidence-based intervention must work together
toward that specific goal. Simply doing research is
no longer enough. It is time the field moulds
existing research data, and those yet to come,
into a sound evidence base capable of supporting
clinical and professional guidelines. Following
these guidelines will create a demand for higher
educational and professional standards across the
field. The research that is being done is not
finding its way into the field at either of these
levels. College curricula are not based on the
evidence base, physicians do not practice acupuncture based on current scientific research and
practice guidelines are almost non-existent. The
time has come for acupuncture to embrace
modern science as its paradigm, and to put to use
the valuable research being done. Only then can
the academic, professional and clinical standards
be raised to meet the needs of a modern healthcare system operating under an EBM paradigm.
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A pragmatic pilot factorial randomized
controlled trial of acupuncture versus manual
therapy for low back pain nested within an
observational cohort study
V. C. Dascanio
Department of Health Sciences, University of York, York, UK

Abstract
The objective of this research was to investigate conducting a cohort study with a nested factorial
randomized controlled trial (RCT) of acupuncture and manual therapy for the treatment of
patients with low back pain (LBP). The study design took the form of a pragmatic pilot factorial
RCT embedded within an observational cohort study. The participants in the cohort study were
recruited via a general practice database, and consent documentation and baseline questionnaires
were completed. On completion of their questionnaires at 3 months, eligible participants (i.e.
those with a Roland–Morris Disability Questionnaire score of >4) were randomized to one of
the four trial arms. Those assigned to the three treatment groups received their allocated
intervention (i.e. acupuncture, manual therapy, or combined acupuncture and manual therapy)
weekly for 10 weeks. Those randomized to usual care were not advised of their allocation, and
understood that they were continuing in the cohort. Follow-up occurred at 6 months. Now that
this trial has been completed, the protocol is being published for educational purposes, and to
disseminate the information more widely. Some sections of the protocol have been updated to
reflect current research. No attrition occurred after randomization, which demonstrates that this
is an excellent method of recruiting participants to an RCT. This design was useful for evaluating
multifaceted treatments for LBP, which is a complex condition that can involve episodes of
remission and relapse. The study design allowed for ongoing monitoring, and also the recruitment of participants later in the cohort who had initially been ineligible for the trial. Combining
and comparing complex interventions in trials is effective. The amalgamation of treatment
interventions could result in more cost-effective provision in clinical practice. Regression
discontinuity statistical analysis can be used with this design. It is recommended this approach is
adopted in larger treatment trials for musculoskeletal conditions.
Keywords: acupuncture, low back pain, manual therapy, physiotherapy, randomized controlled
trial.

Introduction
Background
Low back pain (LBP) is a major health and
epidemiological problem that imposes a signifiCorrespondence: Vivienne C. Dascanio, Department
of Health Sciences, University of York, York
YO10 5DD, UK (e-mail: vcf500@york.ac.uk).
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cant economic and social burden on societies
(Menezes Costa et al. 2009). It is estimated to
have a lifetime prevalence of 60–80% in Western
industrialized countries (Maniadakis & Gray
2000). The then National Institute for Health
and Clinical Excellence (NICE, now the
National Institute for Health and Care Excellence) reported that nearly everyone in the UK
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will be affected by LBP at some point in his or
her lifetime (NICE 2009).
Current economic data are limited, but the
cost of LBP to the UK National Health Service
(NHS) alone was estimated at £1.1 billion, with
80% of this total attributed to chronic conditions
(Critchley et al. 2007). This represents an exponential rise from the estimated cost of
£1632 million in 2000 (Maniadakis & Gray
2000). Low back pain has been reported to be
the second most common reason for members
of the working population consulting a general
practitioner (GP) (McCormick et al. 1995).
However, it has been estimated that only around
20% of LBP sufferers consult with their GP
(Papageorgiou & Rigby 1991), which suggests
that the problem is vastly underreported, and
that its impact could actually be far greater than
it is currently understood to be.
Fifteen years ago, the cost of LBP to the UK
economy was estimated to be £12.3 million and
was predicted to rise (Maniadakis & Gray
2000). There is an apparent lack of current
economic costing data regarding the burden of
LBP on society. More recently, a report by
the Chartered Society of Physiotherapy (CSP
2007a, b) provided some guidance regarding
the economic impact of this condition, stating
that 5 million working days are lost each year
because of LBP, and up to half a million
people receive a long-term state incapacity
benefit as a result of it.
Although it is considered to be a benign
condition, many individuals with LBP experience great personal suffering, and the problem
is magnified by the number of those individuals
whose problem becomes chronic in nature.
Milczarek (2009) reported that approximately
62% of sufferers still live with their LBP after
12 months, and 33% have a recurrence that
causes their absence from work. Although
many treatments are available for the treatment
of LBP, a satisfactory resolution to the
problem has yet to be discovered for this
very costly problem (Milczarek 2009). Both
research into and treatment of this condition
require a more comprehensive approach in
order to find a more satisfactory and costeffective solution.
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Among other interventions, the most recent
UK guidelines for the treatment of LBP (NICE
2009) recommend:
+ a course of eight group exercise sessions over
a period of up to 12 weeks;
+ a course of nine manual therapy sessions over
a period of up to 12 weeks; and
+ a course of 10 acupuncture sessions over a
period of up to 12 weeks.
Further explanations of manual therapy and
acupuncture are provided below in the section
entitled ‘‘What are the planned trial interventions?’’ (pp. 26–27).
Furthermore, the NICE guidelines also suggest that, if one intervention does not resolve the
LBP, the individual should be offered an alternative from the list of recommendations. Therefore, a patient may receive two or more of these
interventions independently and at great cost.
No guidance is provided as to which form of
treatment to offer first or second, and no consideration is given to combining the delivery of
the interventions.
The additional cost to the nation of the NHS
introducing acupuncture for the treatment of
LBP was calculated to be £24 366 000 (NICE
2009). This is the amount required to cover the
implementation of new services and staffing
across the publically funded healthcare system.
Currently, the NICE (2009) guidelines do not
recognize the potential benefit of either combining the delivery of manual therapy with acupuncture, or the provision of acupuncture by
physiotherapists who are already established and
paid for in post within the NHS. Considering
these options could potentially lead to huge
savings, and allow the delivery of acupuncture at
a minimal increase in costs.
There may also be a currently unknown potential mutual additive treatment effect as a result of
combining delivery, and if so, this would be in
addition to the cost reduction brought about by
patients receiving the interventions at the same
time. Approximately 6550 physiotherapists
working in the NHS and the private sector are
registered with the Acupuncture Association of
Chartered Physiotherapists (AACP), and are
qualified to practise acupuncture alongside other
 2015 Acupuncture Association of Chartered Physiotherapists
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interventions, such as manual therapy and exercise. A combined approach to the treatment of
LBP involving acupuncture and manual therapy
could be effortlessly adopted by these physiotherapists. Only the provision of acupuncture
needles and a short amount of additional time in
a treatment session would be required in order to
allow them to provide the dual treatments. This
could prove to be a more cost-effective method
of delivery than separate treatment sessions.
Literature review
A scoping review of the Cochrane Library,
Embase and MEDLINE did not identify any
randomized controlled trials (RCTs) investigating the additive or combined effect of providing
manual therapy and acupuncture interventions
simultaneously for the treatment of LBP.
Leibing et al. (2002) used physiotherapy as a
control intervention when comparing acupuncture with sham acupuncture. They concluded
that acupuncture combined with physiotherapy
was significantly superior to physiotherapy alone;
however, they did not have a comparative
acupuncture-only arm. They also found no significant difference between the acupuncture and
the sham acupuncture groups, and concluded
that the effects of acupuncture might be nonspecific or a placebo effect (Leibing et al. 2002).
It has proved difficult for research designs to
control for the placebo effect in RCTs of complex interventions (e.g. acupuncture or manual
therapy). However, comparing complex interventions to each other using multiple arms or a
factorial type design may provide a solution to
this problem. A recent evidence report by Furlan
et al. (2010) recommended making head-to-head
comparisons of treatment studies and RCTs
comparing new therapies with widely used active
treatments, which would allow more comprehensive conclusions to be made about appropriate
therapies for LBP.
In a cost-effectiveness analysis of acupuncture
treatment for LBP, Ratcliffe et al. (2006) concluded that it provided a modest health benefit,
and argued that delivering the service would
incur only minor additional costs for the NHS
(£4241 per quality-adjusted life year gained).
However, they assessed this cost as an adjunct to
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usual GP care, and did not consider the possibility of combining acupuncture with currently
delivered NHS active treatments, which could
potentially lead to further cost savings.
Murphy & Longbottom (2007) reported that
combining physiotherapy and acupuncture interventions was beneficial for LBP; however, since
this was a case study, there was no control group,
and the conclusions were based on the clinical
reasoning skills of the clinician alone. Therefore,
the results have very low statistical power, and
the study has low internal and external validity.
However, it does clearly indicate that there is a
need for further investigation in the form of an
RCT of whether a combined acupuncture and
physiotherapy intervention does, in fact, have
any additive or long-term benefits.
The results of previous research into the use
of acupuncture in the treatment of LBP have
been contradictory, and many trials have been of
poor methodological quality. However, a number of RCTs that have been assessed as employing a high-quality methodology (according to the
Cochrane Collaboration Back Review Group
quality assessment for RCTs) have reported that
acupuncture can significantly reduce pain intensity in patients with LBP (Leibing et al. 2002;
Molsberger et al. 2002; Brinkhaus et al. 2006;
Thomas et al. 2006).
Additionally, a Cochrane review by Furlan et al.
(2005) concluded that acupuncture was more
effective for pain relief than no treatment or
sham acupuncture for the treatment of chronic
LBP at 3-month follow-up. While acupuncture
was not found to be more effective than conventional therapies, adding it to these other forms of
treatment was shown to reduce pain and improve
function more effectively than conventional
therapies alone. Further high-quality research
into acupuncture and comparative therapies, and
a cost-effectiveness analysis of acupuncture interventions were recommended by these authors.
Many trials have been conducted since the
development of the present protocol, and as a
result of improvements in trial design, recent
findings have been more favourable. Three systematic reviews were published in 2013, and all
recommended acupuncture for LBP (Kim et al.
2013; Lee et al. 2013; Xu et al. 2013). Addition21
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ally, in 2012, a cost–utility and cost–benefit
analysis of acupuncture demonstrated that it was
cost-effective in the treatment of LBP, headache
and osteoarthritis (Kim et al. 2012).
Spinal manipulation and mobilization are
forms of manual therapy, and it has been suggested that these should be employed in addition
to pain relief in order to increase active movement and function in people with LBP. In a
comparison of treatments for LBP, Giles &
Muller (2003) concluded that spinal manipulation was superior to acupuncture or medication
in terms of reducing pain, and improving active
movement and activity levels. The UK BEAM
trial (UK BEAM Trial Team 2004) reported that
manipulation was superior to exercise and standard care for LBP.
In a systematic review of mobilization and
manipulation (i.e. manual therapy) for LBP,
Bronfort et al. (2004) concluded that these forms
of treatment could be recommended with confidence. However, they also noted that there had
been few high-quality RCTs, and that those that
had been conducted were all limited by shortterm follow-up periods. The authors highlighted
the need for more comprehensive RCTs with
longer-term follow-ups and cost-effectiveness
analysis of the care (Bronfort et al. 2004). A more
recent systematic review by Kuczynski et al.
(2012) fulfilled these requirements, and these
authors recommended manipulation for LBP.
They reported that it improved clinical outcomes, and also described statistically significant
findings with regard to reductions in medication
usage, healthcare utilization and absence from
work for the manipulation groups (Kuczynski
et al. 2012).
Nesting a randomized controlled trial
within a cohort study
Combining manual therapy and acupuncture
interventions in order to assess whether there are
any additive effects as a result of performing the
two treatments in tandem could provide a more
comprehensive solution to the treatment of LBP.
It is possible that this may enhance each of the
individual treatment effects, and thus, make these
modalities more effective in combination than in
isolation.
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The coupling of the two interventions could
also prove to be cost-effective if these can be
performed within the same treatment session,
regardless of whether this is delivered within the
NHS or private sector, and also if these are
deemed to enhance each other’s effect. Furthermore, this could potentially reduce recovery time
and absence from work for those with LBP,
thereby reducing the burden of LBP upon
society.
There is a real need for an RCT to investigate
the combined effects of manual therapy and
acupuncture in the treatment of LBP. It is
important that the study is of high methodological quality, provides long-term follow-up
investigating lasting benefits, and also reviews
the effectiveness and cost-effectiveness of the
interventions.
Despite its many advantages, the nested RCT
is used infrequently, and prior to a study by the
present author and her collaborators (Dascanio
et al. 2014), it had never been employed to
investigate LBP. The present trial protocol is
reported in order to provide information on
designing trials, and also to recommend the use
of nested RCTs in future research. Improving
the quality of trial design for studies of complex
interventions and compound conditions involving physiotherapy, acupuncture and other treatment modalities is essential to the profession.
Poor design and the attrition of participants
from trials could be detrimentally affecting the
trend of results in many studies, leading to false
impressions of treatment effects. Potentially, this
could result in incorrect conclusions being
drawn, and in the current culture of evidencebased medicine informing commissioning and
funding, services may be being commissioned or
withdrawn on the basis of inaccurate information. The exemplary design of RCTs has
never been more critical to the future careers of
healthcare professionals.
Attrition in trials is generally poorly reported,
but an average of approximately 20% with a
range from 7% to 67% has been purported
(Dumville et al. 2006). If not evenly distributed, a
level of attrition of this magnitude can lead to
post-randomization selection bias, may alter
the direction of the treatment effect and could
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lead to misinterpretation of the trial results
(Torgerson & Torgerson 2008).
Attrition has been shown to be greatest within
the first follow-up period of a trial. In a study of
McKenzie physiotherapy for LBP and neck pain,
75% (18%) of the total attrition (24%) occurred
within the first follow-up period (Klaber Moffett
et al. 2006). An attrition rate of 25% was reported
in a trial comparing manipulation and exercise
for LBP (UK BEAM Trial Team 2004), and a
trial of cognitive behavioural therapy for LBP
reported 22% attrition (Lamb et al. 2010). The
use of a cohort study to recruit participants for a
nested RCT could eliminate attrition during the
first period of a trial. This reduction in attrition
has the potential to improve the quality of the
trial and accuracy in interpreting the results.
Aims and objectives of the proposed
research
The primary objective of this research was to
conduct a pilot study to explore undertaking a
cohort-design study with a nested factorial RCT
to investigate manual therapy and acupuncture
alone and in combination versus usual care.
The secondary objectives were to:
(1) investigate recruitment rates in order to plan
a full-scale trial;
(2) determine the most effective outcome
measure for a full-scale trial;
(3) identify any compliance issues and strategies
for reducing these in a full-scale trial; and
(4) assess patient acceptance and clinician delivery of combined therapies for the treatment
of LBP.

Participants and methods
Study design
A cohort-design study with a nested pragmatic
factorial pilot trial design is proposed. Participants will be recruited to the trial from the
cohort. Because of the design methodology, only
compliant participants in the cohort are recruited
to the trial and then randomized, thus reducing
attrition. As previously discussed, attrition is
commonplace in the early phases of trials. However, with this design, the RCT is nested within
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the cohort, and participants will have completed
at least one follow-up questionnaire within the
cohort before being invited to join the RCT.
Therefore, any non-compliant individuals are
likely to drop out prior to this stage and the
subsequent randomization.
The trial will follow a factorial design and will
have four groups:
(1)
(2)
(3)
(4)

treatment
treatment
treatment
treatment
therapy.

O – usual care;
A – acupuncture;
B – manual therapy; and
AB – acupuncture and manual

In a full-scale trial, this factorial design will allow
the present author and her colleagues to analyse
the effectiveness of the two interventions at the
same time, while maintaining a comparative control arm. It will also increase the cost-effectiveness
and efficiency of the study (McAlister 2003). In
addition, it will allow the investigation of the effects of the two treatments when these are given in
isolation and compared head-to-head, and whether
their effectiveness is changed when they are provided as a combined treatment. Since this is a pilot
study, it will aim to investigate the use and functioning of the factorial methodology. It will also
review the practicality of combining two therapeutic approaches within a single treatment session.
The effects of treatment will be monitored and
appropriate clinical outcomes determined; this will
be in order to inform an appropriately powered
trial that will aim to investigate the effectiveness of
the treatments individually and in combination. In
a full-scale trial, the present author and her colleagues would want to explore the combined treatment effect of acupuncture and manual therapy
using a factorial approach. This approach means
that they are assuming the additivity of the treatments and are able to test for interactions,
although the power of this pilot trial is low.
What are the proposed practical
arrangements for allocating participants to
the study groups?
Recruitment. The recruitment of participants will
follow a novel cohort design. The use of this
strategy as a recruitment method for nested trials
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is a relatively new approach, but Grant et al.
(2006) suggested that the cohort design can be
employed effectively for chronic conditions. A
GP database recruitment method will be used to
identify potential participants. Those patients
aged between 18 and 65 years who have consulted their GP for LBP in the preceding
18 months will be identified using database
searches. Patients will be excluded if they: have
symptoms of serious spinal or neurological
pathology; have a history of spinal surgery; are
pregnant; or have given birth within the past
12 months.
All potentially eligible patients will be sent an
information pack, which will contain a signed
GP invitation letter, a participant information
sheet, baseline questionnaires and two consent
forms. The letters will invite them to join the
study (if they are currently still experiencing their
LBP) by returning the completed forms to the
University of York, York, UK.
Patients who return a completed consent form
and the baseline questionnaires will be assessed
for eligibility. The participants will have to have a
score of four or more on the Roland–Morris
Disability Questionnaire (RMDQ 2015), and be
capable of conversing with a physiotherapist in
English. Since this is a pilot study in a nonethnically diverse area, only English-language
versions of the questionnaires will be available.
There are the financial constraints of a doctoral
project attached to this study, and therefore, no
provision can be made for the translators or
additional physiotherapy time that would be
required in order to include non-Englishspeaking participants. For this reason, one of the
inclusion criteria for participants is an adequate
grasp of the English language. Any future trial
will explore the possibility of ensuring that a
more diverse population are sampled. Patients
who are ineligible or who are taking part in other
research will also be excluded. An explanation
letter will be sent to patients who do not meet
the inclusion and exclusion criteria.
The identified cohort will be monitored over
an 18-month period with quarterly questionnaires. Participants will be asked at baseline
which treatments they would consider receiving
for their LBP. It will be made clear to them that
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they may be invited to receive one of the listed
treatments for their LBP during the course of the
18-month study, but because of limited funding,
not everyone in the cohort will be asked to
participate in the pilot treatment trial.
Assignment. Patients who return their consent
form and baseline questionnaires to the trial
coordinator, score four or more on the RMDQ,
and do not fulfil any of the exclusion criteria will
be invited to take part the cohort study.
Participants in the cohort will be randomized
to one of four groups after they have: consented
to being part of the cohort study and treatment
trial; consented to receiving the trial treatments;
completed the baseline questionnaires; and completed the 3-month questionnaire. The size of
the control group will depend on the numbers
recruited to the cohort, but it will be at least as
large as the intervention groups. However, it is
anticipated that the group receiving usual care
may be larger than the treatment groups. This
will enable the present author and her colleagues
to use an unequal allocation ratio of at least 2:1,
favouring the control group in comparison to the
intervention groups if required.
Prior to randomization, participants will be
asked which treatments they would consider for
their LBP. If anyone expresses an unwillingness
to receive one of the specific treatments (i.e.
manual therapy or acupuncture), he or she will
still be included in the pilot trial, but only
analysed against usual care (i.e. such individuals
will not be included in the comparison between
the randomized intervention groups). Participants who are unwilling to receive all interventions will not be selected for randomization to
the pilot trial, but they will remain in the observational cohort study.
Allocation method. An independent data manager
will undertake the random allocation. Once a
group of patients have been recruited to the
study, they will be randomized to either the
intervention or control groups (Fig. 1). Both the
participants and their GPs will be advised if they
are assigned to one of the treatment groups. If
they are assigned to the control group, i.e. ‘‘usual
care’’, then the participants will not be advised of
this, and they will be unaware of their allocation
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Figure 1. Study design: (RCT) randomized controlled trial; and (RMDQ) Roland–Morris Disability Questionnaire.

and continue only with the knowledge that they
are in the cohort study.
What are the planned inclusion and
exclusion criteria for all interventions?
Inclusion criteria:
+ individuals aged between 18 and 65 years of
age;
+ individuals registered with a general practice
that is participating in the trial;
+ individuals who have consulted their GP with
mechanical or simple LBP in the preceding
18 months;
+ individuals who have been suffering from
LBP for between 6 weeks and 18 months;
+ individuals with referred pain in the leg will
be included in the study (if there was no
indication of any serious neurological con 2015 Acupuncture Association of Chartered Physiotherapists

ditions when they were assessed by their
GP);
+ individuals with pain that is present on assessment and is persistent in nature (i.e. pain
occurring at least once a day for 80% of the
days in the history of their recent painful
episode);
+ individuals who agree to avoid physical treatments other than the study interventions for
the 10–12-week period of the pilot study
(active treatment participants only); and
+ individuals with a score of four or more on
the RMDQ at baseline (UK BEAM Trial
Team 2004).
Exclusion criteria:
+ individuals with clinical indications of serious
spinal or neurological pathology, as assessed
by their GP;
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+ individuals with a history of spinal surgery
(since this may alter the clinical outcome);
+ pregnant women or those who have given
birth in the past 12 weeks (since this may alter
the clinical outcome);
+ individuals who have received manual therapy
or acupuncture in the preceding 3 months
(since this may alter the clinical outcome);
+ individuals with blood disorders who are
receiving anticoagulants or antiplatelets
(since this is a relative contraindication to
acupuncture);
+ individuals who are immunocompromised
(since this is a relative contraindication to
acupuncture);
+ individuals with a metal allergy (since this is a
relative contraindication to acupuncture);
+ individuals who are unable to provide consent;
+ individuals who are unable to converse in
English (because of the funding limitations of
the study);
+ individuals with a history of psychosis or
alcohol abuse (because of the difficulty in
assessing the outcome);
+ individuals who have a needle phobia; and
+ individuals with valvular heart disease or
demand pacemakers (since this is an absolute
contraindication to acupuncture).

trial specifically reduces that threat (Relton et al.
2010). Using a randomized cohort design will
mean that a ‘‘run-in period’’ of 3 months will
occur, allowing the present author and her colleagues to collect their baseline data and their
first set of outcome data. Only participants who
return their 3-month questionnaires will be eligible for randomization. Because the majority of
attrition occurs at the first period of follow-up in
an RCT, it is expected that subsequent attrition,
after randomization, will be minimal. The present author and her colleagues will also attempt
to reduce attrition through the provision of
comprehensive explanations of the study, and
regular contact with the participants in the
form of questionnaires throughout the study
(Torgerson & Torgerson 2008).
Another potential source of bias may be dilution effects (i.e. some participants randomized to
intervention fail to accept the treatment). The
present author and her colleagues anticipate that
this will be low because of the nature of their
design, which offers an element of choice in the
early phase of recruitment.
Since this is a pragmatic study, it is not
possible to blind the participant or the clinician.
The final outcome assessment is provided by the
patient, and therefore, the outcome measurement will also not be blinded.

What are the proposed methods for
preventing other sources of bias?
An intention-to-treat (ITT) principle will be
used because this is the most robust analytic
technique for preventing the introduction of bias
(Torgerson & Torgerson 2008). Randomization
will eliminate selection bias; however, there are
other forms of bias that will need to be avoided.
As a result of the cohort recruitment method,
resentful demoralization and patient preference
should be limited. This is because the participants entering a cohort will be aware that they
may be approached at a future date to take part
in a trial, but also that only a small proportion of
them may be offered treatment. Informative
explanations will be provided to the participants
(Torgerson & Russell 1996).
Attrition is one of the major threats to the
internal validity of any study. The design of this

What are the planned trial interventions?
A collaborative group of experienced musculoskeletal physiotherapists will be recruited and
inducted into the trial. All physiotherapists will
have experience of manual therapy techniques,
and some will also have acupuncture training.
They will meet prior to the commencement of
the trial in order to discuss guidelines for the
expected best practice standards for manual
therapy in the treatment of LBP, acupuncture for
LBP and combining the therapies for LBP. This
meeting will include discussion of any other
physiotherapy interventions so that this may be
standardized to all participants. However, this
cannot include any acupuncture or manual
therapy techniques for the manual-therapy-only
or acupuncture-only groups, respectively. A protocol of exercises will also be agreed to enable
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the provision of exercise information sheets for
participants in the trial.
Acupuncture. Acupuncture has its origins in traditional Chinese medicine and is one of the oldest
forms of therapy available. It involves the insertion of fine needles into the body, and aims to
take a holistic, i.e. whole-body, approach to
treatment. In Chinese philosophy, illness is considered to be an imbalance of energy sources in
the body, and acupuncture strives to recreate this
balance in order to achieve harmony within the
body (Marcus 2004). In Western medicine, acupuncture is considered to stimulate blood flow,
nerve activity and specific areas of the brain that
release pain-relieving chemicals (Bradnam 2007).
Manual therapy. Manual therapy is a form of
treatment that involves using the hands to
deliver mobilization, massage, or manipulation of
the joints or soft tissues in the body. It can be
undertaken by specially trained professionals
like physiotherapists, osteopaths, doctors or
chiropractors (NICE 2009).
Combined acupuncture and manual therapy. In the
preliminary discussions, an agreed format for
providing manual therapy and acupuncture
within the same session will be decided. For the
combined manual therapy and acupuncture
intervention group, it is anticipated that the
participants will receive a 50% longer treatment
session in order to allow for both interventions
to be completed.
What are the planned allocated treatment
groups?
Usual GP care intervention group (treatment O). The
usual care group will consist of all participants
entering the cohort who are not randomized to
receive active treatment. They will receive usual
GP care, which will involve attention from their
GP or other health professionals as appropriate
and as would be routine, i.e. it will be the same as
if they were not involved in the cohort. It will
also involve the provision of the ‘‘back book’’,
which is a self-help book for individuals with
LBP that is frequently distributed by healthcare
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professionals. These participants will not be
provided with manual therapy or acupuncture
through the course of the trial. Data will be
collected for all patients on what constitutes
‘‘usual care’’, including receiving any treatment
(i.e. acupuncture and manual therapy) independently of the trial, during the cohort period.
Acupuncture intervention group (treatment A). Acupuncture treatment will take place at a local
physiotherapy clinic, and will only be delivered
by the appropriately AACP-qualified physiotherapists who have been inducted into the
trial.
Participants allocated to this intervention will
follow a programme of 10 × 30-min acupuncture
treatment sessions, which will occur weekly
wherever possible.
Acupuncture will be provided as the physiotherapists see appropriate. They will follow the
agreed trial guidance and their professional governance, as required by their professional organization. However, the physiotherapists will not be
permitted to provide manual therapy to this
intervention group.
All usual standards of care, protocols and
practices will continue to be observed.
Participants will also be provided with usual
GP care, including the provision of the ‘‘back
book’’, as would be expected were they not
involved in a trial.
Manual therapy intervention group (treatment B).
Manual therapy will take place at a local physiotherapy clinic, and will only be delivered by the
physiotherapists who have been inducted into
the trial.
Participants allocated to this intervention will
follow a programme of 10 × 30-min manual
therapy treatment sessions, which will occur
weekly wherever possible.
The physiotherapists will provide the manual
therapy intervention as they see appropriate for
their participant. They will follow the guidance
of best practice established for the trial and their
professional governance, as required by their
professional organization. However, the physiotherapists will not be permitted to provide acupuncture to this intervention group.
27

Acupuncture versus manual therapy for low back pain
All usual standards of care, protocols and
practices will continue to be observed.
Participants will also be provided with usual
GP care, including the provision of the ‘‘back
book’’, as would be expected were they not
involved in a trial.
Combined acupuncture and manual therapy intervention
group (treatment AB). The combined intervention
will take place at a local physiotherapy clinic, and
will only be delivered by physiotherapists trained
in acupuncture and manual therapy who have
been inducted into the trial.
Participants allocated to this intervention will
follow a programme of 10 × 45-min treatment
sessions incorporating both manual therapy and
acupuncture. The sessions will occur weekly if
possible.
The manual therapy and acupuncture interventions will be delivered in exactly the same ways
as for the manual therapy and acupuncture
groups, respectively, but within the same treatment session. Treatment will be delivered as the
physiotherapists see appropriate. They will follow the trial guidance provided prior to the trial
and their professional governance, as required by
their professional organization.
All usual standards of care, protocols and
practices will continue to be observed.
Participants will also be provided with usual
GP care, including the provision of the ‘‘back
book’’, as would be expected were they not
involved in a trial.
What is the proposed duration of
treatment period?
Treatment will aim to be once a week for a
10-week period; however, a 2-week threshold
allows treatment to be completed if any delayed
or missed treatment sessions occur as a result of
sickness or unavailability. This is in line with the
NICE (2009) guidelines.
What is the proposed frequency and
duration of follow-up?
A baseline assessment will be completed. This
will be followed up by a postal questionnaire 3
months later. On completion of these question28

naires, eligible and willing (i.e. consenting) participants will be randomized to one of the four
groups. Follow-up will be repeated at 6 months,
which will coincide with the completion of
therapy for the active treatment intervention
groups.
Further follow-ups will occur at 9, 12, 15 and
18 months.
What are the proposed outcome
measures?
Primary outcome measures. The primary outcome
measures will be to:
(1) investigate recruitment rates and assess any
issues with retention in order to inform a
full-scale trial; and
(2) determine the main clinical outcome
measure, i.e.:
(a) the RMDQ, a specific LBP measure; or
(b) the Modified Oswestry Disability Index
(MODI), a specific LBP measure.
Both of these clinical outcome measures are
frequently used in research, and both have been
shown to be valid and reproducible. However,
the RMDQ and MODI each have different
strengths and limitations (Longo et al.
2010). Since this is a pilot study, both will be
used in order to investigate which would be a
more favourable and informative measure to use
in a full-scale study of manual therapy and
acupuncture for the treatment of LBP. A comparison of the two questionnaires to assess their
reliability with respect to each other as similar
measures for LBP will be performed. Additionally, the information gained from the questionnaires will be analysed with regard to usable
patient information that could inform a full-scale
trial.
Secondary outcome measures. The secondary outcome
measures will be:
(1) a visual analogue scale, a pain-specific
measure;
(2) the 12-Item Short-Form Health Survey, a
quality of life (QoL) questionnaire;
(3) the EuroQol, a generic measure of health for
clinical and economic appraisal; and
 2015 Acupuncture Association of Chartered Physiotherapists

V. C. Dascanio
(4) patient use of a body chart and additional
treatment information.
How will the outcome measures be
assessed at follow-up?
The outcome measures will be assessed with
postal questionnaires. These will be completed at
baseline and 3 months later. The main analysis
will occur at 6 months, which will also coincide
with the end of therapy for the active treatment
groups. Further follow-ups will occur every
3 months after this up to 18 months (i.e. at 9, 12,
15 and 18 months). Postal questionnaires will be
used to collect outcome data.
What is the proposed sample size?
It is difficult to determine a suitable sample size
for a pilot study. However, the present author
and her colleagues will aim to recruit at least 16
participants for each intervention group. This
will exceed the recommended minimum of 12
(Julious 2005), and give the researchers 80%
power to observe a one standard deviation difference between the treatment and control
groups.
In order to allow for any attrition, and because
this is a pragmatic treatment trial, the present
author and her colleagues will attempt to recruit
between 16 and 20 participants to each arm of
the trial. Therefore, a sample size of 64–80 will
be a conservative target within the limitations of
the pilot.
What is the proposed recruitment rate?
Initially, although 10 GP surgeries will be identified, only five will be invited by letter to be
involved in the study. Interested medical centres
will return their expression of interest and practice consent forms to the chief investigator
(V.C.D.). An information pack, containing participant invitation letters, consent forms, a copy
of the information sheets and baseline assessment questionnaires, will then be sent out to the
participating GP surgeries so that these can be
posted to potential participants. If enough individuals are recruited, then no further practices
will be contacted. If there is limited or slow
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recruitment, a further one to five surgeries will
be invited by letter to join the trial.
Previous trials have reported good results after
using a GP database recruitment method. A
study of yoga for LBP had a response rate of
12% (of the 8638 patients invited, 994
responded) (Cox et al. 2010), and a trial of
acupuncture for irritable bowel syndrome had a
response rate of 14% (of the 1651 patients
invited, 247 responded) (Reynolds et al. 2008).
It is anticipated that the recruitment of participants will take between 10 and 20 weeks.
Are there likely to be any problems with
treatment compliance?
A 90% compliance rate is anticipated.
The UK BEAM Trial reported a compliance
rate of 92% for the manipulation group (UK
BEAM Trial Team 2004). A similar compliance
rate of 91% was seen for the acupuncture group
in a comparable study (Leibing et al. 2002).
Because the participants will attend one session a
week, and the treatments will occur at the same
time in the combined treatment group, a similar
compliance rate is anticipated for this study.
What is the likely rate of loss to
follow-up?
It is anticipated that attrition will be minimized
by the cohort design and active management.
Regular contact will be made, and comprehensive explanations will be given to the participants. Systematic follow-up of all participants
will occur at 3 months. Further follow-ups are
planned at 6, 9, 12, 15 and 18 months. This
process will be active, and will include prenotification letters, contact with GPs and
reminders for non-responders. Where possible,
data will be collected for all participants; however, if data for an individual is unavailable, it will
be coded as missing in the analysis and treated
appropriately. In a similar study, Leibing et al.
(2002) reported that 24% of the participants
were lost to follow-up over a 9-month period.
Furthermore, in another comparable trial, 20%
of the participants in the manipulation group
were lost to follow-up over a 12-month period
(UK BEAM Trial Team 2004). Therefore, it is
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anticipated that the rate of attrition will be
around 20%.
Details of planned analyses in the pilot
trial
The data analysis and reporting process will
follow the Consolidated Standards of Reporting
Trials guidelines for RCTs (Moher et al. 2001).
Each analysis will follow the ITT principle. All
participants will be included and analysed in their
original randomized groups, regardless of
whether they completed their intended course of
treatment (Torgerson & Torgerson 2008):
+ An analysis will review the recruitment rates
per practice; the rates of consent and attrition
will provide information for a full-scale study.
+ The main analysis will occur 6 months after
the completion of the active treatments. An
analysis of mean scores will be performed
using a regression analysis, and by adjusting
for baseline assessment of the RMDQ and
the MODI.
+ In addition, the characteristics of these two
outcome measures will be compared for reliability. The RMDQ and the MODI will be
correlated against the SF-12, and also compared on key indicators, such as the number
of days of work lost to sickness, visits to the
GP and levels of medication. This information will inform the use of these outcome
measures in a full-scale study.
+ Regression analysis will be used to compare
each of the three treatment groups to the
control group. The present author and her
colleagues will look for evidence of whether
combined treatment is more beneficial than
the single treatments. However, there will be
relatively low power to demonstrate any difference. Therefore, these results will be
treated with caution, and are primarily
intended to inform the design of the definitive study.
Are there any planned sub-analyses?
The sub-analyses will include the following:
+ A regression analysis will be used to test for
interaction. However, the results will have to
be interpreted with caution since the study
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will have a very low power to measure this
variable.
+ Changes in QoL will be measured by analysing the mean results of the SF-12 over the
specified time points. The SF-12 is a valid,
reliable and well-accepted QoL questionnaire
(Fallowfield 1996). Establishing whether a
participant’s QoL has improved following a
treatment intervention is very important to
the study; failure to enhance QoL will render
the results meaningless and irrelevant to
sufferers of LBP.
What is the proposed frequency of the
analyses?
The principal analysis will occur 6 months after
the completion of the treatment intervention.
Further analyses will occur at 9, 12, 15 and
18 months.
Governance
Prior to the commencement of the study, ethical
approval will be sought from the Research
Governance Committee of the University of
York’s Department of Health Sciences. Since
this trial will involve NHS patients, the required
NHS ethical approval, and NHS Research and
Development Forum approval will also be
sought.
Monitoring of adverse events and safety
A data and safety monitoring committee will be
formed in order to monitor the study and any
adverse effects that may occur. Data monitoring
will be handled by the trial management
committee. The University of York’s Standard
Operating Procedures (SOPs) will be used to
monitor adverse events and safety.
All centres providing acupuncture will be registered and approved by their local health authority. Sharps policies, and health and safety polices
will be in place. A needle-stick injury protocol
will also be in operation and a formal SOP will
be in place.
Although acupuncture and manual therapy
are rarely reported to cause adverse effects
(MacPherson et al. 2001; White et al. 2001; White
2006), if any were to occur, the individuals
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affected would be assessed and taken to an
appropriate location, i.e. an accident and emergency department, a local hospital, or a GP. This
course of action would be taken as was judged to
be commensurate with the individual reaction at
the time. A report would be made to the data
and safety monitoring committee in order for
recommendations to be made. In the event of
minor reactions, such as feeling faint (which is
commonly experienced with acupuncture), the
University of York SOPs would be followed.
Informed consent
Written informed consent will be required from
all participants, and entry into the cohort will not
be permitted without it. Participation in the study
is entirely voluntary. If any participants would
like to withdraw from the cohort or their treatment intervention, then they can do so at any
time. However, they will be asked if they are still
happy to complete the appropriate questionnaires in order to allow analysis using the ITT
principle.
Informing potential participants of the
possible benefits and known risks
A clear and easily understandable participant
information sheet will be provided to all potential participants prior to their consent to participate in the study. This will clearly state that not
entering the study, withdrawal of consent or
withdrawal from the study at any time will in no
way affect their present or future quality of care,
or their legal rights. The information sheet will
aim to provide an unbiased explanation of the
nature of the cohort study, and will describe the
treatment interventions that may be offered and
any known risks.
Data protection and confidentiality
All participant documentation will be kept in line
with the Data Protection Act 1998, and paper
copies will be retained for 7 years after the
completion of the study. All electronic data will
be password protected on secure computers.
All personal information will remain confidential and be anonymized.
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Dissemination of study findings
The dissemination of this pilot study will be
extensive so as to help raise awareness of the
potential for research. Although a single piece of
research may not, by itself, change practice, it can
initiate discussion, and therefore, interest in the
area. Potentially, this could attract future funding
for a full-scale trial that might aim to provide
clarity with regard to the NICE guidelines for
LBP (NICE 2009).
It is intended that the findings of the study
should be presented in a high-impact, peerreviewed publication. This will make these available to as many health professionals and
policymakers as possible.
The results of the study will also be submitted,
as appropriate, for presentation as either an
abstract or a poster to UK and international
conferences relevant to the fields of LBP, acupuncture and manual therapy.
All active contributors will be credited within
the main report.
Will the study address any economic
issues?
Information about resource use and expense will
be collected throughout the pilot study. This will
be done in order to compare the cost of implementing the interventions, i.e. manual therapy
and acupuncture, in combination or separately.
Any treatment benefits will also be compared. As
previously discussed, the NICE guidelines calculated that the additional cost to the nation of
implementing acupuncture for the treatment of
LBP would be £24 366 000 (NICE 2009). However, this estimation was based on the introduction of new staff and services, rather than
utilizing services already in place. In addition to
the potential additive benefits of combining the
two treatments, this study will also aim to inform
a full-scale trial in order to allow the investigation
of any potential financial benefits of incorporating acupuncture into an already-existing physiotherapy session within the NHS.

Discussion
For the purposes of the present publication,
some areas of this protocol have been updated to
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Figure 2. Consolidated Standards of Reporting Trials flow diagram: (GP) general practitioner; (RMDQ) Roland–Morris
Disability Questionnaire; and (RCT) randomized controlled trial. [Reprinted with permission from Dascanio et al. (2014,
Fig. 1, p. 943),  2014 Elsevier Inc. All rights reserved.]

reflect current research that is now available in
the field.
As previously discussed, zero attrition
occurred within this trial after randomization.
This will eliminate the possibility of postrandomization selection bias, and also provide
great confidence in the interpretation of the
results. The flow diagram presented in Fig. 2
illustrates the movement of the participants
through the study, and highlights those individuals who were lost prior to randomization. If
randomization had occurred earlier within this
study, significant attrition would potentially have
ensued, influencing the results. Of the 125 participants who consented to take part in the study,
only 87 (70%) returned their 3-month questionnaires. Thus, a drop-out rate of 30% occurred
prior to randomization. Attrition occurring prior
to randomization is an important distinction, and
a potential consideration for future trials.
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At 3 months, eligible participants were then
randomized in the RCT or continued in the
cohort study, and no further attrition occurred
after this time point. This demonstrated that the
design was an excellent methodology for recruiting participants to an RCT, i.e. one that ensured
that only compliant individuals were involved.
Zero attrition should be a gold standard for
trials. It would mean greater confidence in the
outcomes of research, and allow more accurate
interpretation of the direction of the results.
Additionally, no or minimal attrition would provide potential cost savings since fewer participants would be required for trials, and there
would be less need to over-recruit in order to
account for attrition.
The nested cohort design was useful for evaluating complex treatments for LBP, allowing the
comparison of treatments with each other and in
combination, and with usual care. Low back pain
 2015 Acupuncture Association of Chartered Physiotherapists
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is also a complex condition that involves periods
of remission and relapses. This design allowed
for ongoing monitoring, and also for the recruitment of participants who had initially been
ineligible for the trial later in the cohort.
The use of a factorial RCT within this study
was also an expedient choice, since it allowed for
the comparison and combination of two complex interventions while a control arm was
maintained. Effectively, this means of delivery
provides results for two trials for the relative cost
of one. Additionally, any interaction between
treatments that is superior to usual care can be
detected with this design, which analyses the
additive or synergistic effects of a combination
of treatments, and also any counterproductive
ones. This makes it an effective methodology for
comparing complex interventions, and allows
these treatments to be delivered in a pragmatic
way.
In a cash-strapped healthcare system, the combined delivery of effective interventions has the
potential to allow the NHS to make huge savings. However, NICE have yet to recognize the
expertise and extended knowledge base of
physiotherapists and other medical staff. Many
physiotherapists, doctors, dentists and specialist
nurses have the skills to deliver acupuncture.
Approximately 6550 AACP-registered physiotherapists working in musculoskeletal medicine
in the NHS and private sectors are well placed to
incorporate acupuncture into the routine care
involving manual therapy and exercise that they
provide for the treatment of LBP. Although the
recommendations made by NICE (2009) calculated that the cost of introducing acupuncture
for the treatment of LBP would be £24 366 000,
this could be an overestimation and a potentially
unnecessary spend since the staff and expertise
are theoretically already in place and costed to
deliver this service. Combining the delivery of
interventions and minimizing staff costs may
be one way the NHS can survive austerity
measures while still maintaining patient choice
and providing an excellent service.
It is recommended that a full-scale trial investigating acupuncture and manual therapy for
LBP should be conducted in order to further
explore the combined additive effect and cost 2015 Acupuncture Association of Chartered Physiotherapists

effective delivery of these treatments. It is also
recommended that the cohort design with a
nested factorial RCT should be adopted in larger
treatment trials for musculoskeletal conditions,
and used routinely to improve the standard of
methodological design within trials.

What are the new findings?
Key findings:
+ This observational cohort study with a nested
factorial RCT demonstrated zero attrition
after randomization. The design followed a
novel methodology and is useful for recruiting participants to an RCT.
+ The design was appropriate for evaluating
treatments for LBP.
+ Combining the delivery of acupuncture and
manual therapy treatment may provide cost
savings to healthcare.
What this adds to what is known:
+ The design has not previously been used in
the study of LBP, and is an appropriate design
for a population suffering from such pain.
+ Physiotherapists can combine acupuncture
and manual therapy; this is both achievable
and effective.

What is the implication and what
should change now?
When evaluating interventions for chronic
musculoskeletal problems, trials should consider
using a cohort design with a nested factorial
RCT. Cost-effective integration of acupuncture
funding into existing physiotherapy services
should be implemented.
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COMPARATIVE STUDY

Group acupuncture versus individual targeted
acupuncture for reducing pain in individuals
with low back pain
H. Oakes & P. Bassett
East Kent Hospitals University NHS Foundation Trust, Ashford, Kent, UK

Abstract
There has been a growing interest in both the National Health Service and the private sector in
providing acupuncture treatment in a multibed or group setting. However, it is not known
whether the outcomes of this approach are comparable to individual targeted acupuncture. This
comparative study explored whether group acupuncture and physiotherapy care has comparable
outcomes to individual targeted acupuncture and physiotherapy care with regard to numerical
rating scale (NRS) pain scores and Measure Yourself Medical Outcome Profile (MYMOP)
scores for patients with low back pain (LBP). Group acupuncture treatment was found to be
non-inferior to individual targeted acupuncture with respect to NRS scores at 1–5 weeks, but
not at 5 weeks. The results with regard to whether the group acupuncture MYMOP scores were
non-inferior were uncertain because non-inferiority could not be established. Measure Yourself
Medical Outcome Profile scores are individual to each patient, and measure the main symptom,
an activity that is problematic, well-being and medication usage. Because non-inferiority could
not be established with regard to either outcome measure at 5 weeks, it may be more
appropriate to offer individualized targeted acupuncture. Thirty per cent of the patients who
underwent group acupuncture and 42% of those who received individual targeted acupuncture
had reduced their medication by the end of their treatment. In conclusion, the results of this
study suggest that individual targeted acupuncture and physiotherapy may be a better treatment
option than group acupuncture and physiotherapy. However, despite these findings, in clinical
practice, if a patient finds the Four Gates treatment to be effective for the management of their
LBP, then this could theoretically be offered either on a one-to-one basis or, at a later stage, in
a group in order to optimize therapist time. Reassessment of outcomes in clinical practice
should always guide treatment in addition to research findings.
Keywords: acupuncture, community acupuncture, group acupuncture, low back pain, multibed
acupuncture.

Introduction
Background
One-third of the UK population are affected by
low back pain (LBP) every year (NICE 2009),
Correspondence: H. Oakes, East Kent Hospitals
University NHS Foundation Trust, William Harvey
Hospital, Kennington Road, Willesborough, Ashford,
Kent TN24 0LZ, UK (e-mail: helenoakes@nhs.net).
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and the residual pain and disability associated
with this condition is a significant problem for
both the individual and society. Croft et al.
(1998) found that 75% of patients with LBP
who consult their general practitioner will still
suffer from some pain or disability 12 months
later. The National Institute for Health and
Clinical Excellence (NICE, now the National
Institute for Health and Care Excellence)
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guidelines for the management of non-specific
LBP include acupuncture, manual therapy, exercise and education (NICE 2009). Many physiotherapists offer acupuncture in addition to
manual therapy, exercise and education; acupuncture and physiotherapy work well together
since both rehabilitation and pain relief can be
addressed at the same time (AACP 2015). Acupuncture has few side effects (White et al. 2001)
when compared to medications such as opioid
and non-steroidal anti-inflammatory drugs (JFC
2014), which are frequently prescribed for
patients with LBP. Without good pain control, it
can be difficult to recover or maintain normal
function and activity, and a downward spiral
into chronic pain and disability may ensue. It
was calculated that £584 million was spent
on prescriptions for pain in the UK in 2008
(Donaldson 2009).
At present, National Health Service (NHS)
resources are always stretched, and since this has
an impact on all services, regular reviews of
service provision are crucial. Within the physiotherapy setting, some treatments such as gymbased rehabilitation programmes can be
provided in a group environment, which allows
more patients to be treated in each treatment
slot. This not only has financial benefits, but also
advantages in terms of peer support.
Acupuncture within the physiotherapy setting
is usually provided on a one-to-one basis; however, some physiotherapists and acupuncturists
offer a multibed, community or group acupuncture treatment. Historically, acupuncture was
usually practised in a group setting, but today, in
the average Western private clinic, it is mainly
provided on a one-to-one basis (Stone 2008;
Rohleder 2013). However, this may be changing
because many acupuncturists now want to offer
both multibed and one-to-one acupuncture in
order to enable more patients to access this form
of treatment (ACMAC 2015). The terms
multibed, community and group acupuncture all
describe similar treatment situations, in which
clinicians treat more than one patient at the same
time.
For the purposes of the present paper, the
term multibed acupuncture will describe an acupuncture session in which more than one patient
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is treated at the same time, but for different
conditions and with a different point prescriptions; the term group acupuncture will describe
the treatment of more than one patient with the
same condition and same point prescription.
Depending on the layout of the clinic, the
patients may be treated in separate curtained
cubicles, or their treatments could be in an open
space. In an average NHS physiotherapy department, some treatments are carried out in cubicles
(divided by either curtains or walls), and some
treatments are undertaken in an open space such
as a gym or hydrotherapy pool. Patients are
always given a choice regarding these options
because patient preference is a crucial part of
providing the best possible care.
Literature review
Over the past 10 years, a number of studies have
reviewed or evaluated acupuncture provided in a
group or multibed setting.
For example, a chronic pain group acupuncture session was set up in an NHS trust, and a
service evaluation found that the patients attending it had found the service extremely valuable
with regard to pain relief, coping with pain and
peer support (Waldock 2013). The points used in
this clinic are known as the Four Gates, a
combination of points located in the hands and
feet that are used for global pain and relaxation
(Hopwood 2004). Another recent study of
a knee pain group acupuncture service in
St Albans, UK, reported similar findings (White
et al. 2012); the cost savings achieved by this
group were estimated to be approximately
£100 000 a year. Asprey et al. (2012) interviewed
patients attending an osteoarthritic knee
acupuncture group, and found it to be highly
acceptable to the participants.
In the private sector, a survey was carried out
at the Dragon Acupuncture multibed clinic in
Brighton, UK (Stone 2006). The author found
that the users of the clinic liked the fact that they
could have more frequent treatments at a
reduced cost.
A recent qualitative study by Tippens et al.
(2013) used a survey to explore patients’ perspectives with respect to attending a self-funded
community acupuncture clinic in the USA. Two
 2015 Acupuncture Association of Chartered Physiotherapists

H. Oakes & P. Bassett
themes emerged: one was related to the delivery
of the healthcare, and the other concerned the
patients’ experiences. The patients reported that:
the treatment was affordable, convenient and
accessible, and provided within a non-medical
setting; and they felt empowered because they
were able to participate in their healthcare.
Tippens et al. (2013) acknowledged that the
participants in their survey were all current
patients who were attending the clinic, and that
they did not include any individuals who had
previously attended but had not continued with
their treatment.
In conclusion, to date, there have been only a
handful of studies that have evaluated multibed,
group or community acupuncture clinics, and
there have been none that have directly compared this type of acupuncture to individual
targeted acupuncture. There have been a number
of physiotherapy studies comparing group treatment to one-to-one treatment for patients with
LBP, most of which contrasted manual therapy
and exercise with physiotherapy-supervised exercise (e.g. Lewis et al. 2005). There have been
none comparing group acupuncture and physiotherapy to one-to-one acupuncture and physiotherapy for patients with LBP. Because the
NICE (2009) LBP guidelines recommend a
maximum of 10 sessions of acupuncture, but it is
often difficult to provide this level of service with
the current state of NHS resources, a group or
multibed acupuncture clinic would be an alternative option if the results were comparable.
Aims and objectives
The purpose of the present study was to find out
whether group acupuncture and physiotherapy
care has comparable outcomes to individual
targeted acupuncture and physiotherapy care
with regard to numerical rating scale (NRS) pain
scores and Measure Yourself Medical Outcome
Profile (MYMOP) scores for patients with LBP.
The MYMOP questionnaire is an individualized
outcome measure that records the patient’s perceived change in symptom severity, ability to
undertake a problem activity, well-being and
medication usage.
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Hypothesis
The study hypothesis was there would be no
significant differences with respect to changes in
pain scores, pain medication usage and MYMOP
scores between the patients with LBP who
received physiotherapy care and individual targeted acupuncture, and those who received
physiotherapy care and group acupuncture.

Participants and methods
Study design
The present paper describes a randomized study
comparing the effects of group acupuncture to
one-to-one individualized acupuncture on selfreported pain in patients with LBP. Changes in
pain medication use and MYMOP scores were
also evaluated. A maximum of 10 treatment
sessions were offered as per the NICE guidelines
for LBP (NICE 2009). Some of the participants
in the study did not require this number of
treatments and could be discharged early.
The trial involved patients who had LBP with
or without radiation to the hip, buttock or leg
attending a physiotherapy department.
The physiotherapy care for patients in the
present study did not include manual therapy,
electrotherapy, hydrotherapy or taping, but did
include advice, education and a therapeutic
exercise programme. Certain treatments were
excluded for two reasons: (1) to allow the two
groups to be comparable; and (2) because
acupuncture and physiotherapy is a treatment
combination that is frequently used by physiotherapists. The NICE guidelines for the treatment of LBP include exercise, information and
advice, all of which should take into account
patients’ needs and preferences (NICE 2009).
Inclusion criteria
The inclusion criteria consisted of patients
with LBP with or without radiation to the hip,
buttock or leg.
Exclusion criteria
The exclusion criteria included malignancy,
infection, inflammatory back pain, cauda equina
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compression or radicular pain from nerve root
compression. Pregnant women were excluded, as
were patients listed for spinal procedures such as
injection or surgery, or those who had undergone previous spinal surgery or had a spinal
injection in the past 6 weeks. Other exclusion
criteria included being under 18 years of age,
being unable to speak or read English, and
failure to pass the East Kent Hospitals University NHS Foundation Trust (EKHUNHSFT)
acupuncture screening procedure.
Randomization
Once the patients had been recruited, they were
allocated a study number and randomized
through a random number spreadsheet to one of
two groups: (1) group acupuncture and physiotherapy; and (2) individual acupuncture and
physiotherapy.
Outcome measures
Primary outcome measure. The primary outcome
measure was the NRS for pain, which the participants completed at each appointment. The
NRS uses an 11-point scale: (0) no pain; and
(10) the worst pain imaginable (Williamson &
Hoggart 2005). A change of two points on the
scale is considered to be clinically meaningful for
patients with LBP (Childs et al. 2005). Although
not the most commonly used research method
of measuring pain intensity, the NRS has been
found to be an efficient and easy to use unidimensional tool with high patient compliance
(Hjermstad et al. 2011).
Secondary outcome measure. In addition, the
MYMOP questionnaire was completed by the
participants at the beginning of the first treatment and the end of the final treatment. This
survey assesses individual symptoms, function,
well-being and medication usage (Paterson
1996). A change of MYMOP score of between
0.5 and 1 is considered to be clinically significant
(CAPC 2015).
Intervention
The patients in group 1 attended the group
acupuncture clinic on a weekly basis for a maximum of 10 weeks. Those in group 2 received
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individual targeted acupuncture on a weekly basis
for a maximum of 10 weeks. During the weekly
appointments, patients in both groups were also
given information, advice and a review of their
therapeutic exercise programme in addition to
their acupuncture treatment.
The treatment time for both groups was
approximately 30 min. All participants received
the EKHUNHSFT back pain leaflet at their
initial assessment, and were also given a sheet
detailing their therapeutic exercise programme.
The only difference between the two groups was
that participants in group 1 received the same
acupuncture treatment, i.e. Large Intestine (LI) 4
and Liver (LR) 3 bilaterally, and were treated in
a group setting, whereas those in group 2 had
one-to-one acupuncture treatment and the
points were chosen on the basis of Western
medical acupuncture reasoning. The points
used were recorded as per the STandards for
Reporting Interventions in Clinical Trials of
Acupuncture (STRICTA 2015) guidelines
(MacPherson et al. 2010). If a patient in the
group clinic wished to discuss something in
private, then there was an opportunity to do this
either during the appointment, or if there was
not enough time, then afterwards.

Results
The present investigation was considered to be a
non-inferiority study because it was expected
that both groups would have similar outcomes
with regard to NRS pain scores, medication
usage and MYMOP scores. Therefore, the aim
of the analysis was to examine whether group
acupuncture was non-inferior to standard treatment in terms of the pain scores. This was
assessed by calculating a lower one-sided 97.5%
confidence interval for the difference in pain
scores between the group acupuncture arm and
the standard treatment arm. Group acupuncture
would be regarded as non-inferior if this confidence interval did not cross the point at which
group acupuncture is 1.5 units worse than the
standard treatment group.
Statistical methods
The first set of analyses explored the demographics of the two groups. Continuous variables
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were compared between groups using the
unpaired t-test, and Fisher’s exact test was used
for categorical variables.
The primary outcome measure was the NRS
score. This was measured at baseline, and then
again at weekly intervals for the next 10 weeks.
Rather than analysing repeatedly at all times, a
selected number of analyses were performed.
The 5-week stage was identified as a key time
point, and the data suggested that there was a
scarcity of information after this. Thus, two key
outcomes were defined: (1) the scores at the
5-week time point; and (2) the average score
from the first 5 weeks of follow-up.
A number of patients had dropped out of the
study by the 5-week time point. While, for some
patients, this might have been unrelated to their
outcome, there is a suggestion that, for others,
this may have been because their outcome had
improved as a result of successful treatment. To
further investigate this, a sensitivity analysis was
performed. This involved imputing scores for
patients with missing data. A last-observationcarried-forward approach was used, which meant
that the participants’ last recorded scores were
used for patients with missing data. A similar
approach was used when considering the average
scores from weeks 1 to 5. Imputation was
only possible for patients with one or more
NRS scores. Patients with no NRS scores were
omitted from the imputed analyses.
The NRS scores were analysed on a noninferiority basis in order to examine whether the
group acupuncture patients were non-inferior to
those receiving one-to-one acupuncture. The limit
of non-inferiority was defined as 1.5 units. This
level of non-inferiority was specified before the
commencement of the data analysis, and was based
on the present authors’ clinical judgement of a
meaningful difference in the outcome between
groups. Since a lower NRS score represented a
better patient outcome, non-inferiority was assessed by calculating an upper one-sided 97.5%
confidence interval for group difference. If the
upper limit of this confidence interval was less than
1.5 units, then group acupuncture can be regarded
as non-inferior to one-to-one acupuncture.
An analysis of covariance was used to analyse
the data and to create the confidence intervals.
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This method used the baseline NRS scores as
a covariate, essentially adjusting the follow-up
values for any differences between the groups at
baseline.
An additional analysis examined the difference
in study drop-out between the two groups by
week 5. The 2 test was used to compare this
outcome between groups.
The MYMOP scores were analysed using a
similar non-inferiority approach to that employed
for the NRS results. For these outcomes, a difference between groups of 1 unit or less would be
regarded as non-inferior. There was only one set
of follow-up scores for these outcomes, and no
data imputation was performed. No analyses were
performed for the second set of symptom scores
because of a lack of data.
Demographics
Questionnaire responses were received from 51
subjects. A summary of the responses to the
questionnaire is given in Table 1. The figures
reported are the number and percentage of
respondents in each category.
The results suggested that there was no difference between groups for age, diagnosis or the site
of the pain. However, there was a difference
between groups for gender. The one-to-one acupuncture group had a roughly equal proportion of
males and females, but the participants who received group acupuncture were predominantly
female, with only 17% being male.
Numerical rating scale scores
The next set of analyses examined the difference
between groups with respect to the primary
outcome, i.e. the NRS pain score. A summary of
the results is given in Table 2. The first figures
reported are the mean and standard deviation
scores for each group. The baseline-adjusted
mean difference between groups is also given,
along with an upper one-sided confidence interval. The final column gives an interpretation of
the group difference relative to the equivalence
limits.
The results varied slightly, depending on the
analysis performed. However, aside from the
non-imputed 5-week analysis, the baselineadjusted scores were slightly higher in the group
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Table 1. Demographic statistics for the participants (n=51)
Treatment group
Variable

One-to-one acupuncture

Group acupuncture

P-value

Age [years (meanSD)]
Gender [n (%)]:
female
male
Diagnosis [n (%)]:
root irritation
non-specific
specific
Site [n (%)]:
back
leg
other

47.415.6

46.314.2

0.78

13 (48%)
14 (52%)

20 (83%)
4 (17%)

0.02

2 (7%)
20 (74%)
5 (19%)

2 (8%)
12 (50%)
10 (42%)

0.20

23 (85%)
1 (4%)
3 (11%)

19 (79%)
3 (13%)
2 (8%)

0.57

Table 2. Numerical rating scale scores: (SD) standard deviation; and (CI) confidence interval
Treatment group

Time point

Data analysed

Number

MeanSD

Number

MeanSD

Mean
difference*
(one-sided
97.5% CI)

Baseline
5 weeks

Observed
Observed
Imputed
Observed
Imputed

26
11
26
24
26

6.41.8
5.51.6
5.22.3
5.61.6
5.41.9

24
18
24
24
24

6.32.3
5.12.2
5.62.2
5.92.0
5.91.9

–
–0.2(`, 1.3)
0.5 (`, 1.7)
0.4 (`, 1.3)
0.6 (`, 1.5)

Week 1–5
average

One-to-one acupuncture

Group acupuncture

Interpretation
–
Non-inferior
Uncertain
Non-inferior
Non-inferior

*Differences calculated as group acupuncture minus one-to-one acupuncture, and adjusted for baseline scores.

acupuncture arm of the study. However, the
difference was only small, and for three of the
four analyses, the upper bound for this difference was below 1.5, the margin of noninferiority. The exception was for the imputed
5-week data, for which the upper limit of the
confidence interval was exceeded, and thus, noninferiority could not be established.
A separate analyses compared the level of
drop-out in the two groups by week 5 (omitting
those with no NRS scores at baseline). The
drop-out was 16 of 27 in the one-to-one group
(59%) and six of 24 in the group acupuncture
arm (25%). This difference was statistically significant (P=0.01).
Measure Yourself Medical Outcome
Profile scores
The final analyses compared the MYMOP scores
between groups, and this process was again
performed on a non-inferiority basis. The results
are presented in Table 3. Summary figures are
reported at baseline (for all subjects with baseline
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data, and then again for those with follow-up
data only), and also at follow-up.
The results of the analyses suggested that the
baseline-adjusted scores at follow-up were typically slightly higher, on average, in the group
acupuncture arm. The confidence interval for the
difference between groups crossed 1.0, the margin of non-inferiority, for all three outcomes.
Therefore, non-inferiority in the MYMOP scores
for the group acupuncture method could not be
concluded.
Medication usage
Thirty per cent of the participants in the group
acupuncture arm had reduced their medication
by the end of their treatment, as compared to
42% of those in the individual targeted acupuncture group.
STandards for Reporting Interventions in
Controlled Trials of Acupuncture
Table 4 details information relating to the
STRICTA (2015) guidelines.
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Table 3. Measure Yourself Medical Outcome Profile scores
Treatment group
One-to-one acupuncture

Group acupuncture

Variable

Time point

Number

MeanSD

Number

MeanSD

Symptom

Baseline
Baseline†
Follow-up
Baseline
Baseline†
Follow-up
Baseline
Baseline†
Follow-up

27
19
19
27
19
19
27
18
18

4.61.0
4.70.9
3.41.4
4.91.2
4.81.1
3.61.7
3.41.8
3.12.0
2.31.9

24
23
23
24
23
23
24
23
23

4.21.3
4.21.3
3.61.5
5.01.1
5.01.2
4.32.2
3.71.6
3.71.6
2.81.8

Activity
Well-being

Mean
difference*
(one-sided
97.5% CI)

Interpretation

–
–
0.4 (`, 1.3)
–
–
0.5 (`, 1.4)
–

–
–
Uncertain
–
–
Uncertain
–

0.2 (`, 1.1)

Uncertain

* Differences calculated as group acupuncture minus one-to-one acupuncture, and adjusted for baseline scores.
†Baseline scores for those patients with valid scores at follow-up.

Table 4. STandards for Reporting Interventions in Controlled Trials of Acupuncture information (STRICTA 2015): (BL) Bladder; (GB)
Gall bladder; (LI) Large Intestine; (LR) Liver; and (ST) Stomach
Variable

Details

Points used for one-to-one acupuncture (not all points,
depending on individual assessment)
Points used for group acupuncture
Additional treatment
Stimulation

BL13, BL19, BL23, BL24, BL25, BL27, BL40, BL60, GB30, GB34,
LI4, LR3, ST36 and quadratus lumborum trigger point
L14 and LR3 (four needles)
Exercise, advice and education
Manual twisting; the number of times the needles were stimulated
during the treatment varied from patient to patient – from no
stimulation of the needle up to the needles being stimulated three
times.
Western medical acupuncture
Classic Plus (HMD Healthcare Ltd, Warwick, UK)
0.25  25 mm or 40  50 mm, depending on the point; for the Four
Gates treatment, all needles were 0.25  25 mm
De Qi or local twitch response
20 min (except for the first treatment, in which this was 10 min)
Clinical specialist physiotherapist who had qualified as a physiotherapist 16 years previously and had 9 years of experience practising
Western medical acupuncture as an AACP member

Style of acupuncture
Brand of needle
Needle dimensions
Response sought
Needle retention time
Practitioner experience

Adverse events
No adverse events occurred during the
study, and no complaints were made by the
participants.

Discussion
In this comparative study, group acupuncture
treatment was found to be non-inferior to individual targeted acupuncture with regard to the
primary outcome measure, i.e. the NRS scores, at
1–5 weeks, but not at 5 weeks. The results were
uncertain with regard to whether the group
acupuncture MYMOP scores were also noninferior since this could not be established. The
MYMOP scores are individual to the patient and
measure the main symptom, an activity that is
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problematic, well-being and medication usage.
Because non-inferiority could not be established
at 5 weeks for either outcome measure, it may be
more appropriate to offer individualized targeted
acupuncture. Thirty per cent of the participants
in the group acupuncture arm had reduced their
medication by the end of their treatment compared to 42% of those in the individual targeted
acupuncture group.
Set-up of the group acupuncture clinic
The group acupuncture clinic described in the
present study was held in a typical NHS physiotherapy outpatient department. Three beds in
adjacent curtained cubicles were used; the curtains remained open during the treatments. The
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participants sat in long sitting or lay supine on a
plinth, which would have allowed the plinth to
be reclined if any patient had felt faint during the
treatment. However, this did not happen during
course of the present study. The individualized
targeted treatment was carried out on a plinth in
a curtained cubicle. The positions that the participants adopted included long-sitting, supine,
prone or side-lying. In both study sets, the
appointment lasted 30 min: on average, 20 min
was allocated to the acupuncture treatment, and
the rest of the time was allocated to reviewing
exercises and advice. In the group treatment, six
patients could be treated in an hour, compared to
only two patients in the individualized targeted
treatment group.
The potential benefit of group treatment to
the NHS is reduced treatment costs to the
department, and with increasing pressures on
limited resources, group treatments are sometimes a viable option. If an average band 6 or 7
physiotherapist treated six patients with acupuncture in a group setting, as described in the
present study, the clinician’s time would cost
£16.96 (excluding oncosts) compared to £50.88
for six patients in one-to-one treatment slots
(RCN 2014). This represents a cost saving of
£33.92.
There are other advantages with regard to
providing treatment in a group setting; for
example, a gym, hydrotherapy pool or acupuncture group. Patients may feel that they are part of
a community, i.e. that they are not the only ones
who are suffering from LBP (Stone 2006). This
could have a positive psychological effect for
some patients with LBP, i.e. it may result in less
self-involvement and encourage a sense of
shared healing (Stone 2006). Patients with
chronic LBP often have high emotional needs
and could benefit from the social interaction
with others like themselves, an advantage that
was proposed by Berkovitz et al. (2008). When
treating patients with group acupuncture, the
first author (H.O.) found that, although some
participants benefited from this social interaction, others could be burdened by the needs of
others. With this in mind, careful monitoring of
patient interactions in the group is essential.
Outside the NHS, in the private sector, group
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and multibed acupuncture is more accessible to a
larger percentage of the population because a
private consultation can cost between £40 and
£80 per treatment (Potter 2008).
Many clinicians find that regular and frequent
treatments result in better outcomes, particularly
in the early stages of acupuncture treatment:
Rohleder (2013) made a comparison with taking
one pill out of a course of antibiotics and
expecting it to help. By providing acupuncture in
a group setting, physiotherapists may be able to
offer treatments more frequently, and this could
result in better outcomes.
The biggest disadvantage of a group setting is
the lack of privacy for patients. However, most
clinics have a room that is at a remove from
other patients that can be used for one-to-one
discussions. The patients in the group in the
present study were fully clothed, except for their
feet, but employing other points would necessitate the removal of clothes. Treating patients in a
group can be more stressful for the clinician
because there is less time to spend with each
individual. The literature on multibed acupuncture reports large variations in the number of
patients treated at the same time. In an audit of
a high-volume NHS secondary care acupuncture
clinic for chronic knee pain, Berkovitz et al.
(2008) described treating up to six patients at
once. This number was possible because of the
presence of a non-acupuncture assistant who
removed the needles and dealt with administration issues, and the fact that only four
acupuncture points were needled per patient. In
contrast, a report on the Dragon Acupuncture
Project in Brighton stated that only three
patients would be treated in an hour (Stone
2008). A survey found that multibed clinics in
the USA treat a higher number of patients using
distal points than is the case in the UK (Potter
2008). The current literature suggests that, in
order to provide a high-volume acupuncture
clinic, needle protocols must be used for specific
problems, such as chronic knee pain, and less
acupuncture points should be needled.
The combination of points used in the present
study (LI4 and LR3) was easy and quick to
administer, and the patients only needed to take
off their socks. Discussions with other clinicians
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at the November 2014 Association of Community and Multibed Acupuncture Clinics conference (Oakes 2015) revealed that some multibed
clinics, particularly satellite ones, tend to use
recliners rather than beds. The Four Gates point
prescription could be used with patients on
recliners rather than beds, which would allow
greater flexibility with regard to where the treatment could be provided. Surprisingly, community, multibed or group acupuncture is not
accepted by all acupuncturists. It is ‘‘admired by
some for its lively idealism and despised by
others who accuse it of ‘degrading’ Chinese
medicine’’ (Rohleder 2012, p. 22).
Reflection on the experience of running
the group
Providing a combination of acupuncture and
physiotherapy in a group setting could be considered more challenging than a simple acupuncture treatment on its own. This is because
clinicians must also provide advice and education
about the management of LBP, and conduct a
review of exercises. When compared to patients
who suffer from osteoarthritis of the knee, such
as those reported in the studies by Asprey et al.
(2012) and White et al. (2012), those with
chronic LBP could be considered to be a more
complex group to treat. Unlike osteoarthritis of
the knee, where there is the option of joint
replacement surgery, there are more limited
treatment options in the management of LBP.
Providing multibed acupuncture as an acupuncturist in a private setting differs considerably to
doing so as a physiotherapist in an NHS setting.
Physiotherapists do not often provide acupuncture as a stand-alone treatment; it is usually
combined with manual therapy, exercise, advice
and other physiotherapy modalities. Therefore,
what might work well for an acupuncturist might
not be applicable for a physiotherapist.
It is not known whether it is better to use
distal points, local points or a combination of
both for conditions such as chronic LBP. It has
also not been established whether traditional
Chinese medicine acupuncture treatment is
better than a Western medical acupuncture
approach that includes other physiotherapy
modalities. Physiotherapists trained in Western
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medical acupuncture use their clinical reasoning
skills to choose points. This method is often
based on the reasoning model proposed by
Bradnam (2007), and an understanding of the
physiology of pain. In the case of chronic LBP,
the Four Gates are a point prescription that
could be argued to not only ease pain, but also to
improve sleep and relax the patient. These are all
effects that would be helpful for a patient with
chronic LBP that were reported by the participants in the present study. Some of the patients
who took part in this study had a central component to their pain mechanism. Because distal
points are believed to influence supraspinal
mechanisms, these could be useful for centrally
evoked pain (Bradnam 2007). A recent paper by
Yun et al. (2012) compared two point prescriptions for the treatment of chronic LBP. These
authors found that Hegu (LI4) acupuncture was
significantly better at treating chronic LBP than
standardized acupuncture. However, the Hegu
acupuncture did involve a special form of needling that would not be routinely used by physiotherapists. From a purely logistical point of view,
distal points allow patients to remain dressed,
and are quicker to apply, which allows more
patients to be treated. However, patients are
often surprised that clinicians are not inserting
the needles where it hurts!
Limitations
The sample size in the present study was smaller
than estimated in the protocol: as a result of
budget restrictions, 51 patients were recruited
instead of 86. The analysis revealed a significantly
larger drop-out rate in the individualized targeted
treatment group (P=0.01) than in the group
treatment arm, which was an interesting finding.
It is possible that attending the latter enhanced
attendance rates as a result of the social benefits
of being part of a group. There were more
women in the group acupuncture arm than the
individualized treatment group despite the randomization of patients. No reason for this difference was identified. The participants in this study
were a more complex group of patients with
LBP than originally anticipated, and a range of
physical and psychosocial factors had the potential to affect their prognoses. On average, the
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baseline NRS and MYMOP scores were higher
in the group acupuncture set, which could reflect
the fact that the participants in this arm of the
trial were more challenging to treat that those
who received one-to-one treatment. However, a
recent literature review of acupuncture and LBP
by Lewis (2015) found that patients with higher
baseline pain and dysfunction scores may have a
better response to treatment, and therefore, this
could also have affected the results.
Physiotherapy treatment should always be tailored to the patient’s aims and goals; however,
comparative research trials such as the present
one rarely measure whether these are fulfilled.
This would involve a different methodology and
other outcome measures. The outcomes in the
present study did not measure the unexpected
benefits of the treatment, such as improved sleep
quality, that some of the participants in the group
treatment set reported. In future similar LBP
studies, it may be useful to use a screening
questionnaire such as the Keele STarT Back
Screening Tool (Hill et al. 2011) and the Tampa
Scale for Kinesiophobia (Miller et al. 1991) to
find out more about the likely prognosis and
disability at the start of treatment. The reason
that fewer outcome measures were used in the
present study was that limited time and resources
were available to the first author (H.O.), who
had to balance the research with a normal NHS
caseload. As with all LBP research, there are
difficulties when choosing a sample group
because of the lack of consensus regarding subgrouping and which subgroup will respond to
which treatment best (Foster et al. 2011).

Conclusions
In conclusion, the results of the present study
suggest that individual targeted acupuncture and
physiotherapy may be a better treatment option
than group acupuncture and physiotherapy.
However, despite these findings, in clinical practice, if a patient finds the Four Gates treatment
to be effective for the management of their LBP,
then this could, in theory, either be offered on a
one-to-one basis, or at a later stage in a group so
as to optimize therapist time. Reassessment of
outcomes in clinical practice should always guide
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treatment in addition to research findings. There
are currently few resources in the NHS for
ongoing maintenance treatment for chronic
musculoskeletal pain. Patients with other conditions, such as diabetes, have services to monitor and treat their condition; perhaps there
should be a drive to provide this type of service
for chronic pain. A group setting for maintenance acupuncture is one service that could be
offered to help reduce re-referrals and enable
better patient self-management. The point at
which a group treatment similar to the one
described in the present study could be used
would be when the patient has come to a good
understanding of his or her problem, is proficient with the exercise programme, and distal
points, such as the Four Gates, have been found
to be effective on a one-to-one basis. Future
research could then evaluate maintenance acupuncture in a group setting for patients at this
later stage of treatment.
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The Small Intestine meridian: the arm Tai Yang
Channel
J. Hobbs
Private Practice, Crewe, Cheshire, UK

Abstract
The Small Intestine meridian consists of 19 points, the majority of which are found on the
upper limb. This channel lends itself well to the treatment of posterior neck and shoulder
musculoskeletal conditions, and therefore, it is mainly utilized to treat upper limb pain and
dysfunction. Its pathway from the hand to the face ensures that it covers a variety of key areas
such as the medial and posterior aspects of the wrist, elbow, shoulder and neck. The location
of the Small Intestine meridian also means that it can be accessed in prone, side-lying, sitting
and, to some degree, long-sitting, depending on the position of the shoulder. Key acupuncture
points also make this meridian an excellent choice when dealing with muscle imbalance and
shoulder instability. Regardless of whether your acupuncture philosophy and approach are
based on traditional Chinese medicine, Western medical acupuncture or trigger point theory,
the Small Intestine meridian can be a valuable asset in the management of neck and upper limb
pain and dysfunction, regardless of its origin.
Keywords: acupuncture, arm Tai Yang channel, meridian, Small Intestine.

Introduction
The Small Intestine meridian is a yang channel
that is conjoined with its yin counterpart, the
Heart meridian. Both the Small Intestine and
Heart meridians are associated with the Fire
element within the traditional Chinese medicine
(TCM) five-element cycle. According to TCM
six-channel theory, the Small Intestine meridian
is also connected with the Bladder meridian,
forming the Tai Yang channel (Deadman et al.
2007). The Small Intestine and Bladder meridians constitute the arm and foot aspects of the
Tai Yang channel, respectively.
The Small Intestine meridian consists of 19
points, the majority of which are found on the
Correspondence: Jon Hobbs, Combined Training Centre,
CTC Healthcare Physiotherapy Clinic, 7 Mallard Court,
Mallard Way, Crewe Business Park, Crewe, Cheshire
CW1 6ZQ, UK (e-mail: jon_hobbs@btinternet.com).
 2015 Acupuncture Association of Chartered Physiotherapists

upper limb. The TCM description of the Small
Intestine organ (Xiao Chang) is not too dissimilar from that of the biomedical characterization
of its function, and the role that it plays in
digestion and absorption. The Small Intestine is
responsible for separating fluids and solids delivered from the Stomach. It isolates ‘‘dirty’’ waste,
which is passed on to the Large Intestine and
Bladder for excretion, from the ‘‘clean’’, reusable
portion that it can send to the Spleen for further
transportation around the body (Hopwood
2004). The filtering and separating function of
the Small Intestine meridian gives it a direct
relationship with both the Bladder and Large
Intestine, and as a result, it also has an effect on
fluid (Jin Ye) within the body.
As previously mentioned, in TCM theory, the
Small Intestine meridian has a direct relationship
with its paired organ and channel, the Heart.
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Figure 1. The course of the Small Intestine meridian,
the arm Tai Yang channel.

Previous research has shown that there is a direct
association between altered intestinal function in
patients with chronic heart failure (Sandek et al.
2007). Part of the Small Intestine’s role and
relationship with the Heart within the TCM
model is the purification of the blood, and a
subsequent effect on the Shen or ‘‘spirit’’. This is
said to affect an individual’s state of mind,
psychological well-being, clarity of thought,
decision-making and dream state (Maciocia
2005). However, from a biomedical perspective,
the Small Intestine meridian lends itself well to
the treatment of posterior neck and shoulder
musculoskeletal (MSK) conditions. Therefore,
the Small Intestine is mainly utilized to treat
upper limb pain and dysfunction within MSK
physiotherapy.

Course of the meridian
The path of the Small Intestine meridian begins
at the tip of the fifth digit (Fig. 1). It runs
proximally along the ulnar border of the forearm,
passing adjacent to the medial epicondyle along
the groove of the ulnar nerve at Small Intestine
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(SI) 8. The meridian then travels upward until it
reaches the back of shoulder, superior to the
crease of the axilla at SI9, and ascends inferior to
the posterior acromion at SI10. It then zigzags
across the scapula to SI11, which is situated in
the infraspinatus muscle, before passing upwards
over the spine of the scapula to the supraspinatus muscle to SI12. Next, the meridian runs
medially and superiorly to the spine of the
scapula to SI13. From here, it passes over the
base of levator scapulae muscle at SI14 and its
associated myofascial trigger point (MTP). It
then ascends the neck and travels anteriorly
across the face to the cheek below the zygomatic
arch, in line with the outer canthus of the eye at
SI18. Finally, this channel reflects back posteriorly on itself to terminate anterior to the ear
adjacent to the tragus of the ear at SI19 between
Triple Energizer 21 and Gall Bladder 2.
Because of the passage of the Small Intestine
meridian over the upper limb from the tip of the
fifth digit to the ear, there are a variety of
acupuncture points along its length that can be
employed in the treatment of MSK conditions.
Key points that are often considered for clinical
practice are SI3 on the hand, SI8 at the elbow
and points SI9 to SI15 across the dorsal shoulder
region.

Clinical application of the
meridian and acupuncture points
Small Intestine 3: Hou Xi, ‘‘Back Ravine’’
The SI3 point is located in the depression
proximal to the head of the fifth metacarpal
bone, at the junction of the dorsal and palmar
surfaces. When the fifth digit is passively flexed,
the resultant crease in the ulnar aspect of the
palm presents the point location. Traditional
Chinese medicine theory considers it to be a
Wood point on a Fire channel, and the ShuStream point on the Small Intestine meridian,
making it useful for painful joint conditions and
‘‘heaviness’’ in the body. It is also the Governor
Vessel (Du Mai) master point, and can be
coupled with the Yang Qiao Mai master point,
Bladder (BL) 62, for clinical applications.
In practice, SI3 is needled perpendicularly to a
depth of 0.5–0.7 cun. From a TCM perspective,
 2015 Acupuncture Association of Chartered Physiotherapists
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it carries a broader scope, and is considered to be
beneficial for clearing Wind and Heat, calming
the spirit, and regulating the Governor Vessel
(Deadman et al. 2007). Within physiotherapy, the
general MSK applications of this point include
its utility as a distal point for arm pain, headache,
lumbar and neck pain, and pain and dysfunction
of the shoulder.
A clinical trial by MacPherson et al. (2004)
demonstrated that the combination of SI3 with
BL62 was effective in the management of
chronic low back pain. Small Intestine 3 has also
been shown to play a positive role in the treatment of neck disorders, including cervical
intervertebral disc herniation (Zhang et al. 1996;
Vickers et al. 2012; Xu & Lao 2012; Wu et al.
2013). An earlier study by Xu & Xu (1995)
suggested that the utilization of SI3 for the
treatment of the mental states of individuals with
senile dementia also brought about positive outcomes. Furthermore, Zhang et al. (1996)
reported that the use of SI3 in conjunction with
Heart 7 enhanced the cognitive function of
patients with dementia resulting from cerebral
trauma. These improvements in cognitive function and mental state support the TCM theory
that the Small Intestine meridian contributes
to a healthy state of mind and psychological
well-being.
Small Intestine 8: Xiao Hai, ‘‘Small Sea’’
Small Intestine 8 is located in the depression
between the olecranon process of the ulna and
the medial epicondyle of the humerus, which is
most easily found when the elbow is in flexion.
Therefore, this point lies within the region of the
path of the ulnar nerve, and needling is performed perpendicularly from a posterior
approach to a depth of 0.3–0.5 cun in the
direction of the distally descending nerve.
In MSK physiotherapy, the clinical application
of SI8 is for the treatment of arm, elbow,
shoulder and scapular pain and dysfunction, and
also as a distal point for neck pain and stiffness.
From a TCM perspective, it is considered to be
the He-Sea point on the Small Intestine channel,
and an Earth point on the Fire meridian. While
SI8 is a He-Sea point and, therefore, theoretically
influential in the management of ‘‘perverse’’ Qi,
 2015 Acupuncture Association of Chartered Physiotherapists

this point is considered to have only limited
TCM action in this area in practice. Nevertheless,
its TCM functions do include clearing Heat,
dissipating swelling, calming the spirit, activating
the channel and alleviating pain (Deadman et al.
2007). However, in an MSK setting, SI8 is more
likely to be employed in the management of local
medial elbow pain and dysfunction, or ulnarnerve-related conditions.
Small Intestine 9: Jian Zhen, ‘‘True
Shoulder’’
The SI9 point lies on the posterior aspect of the
shoulder, approximately 1 cun superior to the
posterior end of the axillary fold with the upper
limb held in adduction. It is needled perpendicularly to a depth of 0.5–1.0 cun, and is often the
site of an MTP in the posterior deltoid and
underlying teres minor muscles (Simons et al.
1999; Baldry 2005). Therefore, SI9 is considered
to be effective for the treatment of myofascial
pain in this region, whether or not there is
referral, and associated muscle imbalance patterns affecting scapular movement and stability.
Its general MSK role is in the treatment of
impaired upper limb function, arm pain, shoulder and scapular pain, associated movement
disorders, and adhesive capsulitis (Mo et al.
2013).
Small Intestine 10: Nao Shu, ‘‘Upper Arm
Shu’’
Small Intestine 10 is located on the posterior
aspect of the shoulder, superior to SI9, in the
depression inferior and lateral to the scapular
spine with the arm held in adduction. It is
needled perpendicularly to a depth of 0.5–1.0
cun, and is utilized for impairment of arm motor
function, arm pain and weakness, and shoulder
and scapular pain and disorders. Small Intestine
10 is often the site of an MTP in the posterior
deltoid and the lateral aspect of the underlying
infraspinatus muscle, and therefore, it may be
utilized within MSK physiotherapy for the management of shoulder instability and muscle
imbalance in addition to local and referred upper
limb pain (Simons et al. 1999). Traditional Chinese medicine theory considers it to be the
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meeting point on the Small Intestine channel of
the Bladder channel, and the Yang Qiao Mai
(Yang Heel Vessel) and Yang Wei Mai (Yang
Linking Vessel) (Deadman et al. 2007).
Small Intestine 11: Tian Zong, ‘‘Celestial
Gathering’’
Small Intestine 11 is located in the infraspinatus
muscle on the scapula. It lies in the depression of
the infrascapular fossa, one-third of the distance
between the lower border of the centre of the
scapular spine and the inferior angle of the
scapula. The point is needled perpendicularly to
a depth of 0.5–1.0 cun into the body of the
infraspinatus. Small Intestine 9, SI10 and SI11
approximate to form an equilateral triangle in the
scapular region, and are often used in conjunction to treat arm, elbow, shoulder and scapular
pain. A study conducted by Gu & Shan (2007)
also suggested that it is an effective point for the
treatment of ‘‘obstinate tennis elbow’’. From a
TCM perspective, SI11 activates the channel,
moves Qi, unbinds the chest and lateral costal
region, and benefits the breasts (Deadman et al.
2007).
The infraspinatus muscle underlying SI11
takes its innervation from the suprascapular
nerve, which emanates from the C5 and C6
spinal segments, and the posterior division of the
superior trunk of the brachial plexus. The
suprascapular nerve innervates both the
suprascapular and infrascapular muscles, and also
the shoulder joint itself. The suprascapular nerve
enters the infraspinatus from its underside in the
region of the centre of the infraspinatus fossa,
which underlies the location of SI11 itself (Ma
2010). Ma (2010) considered SI11 to be a
significant point for the maintenance of homeostasis within the body, and identified it as a
region that presents with increased sensitivity
when there is an alteration of the homeostatic
balance within the body, and therefore, recommended needling it for treatment of most shoulder dysfunctions.
Small Intestine 12: Bing Feng, ‘‘Grasping
the Wind’’
With the arm in slight abduction, SI12 is located
superior to SI11 on the upper back, in the middle
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of the supraspinous fossa. The needle is inserted
perpendicularly into the supraspinatus muscle to
a depth of 0.5–0.7 cun. However, care should be
taken to ensure that the needle is inserted at the
correct depth and angle for the presenting
anatomy; incorrect placement may increase the
risk of a pneumothorax. Traditional Chinese
medicine theory refers to SI12 as the meeting
point on the Small Intestine meridian of the
Large Intestine, Triple Energizer and Gall Bladder channels. Traditional theory considers it to
be responsible for the invigoration of these yang
channels, as well as the expulsion of pathogenic
Wind (Deadman et al. 2007). In MSK physiotherapy practice, SI12 is employed in the management of scapular and shoulder pain, along
with other local Small Intestine points.
Small Intestine 13: Qu Yaun, ‘‘Crooked
Wall’’
Small Intestine 13 is located on the upper back, in
the depression at the medial end of the supraspinous fossa, and is needled perpendicularly to a
depth of 0.3–0.5 cun. Along with SI12 and the
surrounding Small Intestine points, its main usage
is to treat localized scapular and shoulder pain.
Caution should be exercised to ensure the correct
angle and depth of needle penetration in this area
because, although SI13 lies over the scapula,
incorrect placement medially could increase the
risk of a pneumothorax.
Small Intestine 14: Jian Wai Shu, ‘‘Outer
Shoulder Shu’’
The SI14 point is situated on the upper back, 3
cun lateral to the lower border of the spinous
process of the first thoracic vertebra (T1), and is
needled obliquely to a depth of 0.3–0.7 cun.
Caution should be exercised during needle insertion because its location places SI14 over the
thoracic cage, and subsequently, the pleura and
lungs. It also overlies the MTP at the scapular
insertion of the levator scapulae muscle, and
consequently, is influential in the management of
restricted neck movement, shoulder, upper arm
and thoracic pain (Simons et al. 1999).
The region of SI14 is innervated by the dorsal
scapular nerve, which also innervates the levator
 2015 Acupuncture Association of Chartered Physiotherapists
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scapulae, and rhomboids minor and major muscles. The dorsal scapular nerve emanates from
the ventral ramus of the fifth cervical vertebra
(C5) and descends from the cervical region
down to the medial border of the scapula (Ma
2010). The dorsal scapular nerve enters the
levator scapulae superior to the spine of the
scapula in the region of SI14. Ma (2010) suggested that this neuromuscular attachment is
responsible for the increased homeostatic influence of SI14, and its increased sensitivity during
ill health and myofascial dysfunction. This point
may often be tender in those with cervical and
upper limb disorders as a result of the relationship of the three muscles associated with the
dorsal scapular nerve.
Simons et al. (1999) reported that, of 22
patients presenting in an orthopaedic outpatient
clinic for shoulder pain over the superior medial
aspect of the scapula, 95% had maximum tenderness within 20 mm of the angle. Seventythree per cent of the group also presented with
small nodules that were tender on palpation, and
these were identified as MTPs. Associated symptoms were also identified in a variety of patients
with neck and shoulder problems, leading
Simons et al. (1999) to suggest the needling of
this point in the management of a variety of
upper-quadrant pain syndromes, including those
presenting with ‘‘stiff neck’’.
Gunn (1996) suggested the local needling of
the levator scapulae muscle in the region of SI14
to facilitate the inferior and lateral migration of
the scapula in order to subsequently improve
internal rotation. Shortening and tightness of the
dorsal-scapular-nerve-innervated group of the
levator scapulae, and rhomboids major and
minor muscles draws the scapula superior and
medially, limiting normal range of movement,
and contributing to pain and dysfunction (Gunn
1996).
From a TCM perspective, the actions of SI14
also include expelling Wind and Cold (Deadman
et al. 2007).
Small Intestine 15: Jian Zhong Zhu,
‘‘Central Shoulder Shu’’
Small Intestine 15 is located on the upper back, 2
cun lateral to the lower border of the spinous
 2015 Acupuncture Association of Chartered Physiotherapists

process of the seventh cervical vertebra (C7).
Like SI14, SI15 overlies the levator scapulae
muscle, and is needled obliquely to a depth of
0.3–0.6 cun because of its vicinity to the apices
of the pleura and lungs. Incorrect deep needling
at this point carries the risk of a pneumothorax.
Pain from MTPs in the levator scapulae muscle
can often extend distally along the posteromedial
aspect of the upper arm and ulnar border of the
forearm to the fourth and fifth digits of the hand
(Baldry 2005). Needling of SI14 and SI15 may
initially reproduce the referred symptoms, but
subsequently, resolve these and the associated
movement dysfunction. Traditional Chinese
medicine indications include local back pain and
cough, and the point also promotes the descending action of Lung Qi (Deadman et al. 2007).
Small Intestine 19: Ting Gong, ‘‘Auditory
Palace’’
In TCM theory, SI19 is considered to be the
meeting point on the Small Intestine meridian of
the Triple Energizer and Gall Bladder channels.
Its location is anterior to the tragus of the ear,
and it is found in the depression between the
tragus and the mandibular joint when the mouth
is slightly open. It is needled perpendicularly to a
depth of 0.5–1.0 cun. Small Intestine 19 is
indicated for local problems such as ear disorders, toothache, and temporomandibular joint
pain and dysfunction. In addition, TCM theory
also suggests that it may benefit mania, epilepsy,
loss of voice, fullness of the Heart and abdomen,
and toothache (Deadman et al. 2007).

Conclusions
The Small Intestine meridian can play an effective role in the management of upper-quadrant
MSK pain and dysfunction. Its pathway from the
hand to the face ensures that it covers a variety
of key areas, such as the medial and posterior
aspects of the wrist, elbow, shoulder and neck.
The location of the channel also ensures that it
can be accessed in prone, side-lying, sitting and,
to some degree, long-sitting, depending on the
position of the shoulder. This makes the Small
Intestine meridian an ideal choice for the treatment of a variety of upper limb conditions. Key
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points such SI3, a distal point for spinal pain, and
SI9, SI10, SI11 and SI14, which are found near
MTPs, also make this channel an excellent choice
when dealing not only with upper limb pain, but
also muscle imbalance and shoulder instability.
If the Small Intestine meridian is not an
immediate consideration when dealing with neck
and upper limb conditions, it may be time for
you to revisit this channel and give it further
consideration. Regardless of whether your acupuncture philosophy and approach are based on
TCM, Western medical acupuncture or trigger
point theory, this meridian can be a valuable
asset in the management of neck and upper limb
pain and dysfunction, regardless of its origin.
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The Kidney meridian: the leg Shao Yin Channel
C. McGuire
Physiotherapy Department, Astley Ainslie Hospital, Edinburgh, UK

Abstract
The Kidney meridian consists of 27 points, which are found on the foot, lower leg, and
abdominal and chest walls. This channel can exert an influence over a great many of both the
physical and mental aspects of health. Physiotherapists are most likely to use Kidney points
when treating patients with musculoskeletal conditions such as low back pain or knee joint
problems. However, they may also be involved in treating individuals with fertility/
gynaecological, respiratory or digestive disorders, which may present as either primary or
co-morbidities, and it would be wise to incorporate the Kidney point of choice into a
comprehensive treatment plan.
Keywords: acupuncture, Kidney meridian, leg Shao Yin channel.

Introduction
The meridian network unites the whole body,
both physically and mentally, by acting as the
complex of channels through which the energy
of the body, Qi, flows. Each meridian represents
and reflects the function of its associated organ,
has its own specific path – which is thought,
perhaps, to relate to the fascial network
(McGechie 2010) – and links to the next channel, forming a continuous system around the
body, through which Qi flows.
The Kidney meridian cannot be discussed
without first addressing the organ’s functions
within the body. The Kidney is the organ from
which the body derives Qi, its energy source, and
it is known as ‘‘the root of life’’. Qi is, in part,
inherited from both parents at birth and stored
in the Kidney. Links with the Middle Jiao (i.e. the
Correspondence: Caroline McGuire, Physiotherapy
Department, Astley Ainslie Hospital, 133 Grange
Loan, Edinburgh EH9 2HL, UK (e-mail:
cmcguire96@gmail.com).
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Stomach and Spleen) and the Lung further the
supply of Qi by transforming the food and
liquids that we ingest, and the air that we breath,
respectively. As a result, the Kidney meridian
may be used to control the circulation of Qi,
especially in conditions of excess, where it is
possible to use Kidney points to reduce Qi. As
the Minister of Fire (i.e. body’s source of Fire),
the Kidney controls this element within the
system, and is the root of all the body’s yin and
yang energies. The two kidneys are interdependent, and one will respond to the other’s diminishing or blooming energies (Maciocia 2005).
The Kidney is known to support growth and
reproduction, and hence, has a role to play in
issues of fertility. It produces Marrow, which is
the substance of the central nervous system, and
controls bone and water. Therefore, neurological, urological and orthopaedic conditions may
involve the Kidney. Its energy declines with age,
and its resonances may be seen to reflect this.
For example, from a traditional Chinese medicine (TCM) perspective, hearing, which can
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deteriorate in old age, may also be a sign of
Kidney involvement in a condition. The practitioner should identify such changes within a
subjective examination, and use these as a tool to
carve out a more individualized treatment
(Maciocia 2005).
The Kidney meridian is yin in nature, and is
paired with its opposite, the Bladder meridian,
which is the yang meridian of the pair. Qi
reaches its peak in the Kidney between 1500 and
1700 h, and therefore, is at its weakest between
0500 and 0700 h (Hicks et al. 2011). This may be
taken into account when taking a history; for
example, if symptoms are worse early in the
morning, one may consider whether this is
because the Kidney is weaker at this time.
According to the Five Element theory of
acupuncture, the Kidney and Bladder jointly
form the Water element. Some of the emotions
and resonances associated with this element may
be recognized in our patients; for example, fear
and anxiety. In Western medicine, we may pick
up on these aspects, but as physical therapists
working within busy outpatient departments, we
will be somewhat limited in our ability to deal
with these, unless we work within a pain management team or similar group. Patients will
often report that their condition is worse in cold
weather, cold being the climate and winter the
season associated with the Water element (Hicks
et al. 2011).
Eight extraordinary channels link the main
meridians, and these mainly consist of points on
the latter that connect linearly to create independent meridians, with the exception of the Governing Vessel and Conception Vessel, which also
have named points. The extraordinary meridians
are paired according to the influence that these
have on the body, and if used correctly, allow
treatment to be both effective and efficient
(Hopwood 2004). These channels act as storage
for Qi, meaning that it is possible to deposit
excess energy or source Qi in situations of
deficiency, thereby ensuring that there is a suitable supply in the system at any point. However,
the eight extraordinary meridians should not be
used routinely, but rather as a standby when
other combinations have been exhausted. The
extra channels circulate the defensive Wei Qi of
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Table 1. Use of the paired extraordinary meridians (Hopwood
2004, Table 4.1, p. 85): (GB) Gall Bladder; (SJ) San Jiao; (SI)
Small Intestine; (UB) Urinary Bladder; (SP) Spleen; (PC)
Pericardium; (LU) Lung; and (KI) Kidney
Paired extra vessels

Paired points

Dai Mai
Du Mai
Chong Mai
Ren Mai

GB41
SI3
SP4
LU7

Yang Wei Mai
Yang Chiao Mai
Yin Wei Mai
Yin Chiao Mai

SJ5
UB62
PC6
KI6

the body, which is derived from Kidney essence,
and ensure the body’s defence against external
pathogens (Hopwood 2004).
By using specific points on the extraordinary
meridians, which are known as opening points,
it is possible to affect specific areas of the
body (Table 1). Kidney (KI) 6 (Zhaohai) and
Lung 7 (Lieque) are used to open the Ren Mai
and Yin Chiao Mai channels, which influence
the chest and abdomen, and the inner leg and
eyes, respectively. Therefore, these two points
may be used to treat disorders of these
regions.
In anatomical terms, the Yin Chaio Mai channel is closely related to the Kidney meridian. It
begins at KI2 (Rangu), then ascends through
KI6, the genitalia, the anterior abdomen and the
thoracic wall up to the neck, and goes on to join
with Urinary Bladder 1 (Jingming). The Yin
Chaio Mai channel and its paired vessel, the
Yang Chaio Mai channel, control the muscle
balance of the lower limbs, reciprocally equalizing tone and control when in equilibrium.
Anatomically and functionally, the Yin Wei
Mai and the Penetrating Vessel (Chong Mai) are
also closely related to the Kidney meridian. The
Penetrating Vessel is known as the ‘‘Sea of
Blood’’, and as such, may be useful in the
treatment of pelvic disorders (Longbottom
2010).
Because these channels have a diversity of
points, the eight extraordinary meridians can
influence a variety of bodily functions and activities. The Kidney is connected to the Stomach,
Spleen, Liver and Bladder by the Penetrating
Vessel, Governing Vessel, Yin Motility and Yin
Linking channels. However, the Conception
Vessel also links all the yin channels, and therefore, the Kidney meridian may exert an influence
 2015 Acupuncture Association of Chartered Physiotherapists
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Figure 1. The course of the Kidney meridian, the leg Shao Yin channel (illustration reproduced with the kind permission
of Jon Hobbs).

over a great many of both the physical and
mental aspects of health.

Course of the meridian
A detailed description of the pathway of the
Kidney meridian may be found in most good
textbooks (e.g. Deadman et al. 2007). Figure 1
 2015 Acupuncture Association of Chartered Physiotherapists

illustrates the course of the main Kidney
channel.
The Kidney meridian arises from the plantar
surface of the little toe, and traverses the sole of
the foot to the first acupuncture point before
emerging on the medial side of the foot to reach
the ankle. It then loops around itself before
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ascending the medial side of the leg, travelling
beyond the knee and up the posteromedial
aspect of the thigh to intersect with the first of
the Governing Vessel points at the base of the
spine. Moving up through the spine, it enters the
Kidney and Bladder, and splits off to send a
branch to the Liver, which ascends to the Lung
and up to the throat, ending at the root of the
tongue. A branch also splits off at the Lung to
link to the Heart and Pericardium meridians.
Full details of the acupuncture points along
the Kidney meridian may be found in Deadman
et al. (2007). However, those that are useful in
everyday physiotherapy practice are discussed
and illustrated below.
Kidney points may be selected if these are in
close proximity to the site of injury or pain (e.g.
around the ankle, as local points in the treatment
of injuries in this region), but some thought
given to the individual properties the acupoints
may enhance the overall effect of treatment.

Clinical application of the
meridian and acupuncture points
Kidney 1: Yongquan, ‘‘Gushing Spring’’
From an anatomical point of view, KI1 is best
placed to treat soft-tissue problems of the foot
such as plantar fasciitis (Smith 2009; Reaves
2011). This can be an uncomfortable point to
needle; however, the soreness involved is often
acceptable to patients if they have had pain for a
long time, or if it is of sufficient intensity to
require treatment.
In TCM, this is the Jing-Well point of the
Kidney meridian, and as such, it will nourish yin
and clear False Heat in conditions of Kidney yin
deficiency.
Kidney 1 will extinguish interior Wind, and it
may be used to rouse someone who has become
unconscious or increase cognitive activity in the
more chronic states of minimally conscious individuals (Zhang et al. 2014). Conversely, it may be
used to calm someone who suffers from extreme
anxiety. Insomnia may occur if the Kidney loses
its control over the Heart, and pressure applied
at KI1 before bed may aid sleep. Its ability to
control a deficiency leading to menopausal symp58

toms may necessitate its use in females who are
menopausal and divulge symptoms when
questioned.
Kidney 3: Taixi, ‘‘Great Ravine’’
This is the Stream and Source point of the
Kidney meridian, and hence, it may tonify the
kidneys (both the yin and yang aspects, Kidney
essence, and Kidney Lung Qi). Kidney 3
strengthens the lower back and knees, and therefore, may be helpful when treating painful conditions affecting these areas. Anatomically, this
point is ideally placed for treating disorders of
the foot (Smith 2009), and its role in regulating
the uterus suggests that it may also be useful for
women’s health conditions. Because it exerts
control over the lower orifices, KI3 may be
employed in the treatment of urogenital symptoms (Chen et al. 2014).
Kidney 6: Zhaohai, ‘‘Shining Sea’’
This important point is used to nourish Kidney
yin, and by doing so, may calm the mind and
relieve insomnia. It will help to alleviate chronic
dryness of the eyes and throat, the symptoms of
which may be identified during questioning.
Kidney 6 will nourish the uterus, and once again,
like KI1, it may be used for women’s health
conditions. As a local point, it is useful in treating
disorders of the feet (e.g. tarsal tunnel syndrome;
Smith 2009). Furthermore, as an opening point
of the Yin Stepping Vessel (Yin Chiao Mai),
it will also relieve lower-limb adductor tightness and cramps, foot pain, and hemiplegia
(Hopwood 2004).
Kidney 7: Fuliu, ‘‘Recover Flow’’
Fuliu is the River point of the Kidney meridian
and will tonify the organ, most especially Kidney
yang. Importantly, KI7 will resolve Dampness in
the lower body and reduce lower-limb oedema.
It is known to strengthen the lower back, and
can be used to treat chronic low back pain
(LBP).
Kidney 7 has the ability to both regulate the
kidneys and drain Damp-Heat, a pathogen that
frequently affects the Bladder. The relationship
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between Kidney and Bladder means that
KI7 may be used to eliminate Damp-Heat from
the Bladder, and resolve associated symptoms
such as urinary frequency, urgency and pain,
signs that would be recognized by clinicians in
patients with recurrent bladder infection.
Kidney 9: Zhubin, ‘‘Guest House’’
Kidney 9 may be useful in treating soft-tissue
injuries of the lower limbs, such as calf strain and
Achilles tendinopathy (Smith 2011), but it may
also be used in conditions of extreme anxiety, i.e.
of Kidney yin deficiency. It has been noted that
the anatomy and location of the acupuncture
points in this part of the meridian varies between
individuals, and that an Ah-Shi point, the ‘‘runner’s point’’, may be present in some. This is
located at the medial border of the gastrocnemius, soleus and plantaris muscles, approximately 5–8 cun superior to KI3, and at a depth
of 1.27–2.54 cm (Goddard 2011).
Kidney 10: Yingu, ‘‘Yin Valley’’
Because of its anatomical location at the medial
end of the popliteal crease, this point may be
used for stiff and painful knees (Smith 2011).
Kidney 10 also clears Damp-Heat from the
Lower Jiao, and therefore, it may also be used for
conditions of the Bladder that are associated
with infection.
Kidney 11–16: Henggu, ‘‘Pubic Bone’’, to
Huangshu, ‘‘Transporting Point of
Membranes’’
These points lie on the anterior abdominal wall,
and therefore, needling should be done carefully
and with respect to the underlying anatomy. For
example, lower points should be needled with an
empty bladder in order to reduce the risk of
needle penetration into this organ. Kidney 11–16
are mainly used in reproductive and gynaecological health, but may also be indicated in LBP or
intestinal disturbances.
Kidney 17–27: Shangqu, ‘‘Shang Bend’’,
to Shufu, ‘‘Shu Mansion’’
Following on from the lower abdominal points,
the remaining points on the Kidney meridian run
 2015 Acupuncture Association of Chartered Physiotherapists

over the abdominal and chest walls, in a superior
direction. These reach the end point, KI27,
which lies in the hollow below the clavicle.
Needling of these points should be with respect
to the underlying anatomy in order to prevent
adverse events. Because of the nature of KI17–
27, these are less likely to be used routinely in
clinical practice. However, the points towards
the end of the meridian may be chosen by
physiotherapists working in respiratory health or
with patients who present with respiratory complaints as co-morbidities.
There are also branches off the main Kidney
meridian that provide additional benefits:
+ The Kidney Connecting Channel originates at
KI4 (Dazhong), and loops around behind the
heel before connecting with the paired Bladder meridian. It then travels upwards to reach
the Pericardium, and passes backwards to the
lumbar spine. This makes KI4 ideally suited
for treating chronic LBP.
+ The Kidney Divergent Channel leaves the
main meridian at the level of the popliteal
fossa, and ascends to the kidneys and then the
posterior of the body, entering the throat and
root of the tongue before connecting with the
main Bladder meridian at the back of the
neck.

Conclusions
As physiotherapists, we are most likely to use
Kidney points when treating patients with
musculoskeletal conditions such as LBP or knee
joint problems. However, we may also be
involved in treating individuals with fertility/
gynaecological, respiratory or digestive disorders,
which may present as either primary or
co-morbidities, and it would be wise to incorporate the Kidney point of choice into a comprehensive treatment plan.
Many of the points discussed, and some of
those not examined, have similar properties and
functions. It is up to the clinician to decide
which point is most suited for any individual.
This is most easily done if a detailed subjective
history is taken, which includes adopting a thorough investigative approach to the patient’s gen59
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eral health and well-being. This is most likely to
allow a more-accurate diagnosis, and hence,
improve the outcome of treatment.
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Dousing the flame: acupuncture for hot sweats
J. Byers
Betsi Cadwaladr University Health Board, Wrexham, Clwyd, UK

Abstract
Acupuncture is increasingly being recognized as a useful tool in the management of difficult or
distressing vasomotor symptoms. The current paucity of clinical data indicates that there is a
need for more rigorous research to define the role of this modality in oncology and palliative
settings. A retrospective case-note review was undertaken to investigate the effectiveness of
acupuncture treatment for the relief of hot sweats. The sample consisted of nine patients who
had been treated for sweats in a hospice setting since 2013. The data collated included details
of: the patients, their diagnoses and their past medical history; the number of treatments; the
quantitative scores for symptom intensity and frequency; the type of acupuncture, i.e. needle or
electroacupuncture; any other treatment received; and qualitative comments. Five of the nine
patients (55%) showed a trend towards an improvement in their symptoms over the course of
their treatment. Vasomotor symptoms can be debilitating and difficult to control, but this study
demonstrates that these individuals experienced a dramatic improvement in the frequency and
intensity of their hot sweats. More research is needed in order to understand the process by
which acupuncture works in this context; however, it is clear that its use in a palliative
environment may have potential benefits.
Keywords: acupuncture, hospice, hot sweats, palliative care.

Introduction
Acupuncture is increasingly being recognized as
a clinically useful tool in the management of
difficult or distressing vasomotor symptoms in
palliative and oncology patients. Vasomotor
symptoms may be defined as hot flashes, flushes
or sweats, and these are usually associated with
the menopause (Rossmanith & Ruebberdt 2009).
The various hypotheses for the mechanism of
action of these symptoms include: increasing
serotonin levels, which alter the temperature
set-point in the hypothalamus (Filshe et al. 2005);
Correspondence: Joanna Byers MBChB, 8 Savile Way,
Fowlmere, Royston, Hertfordshire SG8 7TU, UK
(e-mail: jocbyers@gmail.com).
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and the modulation of neurological processes
within the central nervous system (CNS), in
particular the spinal cord gating mechanisms,
cerebral
subcortical
nuclei
and
the
hypothalamic–endocrine axis (Sagar 2008).
Multiple studies have attempted to quantify
the benefit of acupuncture in the treatment of
patients with cancer. In a full-text review of 25
articles, Chien et al. (2013, p. 332) reported that
there was a trend for acupuncture to be used as
a ‘‘valid complementary therapy’’ to treat palliative cancer-related symptoms. This review also
pointed to the need to implement practical
strategies to enhance efficacy and safety in further interventions (Chien et al. 2013). A systematic review of 41 randomized controlled trials
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(RCTs) by Garcia et al. (2013, p. 952) found that,
while additional studies were needed, acupuncture was an ‘‘appropriate adjunctive treatment
for chemotherapy-induced nausea/vomiting’’,
although its efficacy for other symptoms
remained undetermined.
Data also suggest that acupuncture has a role
in the management of vasomotor symptoms.
Acupuncture has been shown to reduce the
frequency of hot flashes and night sweats in
women taking tamoxifen for breast cancer, and
also to improve their physical and emotional
well-being; few side effects were reported (Hervik & Mjåland 2009; de Valois et al. 2010). In a
study comparing the use of venlafaxine with
acupuncture for the reduction of vasomotor
symptoms in menopausal women, the latter was
found to be a safe, effective and durable treatment for vasomotor symptoms that are secondary to long-term anti-oestrogen hormone use in
patients with breast cancer; in addition, it
appeared to be equivalent to drug therapy in the
menopausal group (Walker et al. 2010).
The limited evidence available suggests that
there is a need for more rigorous research to
define the role of acupuncture in oncology and
palliative settings. An RCT investigating hot
flushes in patients with breast cancer found that
the frequency of flushes was reduced following
acupuncture; however, these results were not
statistically significant when compared to those
achieved by a sham acupuncture regime (Deng
et al. 2007). A systematic review of the use of
acupuncture for the treatment of hot flushes in
men with prostate cancer was inconclusive, and
suggested that there is a need for more research
to determine whether the treatment has hotflush-specific effects (Lee et al. 2009a). Other
studies have been equally inconclusive (Frisk
et al. 2009; Lee et al. 2009b). All of the abovementioned authors recommended that further,
larger-scale placebo-controlled trials should be
conducted in order to provide more-conclusive
evidence of the efficacy of acupuncture.
The aim of the present survey was to review
the benefits of acupuncture for the symptomatic
relief of hot sweats associated with the disease
process of patients at Nightingale House Hospice (NHH), Wrexham, Clwyd, UK.
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Materials and methods
The present study took the form of a retrospective case-note review investigating the effectiveness of acupuncture treatment for the relief of
hot sweats. The sample consisted of nine
patients who had been treated for sweats in a
hospice setting since 2013. The data collated
included: patient details, their diagnoses and their
past medical history; the number of treatments;
the quantitative scores for symptom intensity
and frequency; the type of acupuncture, i.e.
needle or electroacupuncture (EA); any other
treatment received; and qualitative comments.
Treatment was administered at the hospice by
AACP-qualified physiotherapists. They adopted
the Western medical approach, following the
Association’s guidelines for safe practice (AACP
2012) and the NHH acupuncture policy. The
latter takes into account: the AACP guidelines;
professional values and behaviours; health and
safety, and security policies; the safe use and
disposal of sharps policy; the consent procedure;
the infection control policy; and accidental exposure to blood and body fluids.
All patients had given their consent prior to
treatment and were informed of possible side
effects. The records were kept in the acupuncture treatment book held in the physiotherapy
room at the hospice, and further documentation
was also made in the form of notes on the
acupuncture record sheet (Fig. 1).
Each patient was initially referred for a physiotherapy assessment, and then for the subsequent
acupuncture treatment. The sample group consisted of both inpatients and those receiving day
care. The following variables were taken into
consideration since these might make patients
unsuitable for needing: steroid use, because of
the possibility of their skin being in poor condition; chemotherapy, because of the risk of
abnormal blood levels making them vulnerable
to infection or bleeding; pacemakers, because
these contraindicate the use of EA; and lymphoedema, which contraindicates needling.
The acupuncture assessment forms (Fig. 1)
highlighted any contraindications to acupuncture
or precautions that needed to be taken. Adverse
reactions to any treatment that the patient
 2015 Acupuncture Association of Chartered Physiotherapists
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Figure 1. Acupuncture record sheet.
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received were documented on the record sheet.
These included: fainting and needle shock; bleeding; drowsiness; broken or stuck needles; and
needle-stick injuries.
For patients who received EA treatment
because the use of needles was contraindicated,
the same acupoints were employed, and stimulation was administered in short 30–60-s bursts
over the same time frame of 20–30 min. An
acupuncture pen (Elektroakupunktur Plus,
Medisana AG, Neuss, Germany) was used in
these cases.
The limited evidence in support of EA suggests that it is a clinically effective treatment for
a variety of forms of pain. It has been hypothesized that the release of certain neuropeptides in
the CNS is facilitated by peripheral electrical
stimulation at frequency-specific parameters
(Han 2003).

Results
The present sample consisted four male and five
female patients, who ranged in age between 33
and 73 years (median=69 years). All had been
treated with acupuncture at NHH for the symptoms of ‘‘sweating’’ or similar problems (other
words used included ‘‘flushing’’, ‘‘hot sweats’’,
‘‘night sweats’’ and ‘‘cold sweats’’). Records
began in June 2013, and data were collected until
the last current patient received treatment in
August 2014.
Diagnoses for the sample group included
malignant disease in 67% of cases (n=6), including breast cancer (33%, n=3), and prostate, lung
and colon cancer (11%, n=1 each). Nonmalignant diagnoses included motor neuron disease (22%, n=2) and chronic obstructive
pulmonary disease (11%, n=1).
The number of treatments received by the
patients ranged from a minimum of one to a
maximum of 12. The average was four, and
these usually took place on a weekly basis. For
patients who received more than one treatment,
the minimum and maximum time intervals
between treatments were 2 days and 17 months
(including a break in between treatment periods),
respectively.
Six (67%) patients in the group received
needle acupuncture alone, and one (11%)
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received EA alone since needle use was contraindicated. A further two (22%) patients received a
combination of needling and EA because of their
deteriorating health.
Five of the nine (55%) patients showed symptomatic improvement over the course of their
treatment. However, three (33%) patients did
not describe any improvement in their symptoms, and data were missing for the remaining
two (22%).
Analysing single and group data by treatment
number over the course of treatment allowed
graphs to be plotted for some individuals (Figs 2
& 3). Changes in intensity and frequency over
time illustrated the downward trend in both
variables with the progression of treatment
doses. In addition, it would seem that, following
longer breaks between acupuncture treatments,
the intensity and frequency of the hot sweats
would increase once more until treatment was
recommenced again.
Interesting anecdotal remarks about the
patients included comments such as: ‘‘sleeps with
a towel, constantly wiping’’ to ‘‘virtually none’’;
and ‘‘burning, wet face, dripping’’ to ‘‘hardly at
all’’.
In addition, a summary of responses of the
total number of patients who had been treated
for sweats in the hospice setting since records
began in 2006 (n=46) was analysed in the same
way. This showed that 23 (50%) of the 46
patients had showed symptomatic improvement
over the course of their treatment.

Discussion and conclusions
The present results indicate that the use of
acupuncture can reduce both the intensity and
frequency of hot sweats. Fifty-five per cent of
patients (n=5) reported both qualitative and
quantitative improvements in their symptoms. In
addition, from more detailed investigation of the
correlation between symptomatology and treatment dose, there may be a possibility that the
symptoms can deteriorate following longer gaps
between treatments, which would reinforce the
efficacy of this form of treatment. Furthermore,
the specific diagnosis and the subsequent point
 2015 Acupuncture Association of Chartered Physiotherapists
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Figure 2. Comparison of the intensity of hot sweats over time for five of the nine patients. (The remaining four received
two or fewer treatments, so any trend was difficult to illustrate.) Key: (L) patient 1; (m) patient 2; () patient 3;
( * ) patient 6; and () patient 7.

choice could also influence the effectiveness of
this intervention.
Vasomotor symptoms can be debilitating and
difficult to control. In this study, patients experienced a marked improvement in the intensity
and frequency of their hot sweats. As demonstrated by the current literature, more research
would be needed to enable us to better understand this form of treatment and its effects over
time. However, it is clear that the use of acupuncture in a palliative environment has been
associated with therapeutic benefits with no
reported adverse events. The present survey
clearly reinforces the need to continue to offer
and advocate the use of acupuncture at NHH as
a non-pharmacological therapy in the management of hot sweats in both inpatient and daycare settings.
A more detailed assessment sheet would be of
benefit. This would allow physiotherapists to
record and assess the correlation between the
 2015 Acupuncture Association of Chartered Physiotherapists

treatment and symptomatic control more
accurately, i.e. by charting any reduction in
quantitative scores for frequency and intensity.
In addition, monitoring the service in order to
investigate the use and efficacy of acupuncture
for other symptoms (e.g. pain and insomnia)
should also be considered.
In order to obtain better-quality evidence, the
present author would recommend the establishment of an ongoing, meticulously controlled and
recorded trial, since this group of patients,
almost by definition, will not be a homogeneous
one.
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Figure 3. Comparison of the frequency of hot sweats over time for four of the nine patients. (The data for patient 2 are
not included because these were qualitative results that could not be entered numerically; the remaining four patients
received two or fewer treatments, so any trend was difficult to illustrate.) Key: (L) patient 1; () patient 3; ( * ) patient 6;
and () patient 7.
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Chronic tiredness related to the menopause
treated with five-element acupuncture
Y. J. Cook
The Acupuncture Academy, Leamington Spa, Warwickshire, UK

Abstract
This case report describes the use of five-element acupuncture to treat a 56-year-old
menopausal woman suffering from chronic tiredness. Over the course of five sessions, the
subject’s Measure Yourself Medical Outcome Profile scores for chronic tiredness, hot flushes
and well-being improved by 50%, 80% and 33%, respectively. Very few studies have focused on
the treatment of chronic tiredness related to the menopause. Furthermore, since the menopause
is a highly individual and possibly subjective experience, and a condition that may be associated
with a variety of symptoms, chronic tiredness may or may not be reported by individual
sufferers. Further specific studies focusing on acupuncture treatment for patients who present
with chronic tiredness as their main symptom are necessary, especially ones comparing the
effectiveness of different forms of acupuncture with conventional medical treatments. As a
depleting condition, chronic tiredness may, by its nature, exacerbate or give rise to other
symptoms that are related to the menopause (e.g. irritability), thus reducing a sufferer’s ability
to cope with the problem.
Keywords: acupuncture, chronic tiredness, menopause.

Introduction
Background
The menopause is a natural physiological event
that occurs when the bodily functions associated
with female fertility are ceasing to be active,
which normally occurs between the ages of 45
and 56 years (BAcC 2015). Although the term
‘‘menopause’’ is commonly used to describe this
period, it conventionally refers to the precise
time of the cessation of menstruation, which is,
by necessity, diagnosed retrospectively after
some months or years have passed without
monthly bleeding. The term ‘‘climacteric’’ is
used to describe the period of approximately
Correspondence: Yvonne Cook, c/o The Acupuncture
Academy, 54 High Street, Leamington Spa, Warwickshire CV31 1LW, UK (e-mail: yj.cook@virgin.net).
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10 years that occurs before and after this
event (Stephenson 2011), which is the time
when symptoms are most likely to be
experienced.
The cause of the menopause is the ageing of
the ovaries, which become less and less responsive to the pituitary hormones, leading to a drop
in the production of oestrogen. The rate of this
decrease varies enormously between women,
which may explain why symptoms vary.
Up to 25% of women experience no associated problems during the menopause, while 35%
and 40% suffer from mild to moderate and
severe symptoms, respectively (Stephenson
2011). These include: hot flushes and night
sweats, depression, anxiety, tiredness, loss of
libido, vaginal dryness and pain, itching or discomfort during sex, palpitations, headaches,
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sleep problems, and urinary tract infections
(NHS 2014).
Menopause may also be chemically or surgically induced; for example, it can be a side effect
of radiation therapy or hysterectomy.
Many women manage the menopause themselves, with only approximately 10% seeking
help from conventional healthcare providers
(Roberts 2007). In recent years, symptom management has become more complex owing to the
growing awareness of the risks associated with
hormone replacement therapy (HRT) (Woods &
Mitchell 2005). The Million Women Study
reported that ‘‘use of HRT is associated with an
increased risk of incident and fatal breast cancer’’
(MWSC 2013, p. 419), and Wright & Aickin
(2011) highlighted the possibility that it may also
be a factor in thromboembolic events. Since
2002, nearly half of the women who had undergone HRT have discontinued the treatment
(Baumelou et al. 2011). A range of other symptom management options may be used instead,
including self-care strategies such as complementary and alternative medicine (CAM) therapies
(Woods & Mitchell 2005). Borud & White
(2010) reported that nearly 70% of women
attending a tertiary menopause clinic had used
some form of complementary therapy, mostly
with a high degree of satisfaction.
Nevertheless, HRT is still one of the most
common treatments for menopausal hot flushes.
Since this is the most commonly reported
and, therefore, treated menopausal symptom
(Baumelou et al. 2011), it is not clear whether
HRT also alleviates the symptoms of chronic
tiredness or fatigue that are associated with the
menopause. However, there is some evidence
that HRT improves quality of life during the
menopause by addressing some of its symptoms,
particularly vasomotor and urogenital ones, and
sleep and mood disturbances (NICE 2015).
Therefore, it is reasonable to assume that it can
be of benefit for fatigue.
Traditional Chinese acupuncture is one of the
CAM therapies that women may consider undergoing in order to reduce the symptoms of the
menopause, and there are two main approaches
to this form of treatment. Traditional Chinese
medicine (TCM) is the collective term for all
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traditional Chinese medical practices, including
acupuncture and herbal medicine, and its treatment rationale involves diagnosis using recognized patterns of syndromes, which offers a clear
and systematic approach to the acupuncture
management of menopausal syndrome (Scheid
2007). Another form of traditional Chinese
acupuncture, five-element acupuncture (FEA),
involves diagnoses according to the representation of subtle energetic imbalances revealed by
the patient, and it is these disparities that provide
the protocol for treatment. Therefore, FEA
treatment is based on individual responses.
Chronic tiredness
At any one time, one in five people feel unusually
tired, and one in 10 are experiencing prolonged
fatigue, with women tending to feel tired more
often than men. Chronic tiredness can be a
problem at any age, but it is less common in the
very young and very old (RCPsych 2014).
In a medical context, the major difference
between ‘‘healthy’’ tiredness, which is relieved by
rest, and ‘‘chronic’’ tiredness is that, following
rest, patients report only partial relief from the
symptoms. Chronic tiredness is defined in the
literature as having been present for at least
6 months. However, it is also reported as any
complaint of persistent fatigue that is the primary
presenting symptom, and not clearly related to
another disease process (Carr 2005), such as the
menopause. Of the causes of chronic tiredness,
menopause is the second most possible (as distinct
from most likely) one after pregnancy. Some of
the most likely causes are: a combination of
complex life circumstances particular to an individual; psychological problems; sleep disorders;
substance abuse; iron deficiency; or glandular
fever (Carr 2005).
Patients who report chronic tiredness are usually examined in order to eliminate other
pathologies and conditions. These factors can
include: psychological or psychosocial issues (e.g.
depression, anxiety and stress); physical problems (e.g. anaemia, diabetes mellitus, glandular
fever and malignancy); physiological factors (e.g.
pregnancy, breast-feeding, inadequate rest or
sleep, and excessive exercise; or any combination
 2015 Acupuncture Association of Chartered Physiotherapists
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of the above (NICE 2015). A functional condition such as chronic fatigue syndrome could
also be implicated. There is no recommended or
conventional treatment for chronic tiredness of
unknown cause.
Tiredness connected with the menopause
appears to be a common complaint. Ward et al.
(2010) found that women resident in London,
UK, experienced high levels of general symptoms. These authors also reported that tiredness
was the most prevalent symptom (65%), but that
this varied by ethnic group. Although it is not
clear why tiredness occurs during the menopause, it is thought to be the result of hormone
imbalances, particularly with regard to levels of
oestrogen. Additionally, these changes may affect
the normal sleep pattern, even without episodes
of hot flushes, and adequate restful sleep may be
difficult to achieve (Durward 2015).
Traditional Chinese medicine,
acupuncture and the menopause
From a TCM perspective, the symptoms of the
menopause are predicated on a decline in Kidney
Jing. Maciocia (1989, p. 39) commented that Jing
‘‘forms the basis for growth, reproduction and
development [. . .] including sexual maturation
[. . .] the reproductive function, and fertility. The
natural decline of Jing during our lifetime leads
to the decline of sexual energy and fertility.’’
Since Jing is the origin of all yin and yang,
insufficient Jing will manifest as a yin or yang
deficiency, and often an overlapping deficiency
of both (Maciocia 2012), which will possibly
result in a decline in Qi and Blood.
The Kidney, which houses Jing, sustains all
metabolic processes and is always at the root of
menopausal problems, and therefore, it is often
combined with secondary pathologies (Scheid
2007). Consequently, the natural decline of Jing
may affect the balance of other organs including
the Spleen and Liver, both of which have a
significant role to play in reproduction and
energy levels according to TCM. Furthermore,
along with the Kidney, the Spleen and Liver are
particularly important organs in gynaecology
(Rochat de la Vallee 2007) with regard to the
smooth and adequate flow of Qi and Blood, and
the maintenance of an even temperature. The
 2015 Acupuncture Association of Chartered Physiotherapists

actual manifestations of ageing are dependent
upon the relative balance between yin and yang.
If yin declines more rapidly than yang, then the
latter will be in relative excess (Scheid 2007),
leading to the condition known in TCM as
‘‘Empty Heat’’, which occurs when yin is unable
to restrain yang, resulting in hot flushes. If yang
declines more rapidly than yin, symptoms such
as fatigue, chilliness and depression predominate
(Scheid 2007).
A number of studies have explored the effect
of acupuncture on hot flushes, and there is some
evidence that it can help reduce the severity
and/or frequency of these episodes. De Valois
et al. (2010) reported that, in addition to a mean
reduction in the frequency of hot flushes and
night sweats of 49.8% after tamoxifen therapy,
women enjoyed improved physical and emotional well-being. Borud et al. (2009) found that
acupuncture plus self-care contributed to a clinically relevant reduction in hot flushes and
increased health-related quality of life in postmenopausal women, and in a later study, Borud
& White (2010) demonstrated that acupuncture
is clearly associated with an effect on hot flushes
that is greater than natural remission alone.
Dong et al. (2001) reported that acupuncture was
effective for relieving vasomotor and physical
disturbances of menopausal women, with the
effects lasting for at least 3 months after the
termination of treatment, and hypothesized that
it may be a useful alternative modality for
women who are unable or do not want to receive
HRT. In a pilot, Wright & Aickin (2011)
reported that all of the 11 symptoms they evaluated, including fatigue and hot flushes, as well as
those more frequently associated with well-being
(e.g. depressed mood, irritability and anxiety),
showed significant decreases as a result of treatment with acupuncture during the study period.
A study by Ward et al. (2010) did not support the
existence of a single menopausal syndrome. Furthermore, there appear to be differences in
symptom reporting according to sociocultural
context (Scheid et al. 2010), and ethnic or geographic background (Baumelou et al. 2011), with
East Asian women not associating the menopause with the hot flushes that are so frequently
reported by their Western counterparts, perhaps
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as a result of cultural differences with regard to
what it means to age (Scheid 2007).
However, there appears to be a general
absence of studies that focus on chronic tiredness connected with the menopause.

Case report
Study design
The present case report explores the outcome of
FEA treatment for chronic tiredness associated
with the menopause. It was carried out at a CAM
clinic in Birmingham, UK, from March to May
2014 while the author was undertaking her clinical placement and was under direct supervision.
The treatment outcomes were measured using
the Measure Yourself Medical Outcome Profile
(MYMOP). This questionnaire was designed to
measure the outcomes that the patient considers
to be the most important (CAPC 2015) for each
of the two main symptoms, and includes scores
for well-being and activity. Each symptom is
allocated a score on a seven-point scale: (0) ‘‘as
good as it could be’’; and (6) ‘‘as bad as it could
be’’. The MYMOP was a useful and simple
outcome measurement for recording the present
subject’s progress since it allowed for the collection of both quantitative and qualitative data.
Scores were recorded before each treatment over
five sessions, including the initial consultation,
and at follow-up.
It should be noted that the subject recorded a
score of 0 for activity throughout the treatments
on the basis that there was no important activity
that her symptoms made difficult or prevented
her from doing.
The subject was unable to attend the clinic on
a weekly basis, and therefore, the treatment
intervals ranged between 1 and 3 weeks.
Patient history
The subject was a 56-year-old woman who had
struggled with chronic tiredness associated with
the menopause for approximately 6 years since a
total hysterectomy was performed for fibroids
and a benign ovarian cyst. Additionally, she also
experienced hot flushes and a periodically poor
sleep pattern. The subject stated that she had no
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energy to do anything other than what she
absolutely had to perform, and that she used will
power to push herself through her busy work
day. Thereafter, she accomplished little. Her
libido was also affected; its level ‘‘ebbed and
flowed’’, but this did not cause her any distress.
Around the time of the fourth session, the
subject became increasingly concerned about a
close relative’s ill health. Her anxiety may have
affected the effectiveness of the treatment for
chronic tiredness during this period, which might
be reflected in her MYMOP scores, particularly
those for well-being.
The subject had previously received treatment
involving electroacupuncture and Chinese herbs
for the same symptoms, but had only achieved
‘‘short-lived’’ relief. It was important to her to
avoid taking conventional drugs.
Five-element acupuncture and treatment
principles
The causative factor (CF) is one of the central
natural laws of FEA (Worsley 1998), and the
name given to the one predominant element in a
patient that lies at the root of his or her energetic
imbalances.
The principle behind FEA is to ascertain from
a patient which one of the five elements (i.e.
Water, Wood, Fire, Earth or Metal) is predominant. The major element is identified via correspondences, i.e. the manifestation of subtle
energetic imbalances of the patient’s colour,
sound, odour and emotion. This predominant
element is called the CF. Treatment is focused
on restoring balance within the CF, thereby
encouraging the whole system to return to
balance (Worsley 1998).
At first treatment the present subject revealed
the following: (colour) yellow/brown/muddy;
(sound) singing; (odour) fragrant; and (emotion)
sympathy. She was diagnosed as having an Earth
CF.
Secondary diagnostic signs
Japanese abdominal diagnosis of the subject
revealed that the area corresponding to Earth
was tense. A tongue examination found a pinkto-red colour, a slight yellow coating at the back,
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and a crack through the areas corresponding to
the Stomach and Spleen. The sides of the tongue
were swollen. Of the three Jiao, the lower was
warmest, the middle warm and the upper cool.
She was overweight, and carried most of this
around her lower abdomen. These indications
revealed that the subject may be affected by
Empty Heat and yin deficiency, predominantly
Kidney yin, giving rise to hot flushes, as well as
Spleen yang and qi deficiency, perhaps arising
from the Kidney yang deficiency contributing to
her fatigue. Additionally, the subject’s swollen
tongue, the temperature of her Lower Jiao and
her weight may indicate the presence of Damp;
in TCM, this is an external cause of disease
arising from a deficiency of Spleen Qi that has a
propensity to sink and attract Heat.
Pulse diagnosis
Pulse-taking is one of the most commonly used
and important diagnostic palpatory skills. In
FEA, an emphasis is placed on comparing the
relevant strengths, in terms of volume, of the
pulses, as well as the recognition of standard
qualities. There are 12 pulses in total, six on each
wrist, with two at each of three positions. Three
elements are represented on the left wrist and
three others on the right (the Fire element pulse
has two separate pulse positions). Each pulse
reveals the state of that element’s yin and yang
official, which means that the health of the 12
officials used in FEA can be determined via
pulse palpation. Pulses are taken frequently
throughout a treatment with the aim of changing
the quality and/or volume to that which is
thought of as an improvement. Pulses are scored
with a minus or plus figure in order to illustrate
a deficient or excess pattern, respectively.
The 12 officials are the yin and yang expressions of the activities and transformations of
each element. These exist in pairs within each of
the elements, with the exception of the Fire
element, which possesses two pairs of officials.
Most of the officials have a solid form, i.e. a
corresponding organ (e.g. the Liver), although
two do not. Beinfield & Korngold (1991, p. 91)
commented that the term ‘‘official’’ relates ‘‘to a
complete set of functions – physiological and
psychological – rather than to a specific and
 2015 Acupuncture Association of Chartered Physiotherapists

Table 1. Pulse levels at the first treatment
Pulse
Left

Right

Position

Superficial

Deep

Superficial

Deep

Distal (Cun)
Middle (Guan)
Proximal (Chi)

–2Y
–2
–2Z

–2Y
–2
–2Z

–1Z
–1Y
–2

–1Z
–1Y
–2

discrete physical structure fixed in an anatomical
location’’. Thus, the concept of the official
includes both the meridian associated with it and
an organ (Worsley 1998).
Pulse-taking is naturally open to personal
interpretation, although the 28 recognized qualities have agreed technical definitions and meanings within TCM.
Bilton et al. (2010) reported that inter-rater
agreement on the reliability of contemporary
TCM pulse diagnosis demonstrated excellent,
moderate to good, and poor agreement in 23.5%,
46% and 30.5% of the raw kappa calculations,
respectively. They concluded that acceptable levels of reliability can be achieved when the system
of pulse diagnosis is operationally defined.
Additionally, during a student’s clinical supervision period, which was when the treatments
described in the present paper took place, all
diagnostic measurements were checked by a
supervisor and agreement on the readings was
established.
The subject’s pulse levels at the first treatment
are shown in Table 1. Her left-hand pulses were
thinner than the right-hand ones, and Earth was
‘‘pushy’’. Her Water pulse was depleted, and she
exhibited the cloudy pulse pattern associated
with the possible presence of Phlegm.
Treatment process
An individualized treatment plan was formulated
in order to address the imbalances in the
patient’s CF. The CF determines the most
appropriate treatment for a patient, which, in the
present case, included utilizing:
+ the tonification needling technique; and
+ moxibustion therapy.
The tonification needling technique involves the
insertion of a needle into a channel through
73

74

Treatment 3
Accumulation points:
ST34 (Beam Mound)
SP8 (Earth Motivator)
Tonification needling technique with three
cones of moxa
Source points:
ST42 (Rushing Yang)
SP3 (Supreme White)
Tonification needling technique with three
cones of moxa
To move accumulations and
stagnation of Qi and Blood,
including chronic Heat, which
patients may evidence by hot
flushes
To finish and ground the
treatment by accessing the
subject’s constitutional element

To balance left and right sides
Introduced the use of moxibustion
therapy
To balance the functions of Spleen
and Stomach in relation to each
other, and clear pathogens and
stagnation
To provide direct access to Yuan
Qi, reawaken the function of the
constitutional official and ground
the treatment

‘‘Tiredness better, subtle, thinking
of things to do and feel can now
do them.’’

‘‘Treatment felt lovely. Hot flushes
have reduced significantly and
sleep pattern is improved. Some
nights passing urine has increased.
Tiredness has lifted to a degree.’’

Aggressive energy present on Lung ‘‘Lovely.’’
To provide direct access to Yuan ‘‘Felt lighter in my general self,
(original) Qi and reawaken the
emptied.’’
function of the constitutional
officials

Treatment 1
Aggressive energy drain
Source points:
ST42 (Rushing Yang)
SP3 (Supreme White)
Tonification needling technique

Treatment 2
Akabane* correction:
ST40 (Abundant Splendour)
LI6 (Side Passage)
Junction points:
ST40 (Abundant Splendour)
SP4 (Prince’s Grandson)
Tonification needling technique with three
cones of moxa
Source points:
ST42 (Rushing Yang)
SP3 (Supreme White)
Tonification needling technique with three
cones of moxa

Rationale

Treatment and acupuncture points

Subject’s comments after
treatment and/or from the
MYMOP questionnaire

Subject looked fresh and ‘‘lifted’’ Pulses
more even and slightly better quality;
there was a good rise in the Water pulses

Pulses levels rose, and were more even,
richer and calmer, with a better spread,
particularly on the right
Subject had a better facial colour with a
clearer and more open expression

Some rise in the level of the pulses, and
the right mid-pulse became less pushy; no
other significant improvement observed
The subject reported that her urine
output increased for a time following this
treatment; this may be because of the
release of stagnant and toxic energies,
which the aggressive energy drain
eliminates

Observations

Table 2. Treatment details: (MYMOP) Measure Yourself Medical Outcome Profile; (ST) Stomach; (SP) Spleen; (LI) Large Intestine; and (KI) Kidney

Continued/

Chronic tiredness score
further reduced to 2
Hot flushes score remained
at 2
Well-being score remained
at 2

Chronic tiredness score
reduced from 5 to 3
Hot flushes score reduced
from 3 to 2
Well-being score reduced to
2

Chronic tiredness score
increased from 4 to 5
Hot flushes score reduced
from 5 to 3
Well-being score remained
at 3

MYMOP results after
treatment
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 2015 Acupuncture Association of Chartered Physiotherapists

Rationale

 2015 Acupuncture Association of Chartered Physiotherapists

To lift the spirits, and for shallow
breathing predicated on anxiety
To calm the mind, relieve anxiety
and bring objectivity
To relieve Spirit Level tiredness
SP4 used specifically because of its
connection with ancestry at this
difficult time for the subject

‘‘Some improvement with levels of
fatigue. More able to cope with
the current demands of life at the
moment.’’

‘‘Minimal hot flushes, none at
night and sometimes one during
the day, but not every day.
Anxious about Mum’s health.’’

Subject’s comments after
treatment and/or from the
MYMOP questionnaire

Right distal pulse somewhat ‘‘urgent’’
The addition of source points to the
treatment was considered, but pulse
volume and quality rose very well, so this
was not pursued
There has been a general improvement in
the subject’s left proximal pulses over the
course of treatments so far; the pulse
now appears to be retaining the effects of
treatment between treatments, and
provided the best response to date The
subject’s facial colour is excellent, with
little evidence of the muddiness with
which she had initially presented

Subject looked well; fresh-faced and
‘‘awake’’
Pulse levels had been maintained from
the previous treatment, and the Water
pulse rose to its best level to date
All pulse levels rose and appeared to be
more rooted

Observations

Chronic tiredness score
remained at 2
Hot flushes score remained
at 1
Well-being score reduced
from 3 to 2

Chronic tiredness score
remained at 2
Hot flushes score reduced
from 2 to 1
Well-being score increased
from 2 to 3

MYMOP results after
treatment

*The Akabane test is a diagnostic tool that is primarily used to ensure that the bilateral branches of each channel are functioning together in an equal and balanced manner. Therefore, the test examines the relative strength
of the Qi between the left and right branches of each individual channel. A lighted taper is passed over the nail point of a pair of channels, and the number of passes made before the patient feels the heat is recorded.
Although some discrepancy in scores is taken into account, a differential of approximately 25% between the two scores illustrates a possible Akabane imbalance. For an imbalance to be confirmed, the test would be
repeated over the same points, and if the same result is obtained, the junction point on the deficient official’s channel is needled.

Treatment 5
Kidney chest point:
KI26 (Amidst Elegance)
Tonification needling technique with five
cones of moxa
SP6 (Three Yin Crossing)
Junction points:
ST40 (Abundant Splendour)
SP4 (Prince’s Grandson)
Tonification needling technique with three
cones of moxa

Treatment 4
SP6 (Three Yin Crossing)
SP6 to affect the three yin
ST36 (Leg Three Miles)
meridians, i.e. Kidney, Spleen and
SP3 (Supreme White)
Liver, and in conjunction with the
Tonification needling technique with three Earth element points, i.e. ST36
cones of moxa
and SP3, to tonify Qi and Blood,
relieve chronic tiredness, dispel
Damp, and ground the treatment

Treatment and acupuncture points

Table 2. (Continued)
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which Qi is flowing, and then a clockwise rotation of 180o.
Moxibustion is the use of dried mugwort,
Artemisia vulgaris L. A small quantity of moxa is
placed on the acupuncture point(s) prior to
needling and set alight. The moxa burns until the
patient reports feeling warmth, whereupon it is
removed. Moxa is used to enhance the effect of
treatment on all levels, for additional help in
promoting the building of Qi and Blood, and to
provide nourishment and warmth in cases of
deficiency.
Treatment
Table 2 details the treatments given, the rationale
for these, the comments from the subject and
the MYMOP questionnaire, as well as observations and the MYMOP results.

Results
The subject’s chronic tiredness score rose from 4
to 5 after the first treatment session. The largest
decrease in this score then took place between
treatments 2 and 3, when it fell from 5 to 3.
There was a further reduction to 2 at the fourth
session, and it remained at this level for the rest
of her treatments and at follow-up.
The score for hot flushes decreased from the
first treatment, when it was 5, and continued to
decrease until treatment 5 and at follow-up,
when it was 1.

Table 3. Quantitative data: (MYMOP) Measure Yourself Medical Outcome Profile
Score
Variable
Symptom 1: hot
flushes
Symptom 2:
chronic
tiredness
Activity
Well-being
MYMOP profile
(mean)

Change
Baseline Treatment 5 Follow-up in score
5

1

1

4

4

2

2

2

0
3
3

0
3
1.5

0
2
1.25

0
1
1.75*

*The change in the MYMOP profile score was clinically meaningful
(CAPC 2015).

The subject’s well-being score had decreased
from 3 to 2 by treatment 3. It remained at this
level until treatment 5, when it returned to 3, and
then decreased to 2 at follow-up.
Outcomes
The subject’s MYMOP scores are presented in
Table 3 and Fig. 1.
Qualitative data
In addition to the MYMOP scores, the subject
commented:
‘‘Previous [acupuncture] treatments made little
improvement in comparison to the fiveelement [sessions], [and] the relief from symptoms was short-lived by comparison.

Figure 1. Measure Yourself Medical Outcome Profile scores over the course of the treatment: (–-●–-) hot flushes;
(– – L– –) tiredness; (——) activity; and (—•—) well-being.
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‘‘My flushes have virtually disappeared and I
have a much better sleep pattern. I find that,
on the day of treatment, my sleep is poor, but
after this, I sleep very well and deeply.
‘‘When moxa is being used, it gives me a
sense of peace; it makes me feel sleepy and
content.
‘‘I have [experienced] some improvement
with levels of fatigue and clearer thinking.
‘‘Unfortunately, life events have been up
and down; however, the treatments have provided an overall improvement, which enables
me to cope more easily.’’
It is possible that the subject’s well-being score
was affected by the illness and anticipated death
of a very close relative from around the time
treatment 4.

Discussion
The results demonstrate a good to very good
change in the present subject’s health and wellbeing over the course of her treatments. There
were overall improvements of 50%, 80% and
33% in her experience of chronic tiredness, the
frequency of her hot flushes and her general
well-being, respectively. A change of 1 or more
in the profile score is clinically significant (CAPC
2015), and a change score of 1.75 was recorded
in the present study. There is little doubt that the
bereavement that the subject began to anticipate
around the time of treatment 4, as well as the
associated activity that she was forced to engage
in so as to care for a close elderly relative prior to
that person’s death, did not contribute positively
to the treatment outcome. In particular, her
well-being was affected; for example, she began
to report other symptoms that are more closely
associated with a stressful event, such as anxiety,
shallow breathing and gastric problems.
The subject seemed to respond particularly
well to the use of moxa, which she identified as
‘‘greatly improving this experience’’. In practice,
TCM practitioners may consider avoiding the
use of moxa in cases where Heat is present.
However, in line with the principle that moxibustion is a method of augmenting Qi, and also
a modality that has a potent invigorating effect
on the body, which makes it particularly suitable for treating conditions involving extreme
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deficiency (Beinfield & Korngold 1991), such
as fatigue, its use appeared to greatly benefit
the subject.
De Valois et al. (2010) reported a mean reduction of 49.8% in tamoxifen-induced hot flush
and night sweat frequency, and Watkins (2014)
described 100% and 66% overall improvements
in hot flushes and activity, respectively. Furthermore, a Cochrane review of randomized trials
(Roberts 2007) found a 75% reduction in hot
flushes as a result of treatment with HRT.
Therefore, the present results compare favourably with those of other studies, including investigations of treatment with conventional
medicine.
Limitations
The quantitative and qualitative data reported in
the present study clearly demonstrate the effectiveness of FEA in the treatment of symptoms
associated with the menopause. The strength of
this form of acupuncture is that it addresses the
root problem, and supports the individual patient
as he or she regains health and balance. It is not
necessarily problematic that the subject experienced what could be regarded as a setback in her
progress when her life circumstances took a
temporary turn for the worse. In fact, the treatment rationale was slightly altered in order to
accommodate her more-urgent needs. Harmonizing a patient’s entire health without compromising the progress of the original issue is a
strength of FEA.
The weaknesses of this study include a lack of
long-term follow-up data, and an absence of
other studies focusing on tiredness and fatigue
connected with the menopause with which comparisons could have been made. Further research
could, perhaps, be more focused on the collection of qualitative data since tiredness and fatigue
could arguably be regarded as a more subjective
complaint.

Conclusions
The experiences of health and well-being of
menopausal women can be complex, highly individual and subjective. The range of symptoms
may vary between individuals, with some being
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more aggressive and troublesome than others,
and therefore, chronic tiredness may or may not
be reported by each woman. The focus of the
literature appears to be on the treatment of hot
flushes, and there is a lack of available information on the treatment of chronic tiredness
associated with the menopause with either conventional healthcare or CAM. However, since
the treatment of menopausal problems needs to
take into account that women are shaped by
many factors besides biology, any treatment
protocol ought to allow for those individual
circumstances (Scheid 2007). Five-element acupuncture is a form of treatment that focuses
entirely on generating and maintaining balance
by supporting and strengthening a patient’s
health and well-being, as opposed to treating
individual symptoms, or for example, providing
drug therapy that might have unwelcome side
effects, but may or may not relieve a condition.
The results of the present study illustrate that
FEA has, at the very least, a useful role to play in
the treatment of menopausal chronic tiredness
and some menopausal symptoms in general,
particularly for those women who wish to avoid
conventional drug treatments, because its treatment protocol is based on the individual’s experiences, which do not always fit a prescribed
therapeutic procedure.
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Acupuncture as an adjunct to standard
physiotherapy in the management of golfer’s
elbow
P. Agarwal
Private Practice, Waltham Abbey, Essex, UK

Abstract
This case study documents the use of acupuncture in the treatment of a middle-aged female
with acute tendonitis of the right elbow joint caused and/or precipitated by work-related
activities. It also highlights the role of acupuncture as an adjunct to standard physiotherapy
modalities and treatment techniques in the management of this condition. The subject
presented with golfer’s elbow and tennis elbow in her right forearm. She was initially treated
with physiotherapy modalities before acupuncture was administered. The subject responded
positively to needling both in terms of her immediate reaction to treatment and with regard to
the persistence of its effects over time. In this case, acupuncture as an adjunct to physiotherapy
improved function and also reduced pain scores on a visual analogue scale.
Keywords: acupuncture, elbow joint, golfer’s elbow, tendonitis, tennis elbow.

Introduction
Golfer’s elbow is a common condition that is
characterized by pain at the medial epicondyle of
the humerus that is aggravated by resisted muscle
contraction of the wrist flexors and supinator
(Tyler et al. 2014). Also known as medial epicondylitis, and seen commonly in golfers and pitchers, this condition develops as a result of medial
stress overload on the flexor musculature at the
elbow. Overloading of the medial elbow muscle
is typically caused by repetitive golf swings or
pitching, hence the terms ‘‘golfer’s elbow’’ and
‘‘pitcher’s elbow’’ (Lee & Lee-Robinson 2010).
Most pathology occurs in the musculotendinous origin of the flexor carpi radialis and
pronator teres. Large diffuse tears can also occur
in the palmaris longus, flexor digitorum superficialis and flexor carpi ulnaris muscles. The injury
Correspondence: Prity Agarwal, Flat 3, Evergreen
Apartments, 253–269 High Road, Woodford Green,
London IG8 9FB, UK (e-mail: prityagarwal80
@gmail.com).
 2015 Acupuncture Association of Chartered Physiotherapists

is a result of tendinous microtearing caused by
muscle–tendon overload. Following this overload, tendon degeneration occurs instead of
repair (Lee & Lee-Robinson 2010).
A variety of specific treatment strategies have
been described over the years, including electrophysical modalities, corticosteroid injections,
exercise therapy and mobilization, low-level laser
therapy, repetitive low-energy shockwave treatment, and isolated eccentric training. Typical
physiotherapy interventions include wrist flexor
stretching, isotonic wrist flexor strengthening,
ultrasound, cross-friction massage, and heat and
ice treatments (Tyler et al. 2014).
Tennis elbow is one of the most common
lesions affecting the arm. Several hypotheses
have been put forward concerning its aetiology,
ranging from intrinsic causes such as bursitis and
periostitis to cervical dysfunction. The main
factors in the pathogenesis of tennis elbow are
overuse, inflammation and degeneration (Lee &
Lee-Robinson 2010).
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It is generally a work- or sports-related pain
disorder, and involves macroscopic and microscopic tears in the extensor carpi radialis brevis.
These tears are usually caused by excessive quick,
monotonous and repetitive eccentric contractions and gripping activities of the wrist. The
dominant arm is commonly affected. This condition has a prevalence of 1–3% in the general
population, but this increases to 19% for individuals between 30 and 60 years of age; it also
appears to be longer-lasting and more severe in
women (Stasinopoulos & Johnson 2004).
Tennis elbow has a well-defined clinical presentation. The main complaints are pain and
decreased grip strength, both of which may
affect activities of daily living (ADLs). Diagnosis
is simple, and can be confirmed by tests that
reproduce the pain, such as palpation over the
facet of the lateral epicondyle, resisted wrist
extension, resisted middle finger extension and
passive wrist flexion (Haker 1993).
Numerous treatments have been tried for
tennis elbow, including corticosteroid injection,
electrical stimulation, manipulation, low-level
laser therapy, acupuncture, counterforce splints,
ultrasound, phonophoresis, surgery and extracorporeal shock waves. However, no one treatment
has proved to be universally efficacious (Tyler et
al. 2014).
Acupuncture can be a very effective treatment
for tendonitis, either as an adjunct to standard
Western treatments or on its own. Needling is
believed to stimulate the nervous system and
cause the release of neurochemical messenger
molecules. The resulting biochemical changes
influence the body’s homeostatic mechanisms,
thus promoting physical and emotional wellbeing. The stimulation of certain acupuncture
points has been shown to affect areas of the
brain that are known to reduce sensitivity to pain
and stress, as well as promote relaxation and
deactivate the ‘‘analytical’’ brain, which is responsible for anxiety (Bradnam 2003, 2007).

Case report
Background
A 63-year-old female presented to a private
physiotherapy clinic with pain in her right elbow
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and the medial aspect of her forearm. This had
begun 3 months previously while she was pulling
up old plants in her garden, and was aggravated
when she picked up her granddaughter. It took
the form of an intermittent and activity-related
dull ache. The pain was aggravated when she
lifted heavy objects at work, and relieved by rest.
Local application of pain-relieving gels did not
offer any relief. The subject’s pain score on a
visual analogue scale (VAS) was 6/10. The ache
was localized in her right elbow region, and there
was no radiation or referral to her arm and wrist.
She reported a history of tennis elbow in the
same elbow that had occurred 2 years previously.
The subject worked in a local school as a
teaching assistant and also as a midday meal
assistant.
Clinical examination
On observation, there were no obvious signs of
inflammation. There were no symptoms of pain
with either active or passive movements of the
subject’s forearm. Ulnar deviation of the wrist
and combined wrist flexion with ulnar deviation
produced discomfort. Resisted wrist flexion was
painful. Localized tenderness in the extensor
belly of her forearm was recorded as a routine
finding, but this was not related to her pain.
There was some palpable crepitus in the intercarpal joint, but this was not symptomatic.
Functionally, the subject had difficulty lifting
heavy objects at home and work; for example,
carrying shopping, vacuuming and lifting heavy
tables at meal times in her workplace.
According to her history and the clinical
examination, the subject appeared to present
with right-sided golfer’s elbow along with flexor
carpi ulnaris muscle strain.
Treatment
The main treatment goals were to relieve the
patient’s pain and improve her level of function
so that she would be able to lift and manoeuvre
heavy objects without discomfort.
The subject was treated with transverse friction massage of her right-sided wrist flexors,
mobilization of her carpal joints and superior
radio-ulnar joint mobilization. She was advised
to stretch her wrist flexors and extensors, and to
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use her shoulder muscles to lift and manoeuvre
heavy objects at home and in her workplace.
Following treatment, her pain score improved to
3/10 on the VAS.
The subject returned to the clinic after 4 weeks
and reported feeling the benefit of her exercises,
but her pain returned during the Christmas
period, when she stopped exercising. She also
had difficulty picking up her granddaughter
because of the pain. Her pain score on the VAS
was now 6/10. On examination, she had tenderness over the medial and lateral epicondyle
regions. The subject had spasm of her wrist
extensor muscles, as well as pain on resisted wrist
flexion and extension. She had developed combined tennis elbow and golfer’s elbow. She was
treated with ultrasound (0.8 W cm–2 for 5 min at
1 MHz) and massage over the wrist extensor
muscle belly. Following treatment, her pain score
reduced in intensity to 3/10 on the VAS.
At the next session, which took place 2 weeks
later, the subject reported that the symptoms in
her right elbow and her forearm pain were
improving, with pain only being reproduced
during ADLs. Her pain score was 3/10 on the
VAS. She described some discomfort in her
neck. The subject was treated for this with
mobilization of her cervical and upper thoracic
spine, and massage over her neck and upper
back. Resisted movements of her right wrist
were strong and painless. She was advised to do
resistance exercises to strengthen her wrist flexors and extensors.
The subject returned 3 weeks later, and
reported some improvement in her right elbow
symptoms. She described discomfort in the
medial epicondyle region of her right elbow
when pushing down on her hand, as well as
during ADLs like lifting heavy objects and using
a vacuum cleaner. She had not been compliant
with her exercises during this period. On examination, there was localized tenderness over the
medial head of her biceps. All resisted movements of her right wrist, forearm and elbow
joints were painless and strong. The subject was
treated with transverse friction massage over the
medial head of her biceps.
She was given information on acupuncture
and consented to receiving treatment.
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Acupuncture treatment
Acupuncture needles were inserted at the Small
Intestine (SI) 8, Heart (HT) 3, HT4, HT7 and
Large Intestine (LI) 4 points on the subject’s
right forearm. She had had previous experience
of acupuncture, and consented to this form of
treatment during this session. Acupro needles
(Cambridge Acupuncture Supplies, Manchester,
UK) of 0.25  25 mm in diameter and length
were inserted perpendicularly. The needles were
left in situ for 15 min. Manual stimulation was
carried out three times (i.e. every 5 min) by
twisting the needles to stimulate these points.
The subject exhibited a local twitch response to
stimulation. Following treatment, the patient did
not experience any pain when pushing down on
her hand.
The next session took place 4 weeks later. The
subject’s right arm pain had improved. She had
VAS pain score of 3/10 when wiping surfaces at
home and performing ADLs such as using a
vacuum cleaner. However, she was able to carry
on with these activities despite the pain. The
subject had a localized area of tenderness under
the medial head of her biceps. Resisted pronation and wrist flexion produced slight discomfort
in the medial aspect of her elbow. She was
treated with mobilization of the superior radioulnar joint with grade III anterior-to-posterior
glides to the head of the ulna. The subject was
also treated with acupuncture, and the SI8,
Pericardium (PC) 6, HT3, HT4, HT7 and LI4
points on her right forearm were needled. Acupro needles of 0.25  25 mm in diameter and
length were again inserted perpendicularly and
left in situ for 15 min. Manual stimulation was
also carried out three times (i.e. every 5 min) by
twisting the needles to stimulate these points.
The subject exhibited a local twitch response to
the stimulation. She reported having no pain
after the treatment session.

Discussion
Acupuncture is one of the most frequently used
physiotherapy modalities for treating a large
number of conditions including, but not limited
to, low back pain, neck pain, knee dysfunction,
trigger point release and headaches. One such
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condition is tendinopathy of the elbow. The
present case report highlights that not using the
correct muscles for a task can precipitate tendinopathy. Employing an evidence-based treatment approach did bring about some of the
desired effects, but the addition of acupuncture
enhanced the treatment approach in terms of
both pain management and improving function.
Furthermore, the effects of acupuncture were
longer lasting than those of the other treatment
techniques used.
Fink et al. (2002) proposed that the stimulation
of afferent pathways is responsible for the analgesic effect of acupuncture. The excitation of
afferent  fibres can cause segmental pain
modulation and also activate descending pain
inhibitory systems (Fink et al. 2002).
Zhao (2008) discussed the analgesic mechanisms of acupuncture in detail. According to
Bisset et al. (2005), acupuncture may help to
relieve the symptoms of tendonitis of the elbow,
such as pain and inflammation, by:
+ stimulating nerves located in muscles and
other tissues, which leads to release of endorphins and other neurohumoral factors (e.g.
neuropeptide Y and serotonin), and changes
the processing of pain in the brain and spinal
cord;
+ delivering analgesia via -adrenoceptor
mechanisms;
+ increasing the release of adenosine, which has
antinociceptive properties;
+ modulating the limbic–paralimbic–neocortical
network; and
+ reducing inflammation by promoting the
release of vascular and immunomodulatory
factors.
Bisset et al. (2005) also reported that there is
controversy in the literature, and little evidence
to support the use of conservative treatments
such as ultrasound, iontophoresis with nonsteroidal anti-inflammatory drugs, deep transverse friction massage or acupuncture. Although
frequently proposed in clinical settings, where
these modalities have been reported to be effective, only one clinical study has confirmed the
effects of such approaches. However, some
studies have reported that these treatments show
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positive effects with regard to reducing pain and
improving function in patients with tendinopathies (Zhao 2008).
There is some evidence that eccentric
strengthening programmes may be effective in
the treatment of tendinopathy. According to
Page (2010), eccentric exercise may also provide
neuromuscular benefits through the central
adaptation of both agonist and antagonist muscles; therefore, therapeutic eccentric exercise may
provide both structural and functional benefits
during tendinopathy rehabilitation. Eccentric
strengthening exercises were added to the treatment regimen in the present case, and these
could have added to the effectiveness of the
programme.
In the present study, the standard physiotherapy treatment protocol was followed in the
initial stages of treatment, and this did provide
the subject with short-term relief. She received
therapeutic ultrasound, transverse friction massage and eccentric exercises as standard physiotherapy treatment. Later on, acupuncture was
used as an adjunct to this regimen. Although
the subject had responded favourably to standard physiotherapy treatment, the addition of
acupuncture meant that the effects lasted for
longer.
Reasoning for the acupuncture points
selected
Small Intestine 8. This point is located on the
medial aspect of the elbow, in the depression
between the olecranon of the ulna and the
medial epicondyle of the humerus. In traditional
Chinese medicine (TCM), SI8 is classified as a
He-Sea point of the Small Intestine meridian.
The indications for using this point include pain
in the elbow and arm, and epilepsy. In terms of
its function, SI8 activates the meridian, alleviates
pain, and clears Heat and Damp-Heat. Needling
involves perpendicular insertion to a depth of
0.3–0.5 cun.
Pericardium 6. Located on the palmar aspect of
the forearm, 2 cun above the transverse crease of
the wrist, PC6 is found on the line connecting
PC3 and PC7, between the tendons of the
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palmaris longus and flexor carpi radialis muscles.
In TCM, this point opens the chest, regulates
Heart Qi, calms the Shen, harmonizes the
Stomach, relieves nausea and vomiting, and regulates Qi. Pericardium 6 is an extremely popular
and useful point. The Luo-connecting points of
one meridian can communicate with two meridians. Needling involves perpendicular insertion
to a depth of 0.5–1.0 cun.
Heart 3. With the elbow flexed, this point is
located between the ulnar end of the cubital
crease and the medial epicondyle of the humerus.
In TCM, HT3 is indicated for problems such as
pain, numbness and tremors in the lower arms
and/or hands, and Parkinson’s disease and
stroke. It is a good local point for promoting the
movement of Qi and Blood, and for golfer’s
elbow. Needling involves perpendicular insertion
to a depth of 0.5–1.0 cun.
Heart 4. This point is located 1.5 cun above the
wrist crease on the radial side of the tendon of
the flexor carpi ulnaris muscle. In TCM, it is a
local point for pain in the elbow and/or arm, and
ulnar-sided wrist pain. Needling involves perpendicular insertion to a depth of 0.3–0.5 cun, or
oblique insertion in a proximal or distal direction
(i.e. along the meridian).
Heart 7. Located at the wrist crease, on the radial
side of the tendon of the flexor carpi ulnaris
muscle, HT7 lies between the ulna and the pisiform bones. It tonifies deficiencies in Heart Qi,
Blood, and yin and yang. It is also indicated for
emotional issues, especially those that manifest
with related sleep or mental problems, such as
insomnia and muddled thinking. In TCM terms,
Heart and Phlegm Fire lead to insomnia, anxiety,
mania. Needling involves perpendicular insertion
to a depth of 0.3–0.5 cun.
Large Intestine 4. This point is located on the
dorsum of the hand, between the first and
second metacarpal bone within the adductor
pollicis muscle. Large Intestine 4 is found at the
midpoint of the second metacarpal bone, close
to its radial border. It has been suggested that
distal stimulation activates supraspinal mecha 2015 Acupuncture Association of Chartered Physiotherapists

nisms, resulting in descending pain inhibition
from the periaqueductal grey matter, and the
release
of
natural
opioids,
including
-endorphins, enkephalins and dynorphins. This
analgesic mechanism is also thought to be
important for longer-term effects. Acupuncturists practising TCM consider LI4 to be the
master point for pain and relaxation because it is
the distal point along the Large Intestine meridian. It has also been suggested that it aids the
flow of Qi along the entire meridian (Wingfield
2014). Needles should be inserted to a depth of
0.5–1.0 cun
Limitations
The present case report is limited both by its
design, and the fact that acupuncture was introduced at a later stage of the rehabilitation programme. Since it was used as an adjunct, it is not
possible to assert that the results were solely
affected by acupuncture. No objective outcome
measures were used in this study because of the
nature of the setting. Only the VAS was used as
a subjective outcome measure. The subject was
not seen on a regular basis for follow-up. Usually, seeing patients on a weekly basis allows their
progress to be followed up more closely. However, because of the nature of the private setting,
the present subject could not be seen regularly.
Therefore, a more regular patient follow-up and
the use of acupuncture alone might have
improved the strength of this case study.

Conclusion
After being diagnosed with tendonitis of the
right elbow, the present subject was initially
treated with traditional physiotherapy techniques. Although she reported some improvements in her elbow pain and symptoms, the
effects did not last for long. However, when
acupuncture was used, there were further
improvements in her pain intensity and symptoms, and these effects lasted for longer than
those produced by the other treatment modalities.
The key messages of the present case report
are listed in Box 1.
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Box 1. Key messages: (HT) Heart; (SI) Small Intestine;
and (LI) Large Intestine

+ Elbow tendinopathies are common disorders caused by heavy lifting, and using
the wrist and forearm muscles instead of
the shoulder muscles for this activity.
+ Acupuncture is a well-accepted and
proven treatment modality for the management of tendinopathy.
+ Acupuncture can be used as an adjunct
to the standard physiotherapy management of golfer’s elbow.
+ Acupuncture points such as HT3, HT4,
HT7, SI8 and LI4 are useful in the
management of golfer’s elbow.
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during pregnancy
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Trust, Peterborough City Hospital, Peterborough, UK

Abstract
The aim of this case study was to assess the efficacy of acupuncture treatment for pelvic girdle
pain (PGP) during pregnancy. The subject was a primigravida with pregnancy-related PGP who
received six weekly sessions of acupuncture. The outcome measures used included the Pelvic
Girdle Questionnaire, the Clinically Useful Anxiety Outcome Scale, and active lumbar range of
motion (ROM) and function. After six sessions of physiotherapy, the woman’s pain had
reduced, her lumbar ROM had returned to normal and she was able to partake in activities of
daily living without pain. Acupuncture is an effective treatment for pregnancy-related PGP, and
it may be used as a complementary adjunct to standard physiotherapy treatment.
Keywords: acupuncture, pelvic girdle pain, pregnancy.

Introduction
Pelvic girdle pain (PGP) is defined as: ‘‘[pain]
experienced between the posterior iliac crest and
the gluteal fold, particularly in the region of the
sacroiliac joints (SIJ). The pain may radiate in the
posterior thigh and can also occur in conjunction
with/or separately in the symphysis’’ (Vleeming
et al. 2008, p. 795). The European guidelines on
PGP (Vleeming et al. 2008) classify it as pain that
arises in pregnancy that can only be diagnosed in
the absence of lumbar causes, and if reproducible, through very specific clinical or pain provocation tests.
About 45% of all pregnant women will suffer
from PGP, and post-partum pain remains in up
to 7% of patients (Wu et al. 2004). According to
Correspondence: Liezl Rossouw, Senior Physiotherapist –
Women’s Health, Rehabilitation Department 007,
Peterborough and Stamford Hospitals NHS Foundation
Trust, Peterborough City Hospital, Edith Cavell Campus, Bretton Gate, Peterborough PE3 9GZ, UK
(e-mail: liezl.rossouw@pbh-tr.nhs.uk).
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Katonis et al. (2011), PGP is four times as
prevalent as lumbar pain during pregnancy.
The symptoms of PGP can include diminished
endurance and reduced tolerance of the activities
of daily living (ADLs), and aggravating actions
may include walking, standing, sexual intercourse, changing position in bed and unequal
weight-bearing through the lower limbs. We now
know that these symptoms can affect patients’
quality of life and may lead to increased absenteeism from work (Norén et al. 1997).
The aetiology of pregnancy-related PGP is a
topic of constant debate and there is no consensus. Several causes have been proposed, including hormonal changes, postural changes,
mechanical dysfunction and trauma.
It is widely accepted that mechanical dysfunction is a result of altered motor patterns that are
adopted by individuals in order to manage and
prevent pain. However, if the abnormal loading
in the surrounding joints and muscle tissue is not
addressed, these altered motor patterns will continue to cause further pain (Vleeming et al. 2008).
87

Pelvic girdle pain during pregnancy
Kristiansson et al. (1996) suggested that relaxin
plays a role in pregnancy-related PGP because of
this hormone’s ability to induce changes in pelvic
connective tissue. However, Björklund et al.
(2000) found no relationship between serum
relaxin levels and PGP in pregnancy.

Case report
Background
The present subject was a 28-year-old female
who presented with pregnancy-related PGP. She
was a primigravida at 32 weeks’ gestation.
Clinical examination
The subject’s pain radiated into her posterior
thigh, and was localized bilaterally around her
SIJ, although more on the right side than the left.
She described the pain as a dull ache for most of
the time, but with sharp stabbing sensations
when aggravated. The subject reported that her
symptoms were eased by sitting down to rest,
using heat therapy and her husband giving her a
massage in the evenings.
Her pain had been ongoing for 5 weeks. There
had been no specific cause to explain its onset,
and it was gradually worsening. The subject’s
pain was aggravated by walking for longer than
10 min, pushing a shopping trolley, rolling over
in bed and sexual intercourse. She usually
enjoyed swimming and walking the family dog,
but because of her increasing levels of pain, she
had stopped both activities.
A diagnosis of PGP requires positive results
for specific clinical criteria, such as:
+ a modified Trendelenburg’s test;
+ Gaenslen’s test;
+ the straight leg raise (SLR) test;
+ Patrick’s test for flexion, abduction and external rotation (FABER);
+ the posterior pelvic pain provocation (P4)
test;
+ long dorsal sacroiliac ligament palpation; and
+ palpation of the symphysis pubis for pain or
tenderness (Vleeming et al. 2008).
In the present case, the objective findings were:
+ reduced lumbar range of movement (ROM)
in forward flexion to 60% of normal (the
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subject was usually able to touch the
floor);
+ a positive SLR test bilaterally;
+ a positive P4 test bilaterally;
+ a positive Patrick’s FABER test bilaterally;
+ reduced lumbar intraspinal movement
between L4, L5 and S1, as revealed by spinal
palpation;
+ local tenderness bilaterally over the SIJ on
palpation; and
+ tenderness bilaterally over the paraspinal erector spinae muscles from L4 to S1.
Based on the subjective history and the objective
findings, a diagnosis was made of PGP during
pregnancy.
The European guidelines (Vleeming et al.
2008) recommend individualized physiotherapy
sessions and exercise for PGP during pregnancy.
Prior to starting acupuncture therapy, the present subject attended four individual physiotherapy sessions that included gentle gluteal and
lower abdominal muscle-strengthening exercises,
SIJ mobilizations, a home exercise programme,
and advice on adapting and changing her ADLs
(POGP 2015).
During a randomized single-blind controlled
trial, Elden et al. (2005) found that acupuncture
was supplementary to standard treatment
options for PGP, and furthermore, that it was
preferable to stabilizing exercises for the management of PGP. According to the European
guidelines, ‘‘there is evidence that acupuncture
seems to alleviate LBP [low back pain] and pelvic
pain during pregnancy’’ (Vleeming et al. 2008, p.
810). The results of studies comparing true and
sham acupuncture have revealed that it is not
simply a placebo (Leibing et al. 2002), and that it
should be regarded as a valuable treatment
option.
Prior to the commencement of acupuncture
treatment, contraindications were ruled out and
precautions were taken, the after-effects of acupuncture were explained to the subject, and she
was also informed of the possible side effects of
and adverse reactions to treatment (AACP 2014).
De Qi, a sensation experienced during needle
stimulation that can be described as aching,
tingling, pressure, numbness and heaviness, was
 2015 Acupuncture Association of Chartered Physiotherapists
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explained to the subject. It has been suggested
that De Qi is experienced as a result of the
stimulation of both myelinated and unmyelinated
nerve fibres. The slow-conducting  and
C-fibres in the tendinomuscular layers appear to
be involved in De Qi (Hui et al. 2007).
The subject signed an acupuncture consent
form once all the relevant information had been
provided and she felt that she was able to make
an informed decision (AACP 2014).
Treatment
The 30-min treatment sessions took place on a
weekly basis. Sterile stainless steel needles (0.25
 30 mm) were used (Scarborough, Scarboroughs Ltd, Crewkerne, Somerset, UK). These
were inserted to a depth of 1.5–2 cm in order to
evoke De Qi. The needles were stimulated every
5–10 min and were left in situ for 20 min on each
occasion.
In the present case, the aim of the acupuncture
treatment was to induce: pain relief through local
effects such as the release of endorphins and
local chemicals, and segmental analgesia; and
descending inhibitory pathway stimulation in
order to decrease central sensitization. These
responses are based on gate control theory
(Melzack & Wall 1965), and central desensitization through peripheral endogenous opioid
release (Wang et al. 2008), respectively.
Local effects can be explained as the results of
the micro-injuries that occur because of the
needle prick. This induces an inflammatory process that causes release of local endorphins, which
may explain why pain relief occurs for up to
2–3 days after acupuncture treatment (Carlsson
2002).
The use of segmental and extrasegmental needles has the potential to stimulate  fibres, and
therefore, reverse central sensitization and hyperalgesia (Sandkühler et al. 1997; Sandkühler 2000).
Furthermore, acupuncture works by inducing
central effects that reduce the levels of stress
hormones such as adrenaline and plasma cortisone in the tissue (Carlsson 2002).
Point selection
Both segmental and extrasegmental points were
selected according to the subject’s pain pattern
 2015 Acupuncture Association of Chartered Physiotherapists

on the body chart that was completed during the
subjective questioning, as well as local areas of
tenderness found on palpation (Elden et al.
2005). Further point selection was based on the
present author’s knowledge and experience
(Table 1).
The Bladder meridian corresponds to the dermatome levels that are involved in LBP and SIJ,
i.e. L1–S2. Local points were chosen to address
the subject’s reduced lumbar intraspinal movement and active lumbar ROM, and the local
tenderness in her paraspinal muscles and SIJ.
Segmental points were selected to further
enforce the effect of the local points, and to
induce segmental stimulation of dermatomes and
myotomes. Extrasegmental points were used to
improve the subject’s general well-being and
reduce her anxiety (AACP 2014).
Certain points are contraindicated for use
during pregnancy, and therefore, even though
these are indicated for PGP, the present author
did not consider employing them (AACP 2014).
The subject was positioned in left side-lying
with support between her knees and under her
abdomen, and slight head elevation to improve
diaphragmatic breathing.
Point rationale
Bladder (BL) 26, BL27 and BL28 were chosen
for local effects because these are located close
to L4, L5 and the SIJ. Bladder 54 is a strong
point within this meridian that is indicated for
lumbosacral pain and is effective for pain relief.
Bladder 62 is a strong distal point for LBP that
also has a segmental effect because it stimulates
the L5–S1 dermatome (AACP 2014). Bladder
26, BL27, BL28 and BL62 act on the same spinal
level, and therefore, inhibit the dorsal horn’s
ability to transmit nociceptive stimuli (Bradnam
2007). Bladder 62 is a very strong point for LBP
when used in combination with Small Intestine 3
(ACATCM 2015). Huatuojiaji (HJJ) points were
added at BL26 to further relieve lumbosacral
pain and to further enforce the Bladder meridian
points. It is known that HJJ has an analgesic
effect on the tissue supplied by the spinal nerves
(Bradnam 2007).
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Table 1. Treatment and objectives: (BL) Bladder; (ST) Stomach; (HJJ) Huatuojiaji; (SI) Small Intestine; (ROM) range of movement; and
(LBP) low back pain
Treatment

Acupuncture points

Objectives and point rationale

Week 1

BL26
BL27
BL54
BL62

Reduce pain and reinforce the patient’s confidence in acupuncture
Local points to stimulate local effects

Week 2

BL26
BL27
BL54
BL62
ST36 (right)

Continue pain reduction, improve lumbar ROM, reduce local tenderness and improve
general well-being
Local points with two distal points, one segmental and one for central desensitization

Week 3

BL26
BL27
BL28
BL54
BL62
ST36 (right)

Bladder 28 added for pain relief; goals as per the previous session
Local points with two distal points, one segmental and one for central desensitization

Week 4

BL28
BL54
BL62
HJJ
ST36 (right)
Yin Tang

Reduce pain, improve function and ROM, reduce anxiety, and improve general well-being
Local points and three distal points; HJJ points added for spinal-level effect

Week 5

BL28
BL54
BL62
HJJ
SI3
ST36 (right)
Yin Tang

Reduce pain, improve function and ROM, reduce anxiety, and improve general well-being
Small Intestine 3 added in combination with BL62 for LBP effects

Week 6

BL28
BL54
BL62
HJJ
SI3
ST36 (right)
Yin Tang

Reduce pain, improve function and ROM, reduce anxiety, and improve general well-being

Stomach 36 is a strong energy point that is
used to improve general well-being and facilitate
central effects (AACP 2014).
Acupressure on Yin Tang has been shown to
reduce anxiety (Acar et al. 2013), and therefore,
this point was chosen to treat the subject’s
nervousness.
The patient experienced no adverse effects at
any point during the six treatment sessions.
The subject reported reduced pain levels after
two sessions, and by the sixth and final treatment, she only had intermittent pain, which she
was happy to self-manage with her home exercise programme. Her lumbar ROM improved
between sessions 3 and 6, and reached an acceptable level for this stage of her pregnancy. By the
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sixth session, the subject had reached full-term
gestation and her treatment was concluded.
Outcome measures
Outcomes measures provide a way of evaluating
the efficacy of an intervention. The Pelvic Girdle
Questionnaire (PGQ; Stuge et al. 2011), a
condition-specific measure, has been developed
for PGP. This assessment is valid for both
pregnancy-related and post-partum PGP. The
PGQ was completed prior to the first and last
acupuncture sessions. A comparison of the completed questionnaires showed a definite improvement in the severity of the subject’s symptoms
and the ADLs affected by her condition. Prior to
the acupuncture intervention, she recorded a
 2015 Acupuncture Association of Chartered Physiotherapists
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score of 67% on the PGQ, but on completion of
the course of treatment, this had fallen to 25%.
The Clinically Useful Anxiety Outcome Scale
(CUXOS) was used to measure the improvement in the subject’s symptoms of anxiety. The
CUXOS has been proven to be an effective
outcome measure for such symptoms (Zimmerman et al. 2010). On initial assessment, a CUXOS
score of 22 was recorded, showing mild anxiety.
On completion of treatment, the CUXOS score
was 7, showing no anxiety.
The objective outcomes measures employed
included assessments of lumbar ROM and function. At the initial assessment, the subject’s
lumbar flexion had been reduced to 60% of
normal because of her PGP. By the sixth and
final session, this been restored to normal ROM
for this stage of gestation without pain. Prior to
starting the course of acupuncture, the subject
could only tolerate walking for 10 min at a time.
On completion of her treatment, she was able to
walk for 30–60 min without pain being a limiting
factor.

Discussion
In the present case study, acupuncture proved to
be effective for pregnancy-related PGP. This
modality should be seen as a suitable treatment
option for the symptoms of this condition. The
PGQ proved to be an effective outcome
measure, showing a reduction in pain scores and
an improvement in function. The CUXOS
showed a decrease in anxiety symptoms.
It is important to note the limitations of the
present case study. The present author is still a
novice practitioner of acupuncture. She is aware
that there are other points that are safe to use in
pregnancy, but these should only be employed
once a specific women’s health acupuncture
course has been completed.

Conclusion
In the presence of local SIJ and paraspinal
muscle tenderness, dry needling could be a
suitable adjunctive therapy to use alongside acupuncture treatment. This should be considered in
future for patients who present with a similar
clinical profile.
 2015 Acupuncture Association of Chartered Physiotherapists
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Acupuncture in the management of vulvodynia:
a pilot study
J. O’Toole
Physiotherapy Department, King’s College Hospital NHS Foundation Trust, London, UK

Abstract
A 32-year-old woman with vulvodynia was referred to women’s health physiotherapy. Her
subsequent treatment included pelvic floor muscle training, vaginal dilators, breathing exercises,
relaxation techniques and acupuncture. A home programme of press needles was also used to
prolong the benefit of acupuncture. A visual analogue scale, the Female Sexual Distress Scale –
Revised and the Measure Yourself Medical Outcome Profile, Version 2, scale were used to assess
patient outcomes. The subject reported a gradual improvement in her symptoms. Improvements
in all outcome measures were observed throughout the course of acupuncture treatment, and she
was able to resume penetrative sexual intercourse within eight treatment sessions.
Keywords: acupuncture, dyspareunia, physiotherapy, vulvodynia.

Introduction
Vulvodynia is defined as a ‘‘vulval discomfort,
most often described as burning pain, occurring
in the absence of relevant visible findings’’
(Haefner 2007, p. 49). Dyspareunia is a typical
symptom of this condition, and is often the main
presenting problem. Psychological morbidity
(e.g. anxiety and/or depression) is significantly
more prevalent in women with vulvodynia (Mandal et al. 2010). The underlying cause of vulvodynia is unknown; however, it has been
suggested that, like chronic regional pain syndrome, it may be associated with sensitization of
the central nervous system (CNS) and enhanced
pain perception (Wilkinson & Stone 2012).
Clinically, women may present with pain at a
specific site or generalized perineal pain. The
International Society for the Study of VulvovagiCorrespondence: Janette O’Toole, Physiotherapy Department, King’s College Hospital NHS Foundation Trust,
Denmark Hill, London SE5 9RS, UK (e-mail:
janette.o’toole@nhs.net).
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nal Disease classifies vulvodynia as either local or
general depending on the affected anatomical site
(Mandal et al. 2010). Pain can be further categorized into provoked (e.g. pain with intercourse
and/or touch), unprovoked (i.e. constant pain or
pain without a trigger) or mixed.
A multidisciplinary approach is considered
best practice to address the different components of vulvodynia (Mandal et al. 2010). This
may include psychosexual therapy, physiotherapy, medication, pelvic floor muscle training
(PFMT), acupuncture and cognitive behavioural
therapy (CBT). The latter is considered to be an
‘‘effective treatment for chronic pain and is
directed toward helping the patient develop a
functional perspective for personal control of
pain’’ (Wilkinson & Stone 2012, p. 239).

Case report
Subjective assessment
A 32-year-old woman was referred via the
urogynaecology department to women’s health
93
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physiotherapy for ‘‘fear of penetrative intercourse’’. On her initial presentation to physiotherapy, the patient’s symptoms included: a
constant ‘‘burning’’ pain in her back passage,
external labia and pubic region; dysuria; and an
exacerbation of pain with emotional stress. At
this time, the subject was working full-time and
in a long-term relationship. In the previous
2 years, she had not attempted penetrative sexual
intercourse because she was fearful that this
might exacerbate her symptoms.
The subject had initially developed urethral
and bladder pain 3 years previously, and had
been treated with sporadic courses of antibiotics.
Eight months after her initial presentation, she
was diagnosed with a Ureaplasma urealyticum urinary infection (a fastidious organism that cannot
be detected by routine urine culture). This
resulted in a delay in the subject receiving effective antibiotic treatment. During this period, she
was off work for 12 months and she started a
new relationship (with her present partner), but
had not engaged in penetrative sexual intercourse
because of pain.

viously attended psychosexual counselling;
however, she reported no benefit from this.
Initial physiotherapy treatment included
PFMT, which focused on contraction and relaxation of the pelvic floor. Vaginal dilators were also
introduced as a home treatment; the aim was to
help to desensitize the subject’s pelvic floor
musculature (Murina et al. 2008), build her confidence and allow her to monitor her progress.
Dilators come in incremental sizes. After starting
with the smallest size, larger dilators are slowly
and progressively inserted into the vagina as pain
allows (VPS 2015). It was recommended that no
attempts at sexual intercourse should be undertaken until a bigger dilator (size 4) could be
tolerated with minimal discomfort [visual analogue scale (VAS) <4/10].
The short-term goals set with the subject were
that she should attempt to insert:

Objective assessment
The objective examination was normal. This
included a clinical examination of the subject’s
abdomen, vagina and lumbar spine. She demonstrated a good PFM contraction, with full relaxation of the pelvic floor, and no trigger points
were identified.

The long-term goals (i.e. ones to be achieved
within eight acupuncture sessions over 8 weeks)
were that:

Clinical impression
A diagnosis of vulvodynia was made after all
medical investigations were reported as normal.
A subset diagnosis of generalized mixed vulvodynia was made for the subject. This was based
on the generalized location of the pain, and the
fact that the pain was reported as both provoked
and unprovoked.
Treatment
Prior to starting physiotherapy, the subject had
commenced CBT and a course of amitriptyline
(50 mg once per day), which continued throughout her physiotherapy treatment. She had pre94

(1) a size 1 dilator – with minimal discomfort –
up to five times per week;
(2) a size 2 dilator within 2 weeks;
(3) a size 3 dilator within 4 weeks; and
(4) a size 4 dilator within 6 weeks.

(1) she should achieve penetrative sexual intercourse with minimal pain (VAS <4/10) after
all the short-term goals had been achieved;
and
(2) her resting pain should be reduced (VAS
<3/10).
The subject successfully achieved the first and
second short-term goals. At this stage of treatment, the introduction of acupuncture was discussed. Common (e.g. feeling faint, fatigue and
bruising) and rare adverse effects (e.g. infection
at the needle site) were discussed. An information leaflet was provided, contraindications
were checked and written consent was obtained.
A VAS, the Female Sexual Distress Scale –
Revised (FSDS-R) and the Measure Yourself
Medical Outcome Profile, Version 2
(MYMOP2), scale were selected as outcome
measures.
 2015 Acupuncture Association of Chartered Physiotherapists
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Table 1. Acupuncture treatment: (LI) Large Intestine; (LR) Liver; and (SP) Spleen
Session

Acupuncture points

Subjective review

Screening visit

LI4 (bilateral)

No change; one attempt at sexual intercourse made, but this was painful

1

LI4 (bilateral)
LR3 (bilateral)

Subject reported a reduction in pain, and was using a size 3 dilator at home

2

LI4 (bilateral)
LR3 (bilateral)
Auricular point (relaxation point)

Subject reported no pain for 2 weeks following treatment, and pain-free use of
the size 3 dilator

3

LI4 (bilateral)
LR3 (bilateral)
SP6 (bilateral)
Auricular point (relaxation point)

Subject reported an increase in pain because of elevated stress levels, but
continuing pain-free use of the size 3 dilator

4

LI4 (bilateral)
LR3 (bilateral)
SP6 (bilateral)
LR8 (bilateral)

Subject improving; she had attempted sexual intercourse with some discomfort

5

LI4 (bilateral)
LR3 (bilateral)
SP6 (bilateral)
LR9 (bilateral)

Subject felt great for 2 days post-treatment, then reported an escalation in pain
with an increase in stress at work; she began to use a size 4 dilator

6

LI4 (bilateral)
LR3 (bilateral)
SP6 (bilateral)
LR9 (bilateral)

Subject reported post-coital irritation, and increased stress because her dog was
dying; she had completed her course of cognitive behavioural therapy

7

LI4 (bilateral)
LR3 (bilateral)
SP6 (bilateral)
LR9 (bilateral)

Subject’s dose of amitriptyline reduced; pain-free sexual intercourse achieved

8

LI4 (bilateral)
LR3 (bilateral)
SP6 (bilateral)
LR9 (bilateral)

Subject achieved penetrative sexual intercourse with minimal discomfort; she
was scheduled for a review in 3 months’ time

The initial acupuncture treatment included
two points for 10 min. Subsequent treatments
included a maximum of eight points for a duration of 30 min. Table 1 details the points used.
De Qi, which was described by the subject as a
dull, heavy, numb sensation, was elicited for all
points at each session. Needle rotations were
also used throughout the treatment to enhance
the effect of De Qi. As recommended by Longbottom (2009), the subject was taught breathing
exercises. She was encouraged to continue with
these at home, especially during times of stress,
so as to reduce anxiety.
Acupressure seeds were introduced during the
second acupuncture session. These are seeds or
pellets that are secured using surgical tape, and
can be left in situ for several weeks. ‘‘Relaxation
points’’ in the ear, as described by Wang & Kain
(2001), were chosen. Limited benefit was
reported by the subject.
 2015 Acupuncture Association of Chartered Physiotherapists

After six acupuncture sessions, press needles
[Large Intestine (LI) 4] were also introduced as a
home acupuncture treatment. The subject was
taught how to locate LI4, and how to apply the
press needle. She was then asked to apply the
needle, initially under supervision, and was
advised to purchase a small sharps bin for needle
disposal. The subject was asked to apply the
press needles for 4–6 h only on days when she
experienced a flare-up in her pain. Initially, she
reported using the press needles once a week;
however, this reduced to once a month as she
continued to improve. She reported a benefit in
using the press needles, but did not feel that
these were as effective as attending acupuncture
sessions. However, because the subject was
receiving National Health Service treatment, only
a limited number of appointments could be
offered. Therefore, the press needles were introduced in order to reduce her reliance on attend95
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Table 2. Outcome measure results
Results
Outcome measure
Visual analogue scale:
unprovoked pain
with sexual penetration
Female Sexual Distress Scale – Revised
Measure Yourself Medical Outcome Profile,
Version 2:
at rest
with sexual penetration

Initial assessment

After first session

After three sessions

After eight sessions

5.5/10
No attempt
34/52

–
4/10 (first attempt)
–

3.5/10
–
24/52

1.5/10
1/10
12/52

4/6
No attempt

–
–

3/6
4/6

1.5/6
2/6

ing acupuncture appointments, and to assist her
with self-managing flare-ups of her symptoms.
Outcomes
The subject was keen to attend acupuncture
sessions, and was cooperative with her home
programme. No adverse effects of acupuncture
were reported. On one occasion, she reported a
sensation of slight faintness, but this quickly
resolved. Acupuncture treatment led to an
improvement in all the outcome measures, as
shown in Table 2.
All the short- and long-term goals were
achieved within eight acupuncture sessions. The
subject reported a gradual reduction in resting
pain, and achieved penetrative sexual intercourse. She initially reported requiring alcohol to
engage in sexual activity. However, after the last
treatment session, this was no longer necessary.
The subject was followed up with a telephone
review 3 months after completing her treatment.
At this time, she was still engaging in regular
penetrative sexual intercourse. She reported that
she still experienced occasional flare-ups in her
symptoms, but she was self-managing these
using the press needles.
No further review has been arranged.

Discussion
Vulvodynia may be a centrally evoked pain
caused by prolonged sensitization of the spinal
cord and sensory cortex (Bradnam 2003, 2007).
Woolf (2011) suggested that nociceptor (pain)
inputs can trigger a prolonged increase in the
excitability and synaptic efficacy of neurons in
central pain pathways. It is postulated that cen96

tral sensitization may have occurred in the present subject during a delayed diagnosis of
Ureaplasma urealyticum urinary infection.
In traditional Chinese medicine (TCM), it is
believed that chronic conditions are associated
with the stagnation of Qi, the thread connecting
all being (Kaptchuk 2000). Fundamental to Chinese culture, Qi is inherent in all things, and is
believed to be essential for good health. Chronic
pelvic pain has been associated with Qi stagnation, and this may manifest as dyspareunia
(Longbottom 2009). In TCM, acupuncture aims
to increase the flow of Qi.
In the present case, acupuncture was used to
achieve pain relief via the supraspinal pathways.
The ‘‘Four Gates’’, i.e. LI4 and Liver (LR) 3
bilaterally, were chosen: to achieve long-standing
pain relief; for the calming effect on the CNS
(Hui et al. 2010); to reduce anxiety; and to
promote the flow of Qi. The Four Gates are
considered to be important TCM analgesic
points (Bradnam 2011), and are described as
‘‘big’’ points because of the large representation
that these have on the somatosensory cortex.
Large Intestine 4 and LR3 are believed to play an
important part in activating the descending
inhibitory pathways from the hypothalamus
(Bradnam 2003, 2007).
In TCM, Spleen 6 is a cardinal gynaecological
point, and it is also considered to be a key point
in pelvic, bladder and sexual dysfunction. It is
important to tonify (nourish) the Liver, Spleen
and Kidney meridians. Liver 8 is a He-Sea point
that is important for the flow of Qi, and it is also
a key tonification point.
Carlsson (2002) suggested several ways to
explain the extension of pain relief experienced
 2015 Acupuncture Association of Chartered Physiotherapists
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between acupuncture sessions. First, there is a
decrease in sympathetic flow, and a reduction in
the secretion of adrenaline, noradrenaline,
adrenocorticotropic hormone and cortisol following acupuncture. Secondly, an increase in
oxytocin may contribute to elevating pain thresholds (Gimpl & Fahrenholz 2001).
The present subject reported anxiety and
stress as exacerbating factors contributing to her
pain. She also demonstrated fear-avoidance
behaviour, or anticipatory anxiety, preventing
any attempts at sexual intercourse. Therefore,
addressing these issues was considered to be of
upmost importance.
Wang & Kain (2001) demonstrated a reduction in anxiety in normal subjects using the
auricular ‘‘relaxation points’’ selected in the present study. Acupuncture has been shown to
modulate activity in the neocortical network (i.e.
the anterior cingulate cortex and amygdala) and
limbic–paralimbic regions of the brain (Bradnam
2011). These areas of the brain are important in
processing the ‘‘‘affective–emotive’ component
of sensation’’ (Bradnam 2011, p. 142), i.e. the
emotional part of pain. Therefore, there is some
evidence to support the hypothesis that acupuncture may have a calming effect on the CNS and
help to reduce anxiety.
Gray et al. (2003) demonstrated that there are
localized inhibitory processes within the prefrontal cortex and temporal lobes, and an increase in
excitatory processes within regions of the occipital cortex during anticipatory anxiety. They did
this by comparing the electrical activity of the
brain when performing a relaxed task to when
anticipating an electric shock. This may provide
some explanation of the neurophysiological
mechanisms underlying anticipatory anxiety.
In the present case, a home programme of
press needles was used to prolong the benefits of
the acupuncture between treatment sessions.
This enabled the subject to self-manage flare-ups
in her pain, and reduce her reliance on attending
appointments.

Conclusion
In conclusion, an integrated and holistic
approach to the treatment of vulvodynia
 2015 Acupuncture Association of Chartered Physiotherapists

achieved a good outcome for the present subject.
Physiotherapy treatment included acupuncture,
PFMT (including a vaginal examination), breathing exercises, relaxation techniques and vaginal
dilators. These modalities should only be used by
qualified practitioners with previous experience
of treating patients with similar conditions. Acupuncture appeared to be effective in providing
pain relief and reducing anxiety. This was aided
by the cooperation of the subject, and concurrent medical treatment and CBT.
An individualized programme of acupuncture
may be a helpful adjunct for patients who report
provoked and unprovoked vulvodynia.
Further research is required to support the
wider use of acupuncture in this group of
patients.
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CASE REPORT

Acupuncture treatment for low back pain in a
patient with cystic fibrosis
A. Windass
Physiotherapy Department, Heart of England NHS Foundation Trust, Birmingham,
UK

Abstract
This case report highlights the use of acupuncture to treat a male patient with cystic fibrosis
(CF) who was suffering from chronic low back pain (LBP). Individuals with CF commonly
present with postural deformities, and these can lead to a number of subsequent complications,
such as musculoskeletal pain. Acupuncture was used over a 6-week period, and the Liver 3,
Large Intestine 4, Bladder (BL) 22, BL23, BL24, Gall Bladder (GB) 29, GB30 and Yin Tang
(M-HN-3) points were used to treat the subject. His LBP score on the Numerical Rating Scale
improved from 7/10 to 3/10, and the dull ache and tingling in his left leg resolved completely.
With a stronger evidence base to support it, there is potential for acupuncture to be used as an
effective and cost-efficient alternative to analgesics in the management of musculoskeletal pain
in patients with CF.
Keywords: acupuncture, cystic fibrosis, low back pain, musculoskeletal pain, Numerical Rating
Scale.

Introduction
There is a high prevalence of musculoskeletal
pain in patients with cystic fibrosis (CF), and this
can often be attributed to postural abnormalities
(Parasa & Maffulli 1999). The health and cost
implications for patients with CF who are suffering from pain and poor posture are potentially
enormous. Impaired respiratory function,
chronic pain, decreased mobility, poor self-image
and low self-esteem are just some of the consequences of sustained postural deficiencies. There
are a number of reasons why postural deformities are so prevalent within the population with
CF, and these are explored in more detail below.
Correspondence: Andrew Windass MSc, Physiotherapy
Department, Heart of England NHS Foundation
Trust, Birmingham Heartlands Hospital, Bordesley
Green East, Birmingham, West Midlands B9 5SS, UK
(e-mail: andrew.windass@heartofengland.nhs.uk).
 2015 Acupuncture Association of Chartered Physiotherapists

The aims of the present paper are to highlight
these issues, and also to explore the use of
acupuncture as a viable alternative to analgesic
medication. Furthermore, the author will stress
the importance of exercise and education in
attaining and maintaining good posture.

Case report
Background
The present case report describes acupuncture
treatment for a 32-year-old male with CF who
was suffering from chronic low back pain (LBP)
and sciatic pain. Consent was obtained from the
patient, and there were no ethical implications to
address.
On presentation, the subject complained of
LBP (P1) and left leg pain (P2) of approximately
6 years in duration (Fig. 1). His symptoms
(see below) were intermittent and followed a
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an increase in thoracic kyphosis can lead onto a
flat back posture with decreased lumbar lordosis
(La Grone 1988). This lordosis lends itself to a
posterior pelvic tilt, and can cause the hamstrings
to rest in a chronically shortened position.

Figure 1. Pain (P) pattern: (P1) intermittent, sharp,
[Numerical Rating Scale (NRS)=7/10); (P2) dull ache,
tingling (NRS=5/10); and (P3) intermittent ache.

mechanical pattern. The pain was worse following periods of activity, such as prolonged standing, walking or running, and eased with short
periods of rest. There was no 24-h pattern to the
symptoms, and no red or yellow flags were
identified. He also complained of intermittent
sinusitis (P3, Fig. 1).
Clinical examination
On examination, the subject showed no observable deformity (e.g. swelling, erythema or bony
deformity). A neurological examination of the
lower limbs found no abnormality. Postural
examination revealed no obvious scoliosis or
discrepancy in leg length. However, an increase
in thoracic kyphosis and a decrease in lumbar
lordosis with posterior pelvic tilt were evident.
The subject’s lumbar spine movements were
restricted by pain into extension and left side
flexion, in keeping with a posterolateral compression pattern. Magnetic resonance imaging of
the lumbar spine revealed small posterior disc
bulges at L4–5 and L5–S1; however, these were
not causing canal stenosis. Therefore, it was
reasonable to assume that there was a postural
cause for this presentation of symptoms.
From what we know about biomechanics, and
the kinematics of human movement and posture,
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Cystic fibrosis implications
Thoracic kyphosis is a common presentation in
patients with CF. An observational study by
Parasa & Maffulli (1999) found that 62% of
adults with CF had an excessive thoracic kyphosis, and 95% reported back pain. This can
develop as a result of a number of factors. Cystic
fibrosis tends to affect individuals at an age when
their skeletal development is immature, and
hence, they are predisposed to postural deformities. Patients with CF can suffer from repeated
respiratory infections, causing an increase in
sputum retention, aggravated shortness of breath
and increased work of breathing. This increase in
respiratory demand can cause individuals to
adopt a posture in which they slump forward in
order to facilitate the use of accessory muscles.
The accessory muscles can then go on to become
overactive and spasmodic, and therefore, this can
have a secondary effect on posture.
Adopting this slumped-forward posture for
prolonged periods can be detrimental to those
who are at an age of skeletal immaturity. Suboptimal posture can lead to symptoms of pain that
typically affect the thoracic spine, ribs, cervical
spine and upper limbs. However, as described in
the present case report, the compensatory result
of this posture can have a knock-on effect that
causes pain in the lumbar spine and lower limbs.
As recognized by Aris et al. (1998), individuals
who are susceptible to osteopenia or osteoporosis are particularly at risk of developing postural
abnormalities. The above authors conducted a
study to assess the relationship between bone
mineral density and thoracic kyphosis. They
reported that 62% of participants with CF had a
thoracic kyphosis of greater than 40, and that
there was a significant correlation between the
angle of thoracic kyphosis and spinal T-scores,
thus highlighting the relationship between osteoporosis and kyphotic postures in patients with
CF.
 2015 Acupuncture Association of Chartered Physiotherapists
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Table 1. Acupuncture points selected: (LR) Liver; (LI) Large Intestine; (GB) Gall Bladder; (BL) Bladder; and (M-HN-3) Yin Tang
Acupuncture points

Needling technique

Dose (min)*

Treatment response/adverse effects

LR3 (bilateral)
LI4 (bilateral)
GB29
GB30
BL22
BL23
BL24
M-HN-3

Perpendicular
Perpendicular
Perpendicular
Slightly oblique to avoid sciatic nerve
Shallow, oblique
Shallow, oblique
Shallow, oblique
Pinched, shallow insertion

30–40
30–40
30–40
30–40
30–40
30–40
30–40
30–40

De Qi achieved
Strong De Qi
De Qi achieved intermittently
De Qi achieved intermittently
De Qi achieved
De Qi achieved
Strong De Qi
None

*Stimulated every 10 min.

Perhaps even more serious are the detrimental
effects that posture can have on respiratory
function. With an increase in thoracic kyphosis,
the ribcage is at a mechanical disadvantage for
full expansion. This means that the intercostal
muscles cannot contract efficiently, and the diaphragm also has less space to contract. This
inevitably causes a decrease in lung volume and
can impair secretion clearance (Massery 2005).
A study conducted by Culham et al. (1994)
assessed the relationship between thoracic
kyphosis caused by spinal osteoporosis, and lung
volumes and rib mobility in an elderly population. The above authors found a significant
negative correlation between the angle of kyphosis, and inspiratory capacity, vital capacity and
lateral expansion of the thorax. Total lung capacity and lateral expansion of the thorax were
found to be lower in the osteoporotic group.
Therefore, it is possible to identify these patients
as being at a high risk of postural abnormalities,
and advice and intervention can be initiated as
early as possible.
Treatment
Acupuncture is one of the oldest forms of
therapy and has its roots in ancient Chinese
philosophy. However, there is modern evidencebased research to support its use. A Cochrane
Review conducted by Furlan et al. (2012) evaluated 35 randomized controlled trials (RCTs)
comparing acupuncture with various modalities
and control groups. The above authors concluded that acupuncture was more successful in
the treatment of chronic LBP when compared
with no treatment or sham acupuncture. However, current research does not suggest that
 2015 Acupuncture Association of Chartered Physiotherapists

acupuncture is more effective than other treatments, such as analgesia, non-steroidal antiinflammatory drugs, self-care education,
transcutaneous electrical nerve stimulation
(TENS), massage or manipulation (Furlan et al.
2012).
Acupuncture is recommended in the 2009
NICE guidelines for the management of persistent non-specific LBP, which state, ‘‘Consider
offering a course of acupuncture needling comprising up to a maximum of 10 sessions over a
period of up to 12 weeks’’ (NICE 2009, p. 7).
The points selected to treat the present subject
are listed in Table 1.
Liver (LR) 3 and Large Intestine (LI) 4
bilaterally collectively make up the ‘‘Four Gates’’,
a group of acupuncture points that are widely
used to provide an analgesic effect (Jarmey &
Bouratinos 2008). Distal points have been recognized as ones that can be used specifically to
induce strong descending inhibitory effects on
supraspinal pain (Carlsson 2002). In the present
case, LR3 and LI4 were selected to produce this
desired effect.
These strong distal points were used in conjunction with local ‘‘meridian-specific’’ points
defined by Jarmey & Bouratinos (2008).
Brinkhaus et al. (2006) compared patients with
chronic LBP who were allocated to traditional
Chinese medicine (TCM) acupuncture, minimal
acupuncture and waiting list control groups. The
TCM acupuncture treatment involved the use of
Bladder 20–30, depending on the location of the
pain. The minimal acupuncture group underwent
shallow needling in non-acupuncture points.
Pain intensity was decreased by up to 30% at
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8 weeks in the TCM acupuncture group, but was
not significantly different at 26 and 52 weeks.
There is a wide variety of evidence to support
the use of acupuncture to produce an analgesic
effect, which has been defined as, ‘‘essentially a
manifestation of integrative processes at different
levels of the [central nervous system] between
afferent impulses from the pain regions and
impulses from acupoints’’ (Zhao 2008, p. 360).
Stimulation of afferent fibres induces communication with the dorsal horn in the spinal cord,
brainstem, and higher centres such as the hypothalamus and periaqueductal grey. The type of
afferent fibre that is stimulated depends on the
needling technique used. According to Zhao
(2008), ,  and C-fibres will be stimulated
with non-electroacupuncture. The above author
also stated that acupuncture can lead to the
release of enkephalins and endorphins, thereby
exerting an inhibitory effect on nociceptive
reflexes at the segmental level.
Most importantly, Lin et al. (2005) piloted a
study using acupuncture to treat patients with CF
who had complaints such as chest pain, LBP,
sinusitis, headaches and abdominal pain.
Although their point selection varied from
patient to patient and they did not utilize a
control group, their results were promising and
showed a statistically significant improvement in
pain scores among their cohort.
A randomized, double-blind, placebocontrolled clinical pilot study by Sertel et al.
(2009) explored the use of acupuncture in
patients with a history of nasal congestion and a
diagnosis of chronic sinusitis without polyposis.
According to a TCM diagnosis, specific verum
acupuncture points were tested against nonspecific control points. As determined using a
visual analogue scale, nasal congestion showed
highly significant improvements in the verum
acupuncture group in comparison to controls.
This supports the use of a TCM approach
to acupuncture for the treatment of chronic
sinusitis.
The present subject underwent 6 weeks of
30–40-min treatment sessions, in which the needles were stimulated every 10 min. De Qi was
achieved intermittently throughout, and stronger
sensations were evoked at distal points. His LBP
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(P1) score on the Numerical Rating Scale
improved from 7/10 to 3/10 over the course of
treatment, with the pain also occurring less
frequently. The subject’s sciatic pain (P2) had
resolved completely at the time of writing. His
sinusitis (P3) had improved only slightly at the
time of writing; however, only one treatment for
this complaint had been carried out since the
symptoms only presented towards the end of the
course of acupuncture.

Discussion and conclusions
On reflection, the present subject responded
very well to the acupuncture treatment that he
received. The point selection was logical and
pragmatic, and accounted for the range of complaints exhibited by the patient.
As mentioned above, there is an extremely
high percentage of the adult population of
patients with CF who suffer from pain. This puts
a high demand on the UK National Health
Service to provide medications ranging from
simple analgesia to strong opioid-based drugs,
and in more severe cases, lidocaine patches or
TENS machines. Acupuncture offers a reasonable alternative for the management of paindriven disorders, especially given the evidence
that it can provide a sustained analgesic effect for
up to 12 months after treatment cessation (Furlan et al. 2012). Therefore, the present author
believes that acupuncture may have a bigger role
to play in managing pain in the population with
CF. More research in the form of RCTs is
needed to identify the full benefit of acupuncture
treatment for CF-related complications.
As well as improving treatment, more emphasis must be placed on the prevention of musculoskeletal disorders and pain in the population with
CF. With statistics indicating that up to 62% of
adult patients with CF have a thoracic kyphosis
(Parasa & Maffulli 1999), and taking into
account the known detrimental effect that this
condition can have, there is a great need for
more patient advice and education. Postural
deformities can be improved with exercise and
advice. However, when such deformities are
chronic, these can be difficult to reverse. Chronic
postural abnormalities are more likely to cause
 2015 Acupuncture Association of Chartered Physiotherapists
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pain and dysfunction, and hence, can be more
detrimental. Improving posture in patients with
CF can have huge health and cost implications
for both the individuals affected and the healthcare system at large.
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AACP Annual Conference, 9–10 May 2015

Introduction
For the second year running, the AACP Annual
Conference was held at the Hilton Hotel in
Coventry, and the event was a tremendous success. Delegates from across the country attended
a number of lectures covering a wide range of
topics (Fig. 1), and reports on each presentation
can be found below.
A fellowship award was presented to Val
Hopwood (Fig. 2), who was a founding member
of AACP and is still very active in the organization, not least as clinical editor of this journal.
The fellowship was bestowed to recognize her
dedication and commitment to the organization,
as well as to thank her for her strong support of

Figure 1. (Left to right) Andy Harrop is introduced to a
packed hall by Caspar van Dongen.

Figure 2. (Left to right) Val Hopwood receives her
fellowship award from Vivienne Dascanio.
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Acupuncture in Physiotherapy and her various contributions to it.
The conference was once again supported by
Phoenix Medical Ltd, the AACP-recommended
supplier that continues to offer great discounts to
our members. Details of membership benefits
and offers can be found on the AACP website
(www.aacp.org.uk). Phoenix generously donated
a number of prizes for the raffle in the form of
vouchers ranging up to £100 in value!
The Saturday evening entertainment began
with a fantastic magician, who performed during
the pre-dinner drinks and the delicious threecourse meal. A sparkling performance by Spice
Girlz (Fig. 3) followed the dinner, and the
tribute band had many delegates up dancing well
into the night!
I would like to thank all the AACP staff,
speakers, trade exhibitors and delegates for making this event such a great success.
Further information, including lecture notes,
can be found in the members-only area of the
website by following links to ‘‘Conference 2015’’.
Please watch for details of next year’s event, and
do take advantage of the ‘‘early bird’’ booking
offers that will be available.
This year’s AACP Scotland Conference will
take place on 13 November 2015 at the Grange
Manor Hotel in Grangemouth near Edinburgh.
Bookings for all events can be made via the

Figure 3. Tribute band Spice Girlz raise the roof.
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website, or by contacting the AACP Office (tel:
01733 390007).
Lisa Stephenson
Conference Coordinator

Acupuncture and the placebo
question: evidence on
musculoskeletal pain,
osteoarthritis and headache

went on to discuss the value of using such this
approach, which is an analysis not just by trial,
but by patient, and has also been adopted by
other studies, including research on cancer and
diabetes! The IPD meta-analysis used information obtained from the 30 members of the
Acupuncture Trialists Collaboration, which
raised two questions:

Hugh MacPherson
Abstract
A number of large, high-quality trials evaluating
the clinical effectiveness of acupuncture for
chronic pain have been published. In an individual patient data (IPD) meta-analysis, acupuncture will be compared to both usual care and to
sham acupuncture for low back pain (LBP), neck
pain, osteoarthritis of the knee and headache/
migraine.
Report
Hugh MacPherson (Figs 4 & 5), the founder of
the Northern College of Acupuncture, York,
UK, is an experienced acupuncturist and academic. His previous research has included conducting safety studies, systematic reviews and
clinical trials into aspects of acupuncture.
The question of placebo and the need to
address it was tabled in the House of Lords
report on complementary and alternative medicine (SCST 2000), which stated that: ‘‘In our
opinion any discipline whose practitioners make
specific claims for being able to treat specific
conditions should have evidence of being able to
do this above and beyond the placebo effect.’’
Apparently, there was no research between 1910
and 1970, but then there was a surge of studies
between 1973 and 2000. Accordingly, a hierarchy
of evidence was developed that included expert
opinion, case studies and randomized control
trials (RCTs).
Hugh described collecting and analysing IPD
in a meta-analysis (Vickers et al. 2012). He then
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Figure 4. Hugh MacPherson.

Figure 5. (Left to right) Fanyi Meng, Vivienne Dascanio
and Hugh MacPherson.
 2015 Acupuncture Association of Chartered Physiotherapists
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(1) Is acupuncture better than sham (i.e. placebo) acupuncture?
(2) Is acupuncture better than non-acupuncture
controls such as no treatment, waiting list
and medication?
Raw data were obtained from: 29 trials involving
17 922 participants; 20 trials with sham controls
involving 5230 patients; and 18 trials with nonacupuncture controls involving 14 597 patients.
The sham acupuncture controls varied. For
example, some trials employed non-needle sham
[e.g. transcutaneous electrical nerve stimulation
(TENS)], while others involved needle-based
sham (e.g. penetrating and non-penetrating needles, and needling at acupuncture points at nonacupuncture points). Acupuncture versus sham
trials were done on migraine, and osteoarthritic
and musculoskeletal pain.
The final conclusions of the IPD meta-analysis
were that acupuncture outperforms sham and is
effective for chronic pain.
Hugh is a very engaging lecturer. He presented
his findings in a very pragmatic and lightedhearted way, but made the point that acupuncture, although still under scrutiny, can be shown
to be a credible form of treatment.
George Chia
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meta-analysis) will be presented that synthesizes
the evidence for all physical therapies. All relevant therapies will be compared equally with
each other, including aerobic exercise, musclestrengthening exercise, manual therapy and
acupuncture.
Report
In the second of his four presentations, Hugh
MacPherson (Figs 4 & 5) discussed a metaanalysis of the effectiveness of acupuncture and
other physical therapies for the management
of osteoarthritis of the knee (Corbett et al.
2013).
The data were derived from 114 trials, and
encompassed 22 treatments and 9709 patients.
Most of the trials only examined short-term
effects, and many were judged to be of poor
quality and with a high risk of bias. The results
showed that eight interventions produced statistically significant reductions in pain in comparison to standard care, i.e. interferential
therapy, acupuncture, TENS, pulsed electrical
stimulation, balneotherapy, aerobic exercise,
sham acupuncture and muscle-strengthening
exercise. A sensitivity analysis of those studies
that were deemed to be satisfactory and of good
quality showed that most were of acupuncture
or muscle-strengthening exercise: ‘‘Both interventions were statistically significantly better
than standard care, with acupuncture being
statistically significantly better than musclestrengthening exercise (standardised mean difference: 0.49, 95% credible interval 0.00–0.98)’’
(Corbett et al. 2013, p. 1290).
We are delighted to announce that we will
be reprinting this network meta-analysis in
the Spring 2016 edition of Acupuncture in
Physiotherapy.

Acupuncture compared to other
physical therapies for
osteoarthritis of the knee
Hugh MacPherson
Abstract
For osteoarthritis of the knee, a multiple treatment meta-analysis (also known as a network
 2015 Acupuncture Association of Chartered Physiotherapists
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Dynamic monitoring of pulse and
tongue in treatment
Fanyi Meng
Abstract
Pulse and tongue checking is routinely carried
out before making a traditional Chinese medicine
(TCM) diagnosis. However, the current way of
examining the pulse and tongue is different to
the traditional methods described in textbooks.
To make diagnoses more accurate, it is essential
to check the tongue and pulse during and after
acupuncture treatment. This must be done in
order to avoid picking up wrong information,
and to monitor the response of the patient to the
interventions. Common changes and their meanings are introduced, and examples of how these
variations could be interpreted are given using
case studies.
Report
Fanyi Meng (Figs 5 & 6) is an eminent medical
and TCM doctor. He has carried out many
research projects verifying the clinical effectiveness of TCM for conditions of the circulatory
system, and on the uses of tongue and pulse
diagnosis. This talk introduced us to the importance of monitoring changes in the tongue and
pulse during and after treatment. These observations can help us modify our diagnosis and
monitor a patient’s responses. Tongue and pulse
diagnosis can also be used as a diagnostic tool
and a measure to plan treatments.
Acupuncture and other TCM treatments will
cause changes in the patient. By checking the
tongue and pulses regularly throughout a session,
the practitioner can monitor whether things are
going well, or if the patient is exhibiting an
unfavourable response (e.g. hypertension, hypotension or hypoglycaemia), adapt the treatment
accordingly.
Unlike Western medicine, TCM does not follow a fixed treatment plan. Much of the feedback
is subjective, and by using tongue and pulse
diagnosis, the practitioner can monitor objective
changes in the patient. This is done by examining
the colour and coatings of the tongue, and the
strength or weakness of the pulse.
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Figure 6. Fanyi Meng.

Meng noted that it is important that the
patient is relaxed before assessing the tongue and
pulses. Ideally, baseline measurements should be
made first thing in the morning. Although these
are useful, such observations are rarely practicable in today’s clinics. If the patient is under
stress, it will be more difficult to pick up differences than if he or she is relaxed.
Two case studies were used to illustrate
changes in tongue and pluses, and how these
affect treatment.
As physiotherapists, many of us may steer
away from the TCM side of acupuncture because
it does not sit well with our Western medical
training. However, Meng linked the TCM idea of
using the tongue and pulses as objective markers
before, during and after treatment to the benefit
of the patient. This has certainly encouraged me
to learn more about the subject and introduce it
into practice.
Gilean Docherty
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Acupuncture for chronic neck
pain: long-term outcomes and
what makes a difference
Hugh MacPherson
Abstract
Twelve-month outcomes will be presented from
a three-armed RCT of acupuncture treatment
versus Alexander technique lessons versus usual
care for chronic neck pain. In an exploratory
analysis, a number of variables were identified
that appeared to have a positive impact on
outcomes over the longer term.

participants were followed up at 3, 6 and
12 months, and both acupuncture and Alexander
technique resulted in a long-term improvement
in neck pain. However, acupuncture was the
swifter method of achieving an initial reduction
in pain. Therefore, the official publication of this
study is awaited with considerable interest.
Jon Hobbs

Acupuncture for chronic pain
when combined with depression
Hugh MacPherson

Report
Hugh MacPherson (Fig. 7) delivered a total of
four presentations at Conference. These were
split between two separate sessions, and covered
four key areas of his research. The second
session highlighted both his work on neck pain,
and his study of chronic pain combined with
depression.
The first of these two presentations previewed
his study of acupuncture for the management of
neck pain. Not yet published, this research compared acupuncture, Alexander technique and
usual care, and the findings appear to be very
promising, supporting the efficacy of acupuncture in the management of neck pain. The results
pointed to acupuncture being the intervention of
choice within this patient group, who also demonstrated a marked self-efficacy in the active
ongoing management of their condition. The

Figure 7. (Left to right) Vivienne Dascanio watches
Hugh MacPherson make a presentation to delegates.
 2015 Acupuncture Association of Chartered Physiotherapists

Abstract
Evidence will be presented from an RCT of
acupuncture treatment versus counselling versus
usual care for moderate to severe depression. In
the trial, 50% of the patients were also experiencing moderate to severe pain. In a sub-study,
the outcomes for participants with both depression and pain will be compared with those who
also have depression but are without pain.
Report
Hugh MacPherson’s research into acupuncture
for chronic pain when combined with depression
occupied the final presentation of his second
session. This work was intended to address a
series of clinical questions including:
(1) Is acupuncture clinically effective and costeffective for depression?
(2) Is counselling clinically effective and costeffective for depression?
(3) How do both interventions compare?
The original study was devised as a pragmatic
RCT with three arms: acupuncture administered
by members of the British Acupuncture Council
plus usual care; counselling provided by members of the British Association for Counselling
and Psychotherapy plus usual care; and usual
care alone. Some 9503 patients were contacted
by general practitioners. Seventy-three per cent
of the 755 randomly allocated participants were
female, with 62% reporting ‘‘severe’’ depression
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and 69% taking antidepressant medication. The
mean number of intervention sessions was nine
for counselling and 10 for acupuncture, with
acupuncture patients demonstrating a statistically
significant reduction in depression scores at both
3 months and over 12 months.
It was interesting to hear that this was the
largest trial of its kind for acupuncture (and
counselling) for depression, and that the results
demonstrated that acupuncture and counselling
both outperform usual care and were costeffective at 12 months. However, the most
thought-provoking finding was that, if depression and pain are comorbid, both symptoms
improve faster with acupuncture than with counselling.
Acupuncture appears to have an impact on
mental health. Since a significant proportion of
patients suffering from chronic pain also have
associated depression, this means that acupuncture can play an important role within the scope
of physiotherapy.
Hugh also posed this question: ‘‘To what
extent are observed benefits due to the nonspecific effects of acupuncture and counselling?
And how important is this?’’
As ever, the publication of this latest trial is
eagerly awaited.
Jon Hobbs & George Chia

The distal treatment of scar
tissue using Japanese
acupuncture
Andy Harrop
Abstract
Scar tissue interferes with the correct flow of Qi,
obstructs the fascia, causes structural weakness
and restricts blood flow. This commonly leads to
problems not only at the site of the scar, but also
in the associated meridians, organs and other
secondary locations. It is also well known that
scars hold not only physical but also emotional
trauma. Even old or apparently small scars that
have not healed properly can be a major block to
health and well-being. Kiiko Matsumoto’s style
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Figure 8. Andy Harrop.

of Japanese acupuncture has powerful protocols
for the treatment of scar tissue. These present a
way to unblock Qi, thereby completing the
healing process of a scar that has not responded
to other treatments, or has been left untreated.
In this style of acupuncture, scars are checked
carefully by palpation, and if these are reactive,
then treatment is undertaken. Rather than initially applying direct needling to the scar itself,
treatment begins at selected distal points. Only
after there has been a very substantial reduction
in the reactiveness of the scar will direct acupuncture be undertaken. This allows the reason
for the poor healing to be addressed, and any
physical or emotional trauma to be released
gradually.
Report
Andy Harrop (Fig. 8) is a leading acupuncturist
who began studying the Japanese approach in
1991. He teaches both in the UK and internationally, and his love for acupuncture as well as
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his experience as a teacher shone through in this
presentation. The audience were thrilled by this
session and engaged enthusiastically with it. The
seminar included a live demonstration showing
the diagnosis and needling in action. This was in
the form of a video feed that was projected onto
the main screen in the hall.
The aims of the session were to:
(1) provide an understanding of the basic
approach of Japanese acupuncture;
(2) promote understanding of the problems
caused by unhealed scar tissue; and
(3) highlight the importance and effectiveness
of the treatment of scars.
Andy explained that Japanese acupuncture has a
lineage of training from master to student.
Therefore, there can be many variations in technique and needle application, as well as in the
diagnostic methods employed. Japanese acupuncture is influenced by the Chinese approach,
but now has its own principles of diagnosis and
treatment. Being much more ‘‘hands on’’ and
using fine palpatory skills, this style is likely to
appeal to physiotherapists.
There is deep respect for the ‘‘roots and
branches’’ principles of acupuncture that are also
found in TCM. In Japanese acupuncture, the
root cause of problems is actively sought and
treated. The ‘‘root’’ in the Japanese system is
centred in the abdomen, which is considered to
be the centre of energy.
Andy advised that the oldest problem should
be treated first. He then spoke about direct and
diagnostic feedback, which involves making a
diagnosis, palpating the relevant area and gaining
feedback from the patient. Acupuncture is only
introduced once all this had been done, and the
depth and direction of the needling are vital. The
needling sensation in this style of acupuncture is
gentle, and the patient should be comfortable
and not have any sympathetic reactions.
Andy then discussed scars, explaining how and
why these can become problematic. He specifically addressed the energetics of scars, and how
these can be related with both physical and
emotional issues. An example of an emotional
link to scars is that these may be associated with
significant trauma. In such cases, the emotional
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trauma may actually be held within the scar.
Furthermore, scars on top of other scars can lead
to more deep-seated problems. Andy explained
that, although patients usually present for
specific concerns (e.g. chronic LBP or migraine),
and the finding of abnormal scars may be incidental, the treatment of these scars may be the
thing that resolves their pain. Scar tissue appears
to be able to cause blockages of the flow of Qi at
both the superficial and deeper levels.
This was a fantastic seminar, as the attendees
would no doubt agree. I would strongly encourage more of you to attend Conference 2016!
Poonam Anandaraj

Acupuncture in pregnancy and
childbirth
David Carr
Abstract
Pregnancy-associated LBP and pelvic girdle pain
are common, and associated with significant
disability and morbidity. The Cochrane review of
all interventions for these conditions found
moderate-quality evidence to suggest that acupuncture reduces evening pelvic or lumbopelvic
pain more than usual care alone. Since physiotherapy, exercise, osteopathic manipulation and
use of a rigid pelvic belt are also effective, an
integrated approach is recommended. Skilled
clinical assessment is essential in order to determine the origin of the pain, and to exclude
osteomalacia, rheumatological conditions and
rare neurosurgical emergencies. Acupuncture
therapy should be individualized, and comprise
of needling at myofascial trigger points (if present), local tender points and classical acupuncture points (both segmental and distal). Other
evidence-based antenatal uses of acupuncture
and related techniques (e.g. moxibustion) include
non-cephalic version and cervical ripening prior
to induction of labour. Acupuncture or acupressure may additionally benefit patients with morning sickness and hyperemesis gravidarum,
although there is currently limited evidence to
support any treatment modality (including
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anti-emetic medication). Acupuncture is an
effective option for pain relief in labour, and it is
increasingly being provided by midwives trained
in Western medical acupuncture within the
National Health Service (NHS). There is no
evidence that acupuncture is harmful in pregnancy, and no scientific basis for the existence of
‘‘forbidden points’’.
Report
My first impression of David Carr (Fig. 9) was
that he looked far too young to be a consultant!
However, any doubts about his depth of knowledge were soon dispelled as he launched into a
most interesting, thought-provoking and entertaining lecture.
He talked about acupuncture for LBP and
pelvic pain in pregnancy being a neglected area
of practice, one that is often dismissed by the
general medical community. This was especially
noteworthy when he pointed out that 24–73% of
pregnancies are affected by some form of LBP
and/or pelvic pain.
While there is some tentatively positive
research suggesting that acupuncture provides
pain relief during labour, it is interesting that
there is no evidence that the same can be said for
either TENS or the administration of opioids.
One reassuring piece of information was that
there is no published evidence that acupuncture
during pregnancy is harmful to either the mother
or foetus.
Carr concluded his presentation by encouraging physiotherapists to ‘‘get stuck in’’, and use
acupuncture to treat pregnant women. He stated

Figure 9. David Carr.
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that the benefits outweigh not using acupuncture
when there is no known risk.
Although this lecture touched on a controversial area of acupuncture, Carr made his points
and presented his arguments in a quiet, unassuming manner that had the effect of reassuring his
audience. It is hearing evidence and lecturers
such as this that makes attending Conference the
high point of the year. Those who pass up the
opportunity are missing out on being at the
cutting edge of acupuncture and its development
in physiotherapy.
Wendy Rarity

Staying current . . . in an
ever-changing world
Mindy Cairns
Abstract
Staying current reduces the burden of evidencebased practice. This should be treated like eating
an elephant: take one bite at a time. The number
of free resources is increasing, and information
technology allows you to be aware of current
research.
Report
Mindy Cairns provided an extremely helpful
guide for practitioners, one which could have
been subtitled, ‘‘How do practitioners get access
to research in between patients?’’ The talk was
intended to help attendees formulate a straightforward strategy to ensure that they could stay
well informed.
Research was harder to come by 10–15 years
ago, and considerable skill was needed to find it.
Now, however, patients arrive brandishing evidence that they have found by using what Mindy
termed ‘‘Dr Google’’. This changed environment, in which much research is only funded if it
is publicly disseminated, creates a ‘‘forest of
information’’. Mindy shared some strategies to
save us from getting lost in that information
forest, and to help us find our own path through
it.
 2015 Acupuncture Association of Chartered Physiotherapists
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All good research begins with an answerable
question. Therefore, you must make sure that
you have all the required elements that will lead
to a good answer. This is known as the PICO
process. This acronym stands for: (P) population
or participants; (I) intervention or indicator; (C)
comparator or control; and (O) outcome
(Cochrane Collaboration 2015).
Mindy’s example suggested that you keep this
short and snappy: Does acupuncture reduce pain
in patients with chronic shoulder pain? The
PICO for this might be as follows:
+ P=population=shoulder pain;
+ I=intervention=acupuncture;
+ C=comparator=non-steroidal antiinflammatory drugs; and
+ O=outcome=pain.
Once your question is clarified, the PubMed
search engine is your friend because it covers
at least 80% of all clinical studies. Go
to ‘‘PubMed Clinical Queries’’ (http://
www.ncbi.nlm.nih.gov/pubmed/clinical), and
input your question. For the above PICO, typing
‘‘acupuncture and pain and chronic shoulder
pain’’ into the search box brings up 37 abstracts
of qualifying papers, many of which link to the
full text.
However, not all useful studies are indexed by
the PubMed librarians, but other open access
journals can be found online (http://www.biomedcentral.com/bmccomplementalternmed/
search/results?terms=acupuncture). You can
perform further searches at the above link for
articles including, in this case, the term ‘‘acupuncture’’. When Mindy prepared her talk, 450
articles were available; one month later, there are
459!
Evidence summaries are a good way of keeping up with research. Information scientists –
which is what librarians have now become! –
have been busy helping us through the forest.
The National Institute for Health and Care
Excellence offers a website (www.evidence.nhs.uk) where we can use our PICO search
terms to identify, for example, 395 papers of
impeccable evidence relating to chronic shoulder
pain and acupuncture. At BMJ Clinical Evidence
(http://clinicalevidence.bmj.com/x/index.html)
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you can find an overview of all the relevant
research on a topic (e.g. LBP). When logged
in as a member to the AACP website
(www.aacp.org.uk), you can also search the BMJ
Group journal Acupuncture in Medicine.
If you have links with a subscribing organization, you can ask the Zetoc monitoring and
search service (http://zetoc.mimas.ac.uk/) to
alert you whenever a relevant article appears in a
specified publication. You can also search the
database, and ask it to e-mail you the references
and the abstract too. It took me less than 10 min
to do this for my field, and I can look forward to
receiving information over the next year before I
am prompted to update my request.
Free sources of help can be found at the
Physiopedia (www.physio-pedia.com) and Physiospot (www.physiospot.com) websites. The
stated aim is to provide, ‘‘Universal access to
physiotherapy and physical therapy knowledge,
[via] a collaborative community project to educate and professionally develop...’’
You should also explore the university repository. Mindy showed us how her institution (University of Hertfordshire, Hatfield, Hertfordshire,
UK) ensures that all research work is issued
internally, and illustrated this with some of her
recent publications.
ResearchGate (www.researchgate.net) is a network for researchers and those interested in
research. Mindy described this website as a
mash-up between LinkedIn, Facebook and Twitter. Since these certainly are all social media that
currently enjoy great success in prompting
human communication about other matters, why
not do the same for research? ResearchGate
gives you a space to display your own work, and
lets you search for investigators in a similar field
who may become future collaborators. It also
allows anyone to search for and access publicly
available researchers and the papers that they
choose to host on the website.
Your own professional research networks
are also valuable resources. The website of
the Association for Acupuncture Research
Resources (www.acupunctureresearch.org.uk)
includes briefing sheets that will give you authoritative overviews of as well as specific articles
in your field.
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Why not ask a generous expert? When in
despair at the lack of help from Microsoft, I
simply run a Google search if I have a question
about information technology (IT). At least one
person in the world has had a similar problem,
and he or she may even be keen to share a
solution that have found. These individuals often
seem to be more readily available than my own
organizational IT support! Mindy talked us
through a range of ways in which to use our
professional networks to share research work in
this way too.
Mindy pointed out that the Musculoskeletal
Association of Chartered Physiotherapists has
a Twitter account (https://twitter.com/
search?q=physiomacp). I instinctively fear the
Twittersphere, but as in life, if you join in the
right conversations, there is a lot of sense being
tweeted! Mindy showed us links, photographs
and responses to a rich range of relevant activity
at a conference that were posted for those who
couldn’t be there. Why not share the task of
reading a journal by tweeting a recommendation
to your network? An added bonus, of course, is
that the 140 character limit certainly keeps things
short and sweet.
There are a number of free-to-all websites,
such as that of the Neuro Orthopaedic Institute
(www.noigroup.com), that allow you to find and
join in discussions with experts on topics that
concern you: ‘‘NOI’s core philosophy is to
provide progressive, current material, always
challenging existing management protocols, promoting professional reinvestment, and ensuring
course participants benefit from the most recent
research in a fun way.’’
Search websites for further resources that may
be helpful to you and your patients. Mindy gave
Graded Motor Imagery (www.gradedmotorimagery.com) as another example.
Just as I was getting the hang of all this, Mindy
introduced the Elves. This made me sit up and
take notice, even though I could tell we were
reaching the close of her talk. Is it wise to mention
the supernatural at a conference on acupuncture, I
wondered? In fact, The Musculoskeletal Elf
(www.nationalelfservice.net/musculoskeletal/)
turned out to be another excellent resource that
you should visit for monthly updates.
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I love to listen to interesting ideas while I
drive, so I sometimes use the daily commute to
listen to a podcast on my iPad. One that Mindy
recommended was The Physio Matters Podcast
(http://chewshealth.co.uk/the-physio-matterspodcast/). This was launched in October 2014.
Why not give it a try, and then seek out others
and share these with colleagues?
Mindy modestly saved one very important link
until last, the AACP’s own website
(www.aacp.org.uk). Your membership gives you
access to online research databases, and also
allows you to apply for funding for acupuncture
research. The Association has also worked hard
to provide a guide to the evidence that you need
for commissioning (Dascanio et al. 2015). The
AACP Annual Conference is also a rich resource.
Have you had time to reflect on this year’s
speakers yet? The talks from the 2014 and 2015
conferences are all archived on the AACP
website.
I would recommend selecting a familiar
resource and another, newer one from this huge
range of amenities. Try this over the next
3 months and see what works for you. Put a
reminder in your diary to prioritize a feasible
amount of time for this updating process. For
example, visiting key websites might take 30 min
every week or 2 h every month. Psychologists tell
us that new routines become more easily
ingrained when we attach them to old habits.
Check some research tweets as well as other
social media sources. Look for researchers and
their papers via ResearchGate as well as Facebook.
Finally, thank you, Mindy, for sharing such
encouraging information with delegates. One day
soon, I may even dare to tweet.
Catherine Haines
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What God forgot to tell the
surgeons
Daniel Keown
Abstract
A billion or so years ago, something remarkable
happened: cells started living together and began
to form creatures. This explosion in evolution
created all the wonders of complex life on earth,
but it required something mysterious for it to
work – the power of intelligent cooperation and
organization. Fast forward to today and those
countless million years pass in just 12 weeks, the
time that it takes an embryo to form a little
human being (after this, the foetus just gets
bigger). That mysterious energy of cooperation
still exists, but now it works to create the
incredible internal architecture of our bodies.
This energy is completely ignored by Western
medicine, but it is the most astounding force on
earth! Taking you on a journey of almost one
billion years, Dr Keown explains how understanding the mystery of embryology brings us to
an astounding conclusion: Qi exists, and if you
know where to look, you can see it! This is the
story of: you; acupuncture; and what the Chinese
always knew, but God forgot to tell surgeons.
Report
This was an exciting presentation, made by an
author who should be familiar to readers of
Acupuncture in Physiotherapy. Daniel Keown published a seminal book, The Spark in the Machine,
last year (Keown 2014), and this was reviewed
for the journal by Melanie Hunter (2015). The
same material was covered in his talk, but the
presence and enthusiasm of this speaker certainly
increased its impact.
He made many useful points, starting with the
suggestion that ‘‘meridian’’ is simply the wrong
word to designate the line drawn to represent the
course of Qi between the acupuncture points.
His argument that ‘‘channel’’ would be a much
better word was convincing, and he went on to
discuss the sometimes confusing use of translated language.
Keown then discussed the fascia, and suggested that the channels are the spaces between
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the fascial planes that are already used in surgery.
He supported this idea with fascinating videos.
He also offered logical ideas about the point
designations (e.g. River and Stream) that corroborated TCM ideas about the circulation of Qi.
This was a brilliant presentation of some novel
and some not-so-novel ideas. It sounds very trite
to say, ‘‘You had to be there,’’ but that is exactly
what I felt about this lecture. Nevertheless, all
the material is beautifully presented in Keown’s
book, and if you haven’t read it already, I would
strongly recommend that you do.
Val Hopwood
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Descending pain control
networks and the human spinal
cord
Jon Brooks
Abstract
Chronic pain will affect approximately one in
four people during their lifetime. Some will
obtain adequate pain relief through analgesia and
others will learn to live with their pain, but some
will continue to experience debilitating pain. As
yet, the reason why patients with apparently
similar amounts of tissue damage (e.g. a degree
of nerve entrapment) can experience dramatic
differences in the severity of the pain that they
suffer from remains unexplained. Recent evidence from the animal literature suggests that
brainstem structures (e.g. the rostral ventromedial medulla) can both enhance and suppress
pain signals arising from damaged tissue in the
body. One particular demonstration of this phenomenon is the suppression of pain that occurs
with conditioned pain modulation, and this may
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provide important information on stratifying
which patients are able to mount an endogenous
pain control response. This presentation will
introduce the concept of using non-invasive
imaging techniques to study activity in the
human central nervous system, and describe how
it can be used to study pain sensation in both
healthy subjects and patients with chronic pain
conditions. Using the example of endogenous
analgesia, the way in which the brainstem and
spinal cord interact to suppress incoming nociceptive information will be demonstrated, and this
will be related to the problem of chronic pain.
Report
Jon Brooks started by explaining that functional
magnetic resonance imaging uses oxygen in the
blood to detect changes since this has a different
magnetic field to non- or less-oxygenated blood.
Many studies have identified the areas of the
brain that are involved in pain inhibition and
demonstrated how these interact to produce
analgesic effects. He is now investigating the
involvement of the spinal cord using similar
techniques.
It has been demonstrated that distraction (e.g.
with cognitive tasks) results in subjects experiencing less pain, while attention results in
increased pain, with more areas of the brain
being stimulated.
Stimulation of the periaqueductal grey (PAG)
of the midbrain produces an analgesic response.
Furthermore, the ‘‘fight or flight’’ analgesic effect
comes from stimulation of the dorsal PAG, and
the coping/adaptation response comes from the
anterior PAG. In turn, the PAG stimulates the
nucleus raphe magus in the rostral ventromedial
medulla (RVM), and this causes the spinal cord to
either highlight or suppress the pain experience.
Studies involving distraction demonstrate increased activity in the RVM, which results in increased
analgesia by inhibiting spinal cord activity.
Chronic pain develops when changes in the
dorsal horn of the spinal cord occur. This
interferes with descending inhibitory control,
meaning that spinal cord activity can no longer
be regulated, and allowing the ascending pain
experience to continue without regulation.
Caroline McGuire
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Acupuncture and sports
physiotherapy: a winning
formula?
Colin Paterson
Abstract
This presentation will highlight the different
elements of sports physiotherapy practice. It will
also demonstrate how acupuncture can be used
in a variety of ways by the sports physiotherapist
in injury management, injury prevention and
performance enhancement. The presenter will
reflect on his own use of acupuncture in the
sports setting, past and present, highlighting the
integration of Western and TCM approaches to
manage the athlete holistically. A series of case
studies will underline the practical application of
this approach to athletes. The importance of
reflective practice will be highlighted and encouraged throughout the presentation.
Report
Colin Paterson is a lecturer at Bournemouth
University, Bournemouth, UK, and a sports
physiotherapist to Paralympians.
He started by emphasizing a strong point: ‘‘In
an ideal world, we would never manage an injury.
We would focus on injury prevention and performance enhancement.’’ This statement carries
a strong message, but we know that injuries still
happen in sports, despite huge efforts to prevent
such events, and this was the focus of his lecture.
Sport is a professional sportsman’s life and
occupation. Therefore, suffering an injury can
cause great anxiety. Not being selected for the
team results in fears about a loss of income, and
more importantly, a loss of purpose! Colin spoke
about how acupuncture can be used as part of
sports injury management. It is well suited to
travelling teams because needles are readily transported, and treatment time can easily be optimized with the use of multi-bed acupuncture
clinics. He then described the integration of
Western medical and TCM thinking by explaining Western scientific acupuncture mechanisms,
the TCM organ system, and the relationship of
 2015 Acupuncture Association of Chartered Physiotherapists

Conference 2015
each organ with certain characteristics and syndromes.
The theme running through the lecture was
reflective practice. The topics mentioned above
were covered as Colin described and reflected
upon his own journey, which involved developing his acupuncture and TCM practice within
elite-level sports. He made further excellent
points. For example, reflective practice is not just
about documenting that you have reflected on
something. True reflection should involve picking apart the situation and analysing it. The result
should be that you learn something and change
your future practice. The aim of proficient practitioners should be to reflect during their practice, and alter and improve in the moment. This
is a development of reflecting on action, i.e.
retrospective reflection, which is more associated
with the novice practitioner. The presentation
was supported by case studies that explained
both the Western medical and TCM theory
behind point selection.
This lecture would have been useful and
interesting not only to a sports physiotherapist,
but any health professional practising acupuncture. It was a very good introduction to the
integration of Western and TCM thinking in
acupuncture, and the principles could easily be
transferred to non-sporting patients. Finally, the
reflective practice element was extremely useful,
and I imagine that it gave many delegates some
much-needed inspiration to reflect more deeply
in order to guide their future practice.
Thank you, Colin, for a thoroughly enjoyable
session!
Chris Ireland

Merging concepts: acupuncture,
tendinomuscular meridians and
the myofascial network
Lynn Pearce
Abstract
In the Chinese text entitled the Huangdi Neijing,
the Jing River points are referenced as being key
to treating muscular tension in what are known
 2015 Acupuncture Association of Chartered Physiotherapists

as the tendinomuscular meridians. There is a
strong correlation between these meridian pathways and the fascial trains proposed by Tom
Myers in his Anatomy Trains approach. This
talk-cum-demonstration will aim to show how to
integrate these two ideas. It will also aim teach
delegates to respect the truth of what the body is
telling them, as therapists, with regard to fascial
tension in the tissues. This will help to identify
areas to treat with either manual therapy and/or
acupuncture. The approach allows us to assess
the whole myofascial system quickly, and to trust
what we find in terms of making our treatments
more effective.
Report
Lynn Pearce is one of the most entertaining
speakers on acupuncture, and she brings a wealth
of knowledge to her presentations. She currently
works at the Courtyard Centre for Health and
Wellbeing, Biggleswade, UK. During her career,
Lynn has been team physiotherapist to the
national badminton squad, and worked in various NHS, private and occupational health
organizations. Following TCM training at the
British College of Acupuncture, London, UK,
she became an AACP-accredited tutor and a
lecturer on the MSc in Acupuncture in Health
Care course at Coventry University, Coventry,
UK.
Lynn began her talk by humorously referring
to some confusion over her remit, which was
‘‘fascia’’, and that of Jon Hobbs, the following
speaker, who was scheduled to deliver a presentation on ‘‘facial’’ acupuncture. She admitted to
being the number one fan of Professor Helene
Langevin, the eminent speaker at Conference
2014, who researches the correlations between
connective tissue and acupuncture points. Lynn
also made quirky comments about her 35 years
of experience as a physiotherapist, and her
22 years practising acupuncture: ‘‘I know I don’t
look that old!’’ She also told us about her
new-found career in canine acupressure, saying,
‘‘Human patients moan too much, don’t they?’’
Lynn’s talk was influenced by TCM texts such
as the Neijing, and the work of Helene Langevin,
Tom Myers, Phillip Beach, James Oschman and
others. She stated that many of these people talk
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about the same thing, but use different terminology. In essence, they are all looking at connective
tissue, meridians or channels, acupuncture
points, and the relationships between these.
Lynn told us that ‘‘sinew channels’’ can either
reflect disturbances of the primary channels or
be injured themselves, mainly by trauma or
attacks by exterior pathogens. An example of
this would be Wind invasion of the Gall Bladder
(GB) 31 acupoint when running around wearing
shorts, which causes discomfort in the hamstrings!
She admitted that there are no specific points
that treat the sinew channels, but stated that the
Jing River points can have a substantial effect on
tendons. These acupoints are Large Intestine
(LI) 5, Triple Energizer (TE) 6, Small Intestine
(SI) 5, Stomach (ST) 41, Bladder 60, GB38,
Lung (LU) 8, Pericardium (PC) 5, Heart (HT) 4,
Liver 4, Spleen 5 and Kidney (KI) 7.
Lynn uses palpation of the Jing River points to
determine whether there is a problem along the
channel. This simple method of assessment will
guide her to a diagnosis if she ‘‘feels’’ resistance
at any point. Lynn told us that it is possible to
access the whole musculoskeletal system in
2 min with this technique. She may then treat
Ah-Shi points or true acupoints along the dysfunctional channel.
Lynn asked for a delegate with a stiff hip, neck
or knee to volunteer for palpation. The gentleman in question would not divulge his problem,
so this became a rather public challenge for her
to get it right!
She stated that palpation of the upper-limb
Jing River points will detect issues in the shoulder or neck, while the lower-limb ones relate to
the back and legs. Lynn always starts with the
yang meridians (i.e. LI5, TE6 and SI5) and then
moves on to the yin ones (i.e. PC5, LU8 and
HT4). She noted that the volunteer was righthanded, but found nothing of note to palpate in
his upper limbs. However, on palpation of the
lower-limb Jing River points, she found differences: ST41 felt ‘‘ropy’’ on the right; GB38 was
less springy on the left; LI4 was tight on the left;
and KI7 was very tender on the right. The
delegate admitted to a loss of internal rotation in
his right hip with subsequent postural shifts
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throughout his lower body. Lynn suggested that
20 s of deep acupressure or acupuncture to
KI7 might be a good treatment option, and
included GB38, which she said she ‘‘uses all the
time’’. Her volunteer felt some relief 30 s later. . .
Applause by audience!
Delegate participation ensued when we practised practical palpation of our neighbour’s arms.
Lynn peppered her talk with useful tips from her
experiences: PC5 is great for hiccups; and GB12,
which lies above and behind the mastoid process, is a crossover point for four fascial lines, so
deep acupressure here is very effective for many
dysfunctions.
In conclusion, Lynn told us that what you do
to the fascia can have a biochemical effect on
everything. You can deliver a holistic diagnosis
and treatment in less than 3 min when you are
accomplished at finding the Jing River points.
This was fascinating, enlightening and entertaining presentation. Unfortunately, Lynn ran
out of time, but I would happily return for more
and will be using this technique forthwith. Thank
you, Lynn!
Jeanne Burnett

Face value: the benefits of facial
acupuncture
Jon Hobbs
Abstract
Myofascial facial pain, headaches, migraines,
facial neuralgia and movement dysfunctions of
the jaw are all medical conditions that chartered
physiotherapists treat with acupuncture. However, in recent years, the use of cosmetic acupuncture has seen an increase in popularity. As
major stakeholders in the practice of acupuncture in the UK, chartered physiotherapists in the
private sector are well placed to develop their
skills within the realm of facial acupuncture. This
interactive presentation will review the use of
acupuncture for clinical conditions, and also
introduce clinicians to the notion of the benefits
of the extended scope of practice of facial
acupuncture.
 2015 Acupuncture Association of Chartered Physiotherapists
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Report
Jon Hobbs began his talk by reviewing the way in
which we currently think about the effects and
clinical use of acupuncture within physiotherapy.
He went on to discuss the way in which acupuncture can be integrated into practice by using
effective clinical reasoning. Jon then talked about
the anatomy of the face, and considered how
acupuncture might reasonably be expected to
offer beneficial effects from a cosmetic
perspective.
The way in which a facial rejuvenation acupuncture (FRA) treatment is carried out was
described with photographs of each stage of the
treatment process. The method of needle insertion, which often includes pre-stretching the
tissues, and the angle of insertion used were
discussed. Not much research has been carried
out on FRA so far; however, the evidence that is
currently available was reviewed. Issues regarding
scope of practice and some of the negative
effects associated with the alternatives such as
Botox were discussed.
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The final part of the presentation was a
practical demonstration of the techniques used
to minimize trauma and maximize clinical efficacy. Jon demonstrated how lines and wrinkles
can be specifically targeted with very fine needles, which can be inserted virtually painlessly.
He then described how this needling is linked
with the use of traditional acupuncture points on
both the face and body. The treatment was very
well tolerated by the model, who described
soreness but not pain, and seemed quite content
during the demonstration. Jon was asked about
how this treatment might be incorporated within
a private physiotherapy clinic, and some of the
financial considerations, such as fee structure
and marketing.
From this presentation, it is clear that a new
era is dawning in physiotherapy. The metrics by
which we measure our efficacy will broaden to
encompass not just how our patients feel, but
also how they look.
John Wood
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Research review

Changes in lumbar multifidus
muscle function and nociceptive
sensitivity in low back pain
patient responders versus
non-responders after dry
needling treatment
We know that some patients respond to certain
treatments, but others do not. This applies not
only to acupuncture, but also to the majority of
medical and physiotherapy interventions. Why is
there this difference, and can we use it to find
out more about how a treatment works?
This study by Koppenhaver et al. (2015) took
a different approach to the frequently used
methodology of finding out how many people
responded to a treatment and how many did not.
Instead, they looked for differences between
responders and non-responders. The study
involved 66 patients with low back pain who all
received one dry needling treatment. To test
whether they responded to this, the participants
completed the modified Oswestry Disability
Index. Pressure-pain threshold was used to
assess nociceptive sensitivity, and change in the
thickness of the lumbar multifidus muscle was
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used to assess muscle function. Koppenhaver
et al. (2015) found that the participants who
responded to the treatment had larger improvements in lumbar multifidus function and
nociceptive sensitivity 1 week after the treatment, but not straight away. The authors suggest
that the dry needling treatment may cause lasting
sensorimotor changes, which could explain the
positive response to treatment.
This paper is not just interesting in terms of its
findings, but also because of the methodology
employed. I would encourage readers to review
the full article. I hope that further research is
carried out using this type of methodology since
it could advance our understanding of the
physiological effects of acupuncture.
Helen Oakes
Journal Committee Member
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Koppenhaver S. L., Walker M. J., Su J., et al. (2015)
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Book reviews

Acupuncture for IVF and Assisted
Reproduction: An Integrated Approach
to Treatment and Management
By Irina Szmelskyj and Lianne Aquilina
Churchill Livingstone, Edinburgh, 2015, 448
pages, hardback, £44.99
ISBN 978-0-7020-5010-7
This well-presented hardback offers to ‘‘take
acupuncture students and practitioners, step by
step, through every aspect of contemporary fertility and [assisted reproductive technology] ART
acupuncture practice’’ (p. xv). The 14 chapters of
Acupuncture for IVF and Assisted Reproduction: An
Integrated Approach to Treatment and Management
cover the basics of acupuncture treatment with
respect to subfertility, conception, medical tests
and investigations, in vitro fertilization (IVF) and
ART therapy, and possible complications from a
Western perspective. The authors then integrate
this with chapters on investigations and assessment from a traditional Chinese medicine
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(TCM) perspective in order to formulate a treatment plan at the various stages of preconception,
conception and beyond.
As a practitioner who trained in Western
medical acupuncture and mainly uses this
approach to treatment, I found some parts of
this book hard to digest. Sometimes I needed to
read these several times to fully understand the
TCM terminology and explanations. I also found
some chapters slightly muddled, and had to skip
forwards and backwards to fully understand
these sections properly. Those with previous
experience in fertility acupuncture may not have
this issue.
Going from the basics to advanced diagnosis
and treatment, Acupuncture for IVF and Assisted
Reproduction covers so much detail that even a
novice understanding of fertility, IVF and ART
means that it facilitates understanding, interpretation and integration between the Eastern
and Western approaches. References, case
studies, diagrams and tables are very well used
throughout, and are a wonderful addition to
most pages. The authors were also generous
enough to provide an extremely thorough
subjective/objective template in the appendices,
along with other useful charts and an extensive
glossary.
Both of the authors are well-established and
very experienced acupuncturists with extensive
credentials in reproductive health, and they
clearly have very good research and anecdotal
bases. The book is well referenced, and where
good-quality evidence is not available, they state
clearly that anecdotal evidence or their extensive
experience has been used. When this occurs, they
often use the opportunity to provide more case
study examples, which was particularly useful.
Acupuncture for IVF and Assisted Reproduction will
be of interest to physiotherapists working in the
field of women’s and men’s health, or those who
have a special interest in fertility and reproduction. Fertility acupuncturists will find this book
invaluable. Certain chapters will also be of ben123
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efit to patients seeking or going through fertility
treatment, and will help them to better understand this area. As a women’s health physiotherapist, I not only found the book very useful
from a clinical perspective, but a very interesting
read.
Rebecca Bennett
Private Practitioner
and
Queen Mary’s Hospital
London
UK

Essential Texts in Chinese Medicine:
The Single Idea in the Mind of the
Yellow Emperor
By Richard Bertschinger
Singing Dragon, London, 2015, 320 pages,
paperback, £19.99
ISBN 978-1-84819-162-4

Emperor continued to rule for many additional
years, attempting to bring his realm to a state of
perfection. Upon his death, he is believed to
have risen into the heavens to become an
immortal.
Huangdi’s connection with medicine arises
from his desire for harmony. The people of his
time saw illness as a disharmony of the whole
body, and would attempt to rebalance the system
through the application of herbal medicine, acupuncture and moxibustion. Written in the form
of a discourse between Huangdi and his minister,
Qi Bo, The Yellow Emperor’s Classic of Medicine
contains a wealth of knowledge. Aetiology,
physiology, diagnosis, therapy (including acupuncture) and prevention of disease are discussed, and there are also in-depth investigations
of such diverse subjects as ethics, psychology
and cosmology.
All of these passages are written in a semipoetic question-and-answer format that presents
the discussions between Huangdi and his minister

Essential Texts in Chinese Medicine: The Single Idea in
the Mind of the Yellow Emperor is a difficult book to
review. The experience of reading it is strangely
immersive, and yet the text raises so many
questions that it is hardly a relaxing one! Richard
Bertschinger has translated passages from the
Huangdi Neijing, often referred to as The Yellow
Emperor’s Classic of Medicine, drawing on material
previously selected and clarified by another
scholar/physician, Li Zhongzi. Bertschinger also
offers his commentary on some of the key
passages in the definitive Chinese texts.
Some explanation may be useful here:
Huangdi, the Yellow Emperor, is an important
figure in Chinese mythology. He was a legendary
sovereign who reputedly ruled for many years
around 2700 BCE, and is often referred to as the
author of Taoism. He is believed to have been a
kind and wise emperor who introduced systems
of law, music and art to his subjects. After ruling
for many years, Huangdi became tired and weak.
He allowed officials to make decisions for him
and went to live in a simple hut in the courtyard
of his palace. Through fasting, prayer and meditation, he discovered the Tao, or way – a belief
that leads to an ideal state of being. The Yellow
124
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within a holistic context. Clearly, these dialogues
did not originate from a mythical being, and the
Neijing has been described by Keegan (1988) as a
compilation of compilations that contains records
of many different schools and approaches.
Li Zhongzi was a Chinese doctor from a more
recent era, 1588–1655. Much of the literature
concerning this scholar describes him as one of
the first non-sectarian doctors. In essence, this
means that he did not stick to one particular
school of diagnosis, i.e. focus on a particular
organ or pathogen, but based his opinion and
subsequent treatment on total pattern recognition, utilizing all the available evidence. While
not supported by any scientific research, the
historical use of the ideas and philosophies
contained within these writings represents
a form of consensus medicine of great
antiquity.
In Essential Texts in Chinese Medicine, carefully
selected portions of the original Chinese text are
presented alongside a new translation. Bertschinger’s subsequent commentary further explains
some of the more esoteric aspects of the
material, which can seem strange to a Western
mind. Finally, there are some brief questions in a
review at the end of each section. These are not
exactly tests, but the questions do gently help to
check that you have at least partially understood
what you have read!
This is clearly a work of considerable scholarship, although I must admit that much of it was
well beyond me! Bertschinger presents refreshingly clear translations of and commentaries on
these occasionally obscure passages, and underlines their value to present-day practitioners of
the ancient art of acupuncture. The separate
components of a TCM diagnosis are carefully
described, and the patterns used in Zang Fu
applications are highlighted and explained.
Although it takes many words to describe this,
the book itself is a model of clarity, never using
two words where there is a single clear one.
I searched for an extract to demonstrate the
quality and tone of Essential Texts in Chinese
Medicine, and arrived at the following translation
of the Neijing from Chapter 8, ‘‘Four Common
Failings in Treatment’’ (pp. 243–244):
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In managing a diagnosis, if you do not know
the first principles of Yin and Yang, or of
following or facing the qi.
This is the first failing in treatment.
You hear the teacher, but do not complete
your studies.
Then suddenly you cobble together some
skill,
Using some strange terms to describe your
method,
And, moreover, calling it your own work.
Recklessly you use the needle, which results
in an injury to the patient.
This is the second failing in treatment.
You do not succeed in finding out the
wealth or poverty of their position,
Whether their standing has been strong or
weak,
How their body responds to the temperature of the day,
And whether they are in control of their
diet;
You cannot separate out whether they are
brave or timid inside,
And do not know with what to compare
them.
This is enough to tip you into confusion,
As you have not enough to understand the
condition.
This is the third failing in treatment.
In making the diagnosis, if you do not
question its beginning,
As to whether their appetite or attitude to
food has altered or lifestyle changed,
Or perhaps a drastic medicine has injured
them.
If you do not first ask these questions, but
grab at the pulse,
Then how can you understand the
disease?
You wildly make up some name for it,
Which is coarse workmanship, to the
extreme.
This is the fourth failing in treatment.
Here is Bertschinger’s commentary on the above
(p. 244):
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These passages make it clear that the very best
in medicine depends on seeing the patient as a
whole and the power and sensitivity of the
practitioner. Xue Shengbai gives an indication
that this involves a commitment to developing
an inner spirit, in his comment on the previous
chapter: ‘‘While our practice will derive from
adapting to circumstances, subtlety comes
from our own heart and understanding.’’
Personally, I treasure the thought that our students have quite a lot in common with those
from centuries in the past! Seriously though,
Essential Texts in Chinese Medicine is both a charming and informative book. If you are interested in
TCM, it would be a useful reference book, and it
is a pleasure to dip into just for a flavour of the
history of acupuncture.
Val Hopwood
Clinical Editor
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the self-help readership. These include an important section on the different ways of applying local
stimulation to yourself. Acupuncture is first mentioned as a technique in Chapter 3, in which the
theory of trigger points, mostly as described by
Travell & Simons (1992), is outlined briefly.
There is a suggestion that acupuncture Ah-Shi
points could be similar to trigger points, but the
author does not really pursue this idea.
Nonetheless, the manual itself is full of useful
information for any professional working in the
field of musculoskeletal pain. There are chapters
on therapeutic treatment protocols (including
palpation and dry needling), and stretching and
exercise (including fitness, flexibility and
strengthening). The rest of the manual is laid out
very clearly, and the chapters are organized to
contain logical anatomical zones and muscle
groups (e.g. Chapter 7, ‘‘Muscles of the Face,
Head and Neck’’). Colour coding makes each
section and body region easy to find.
Each chapter offers: a list of the muscles in the
area; a good diagram showing the origin and
insertion of each muscle or group; and details of
nerve supply and actions, including basic functional movement (e.g. for the trapezius, ‘‘paint-

The Concise Book of Trigger Points:
A Professional and Self-Help Manual,
3rd edn
By Simeon Niel-Asher
Lotus Publishing, Nutbourne, West Sussex,
2014, 235 pages, paperback, £18.99
ISBN 978-1-905367-51-1
This is an interesting book for any musculoskeletal physiotherapist. It was written by an
osteopath and caters for a very wide audience.
This is the third edition of The Concise Book of
Trigger Points: A Professional and Self-Help Manual;
the first was published 10 years ago and then
widely translated. It is offered mainly as a practical manual, and the information it contains is
tailored for the benefit of medical professionals,
osteopaths, massage therapists and interested
patients.
The first two of the six introductory chapters
cover muscular anatomy and physiology, and are
relatively brief and simple, being directed more at
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ing a ceiling’’). Then, to the heart of the matter,
accurate illustrations of referred pain patterns
both in the body of the muscle and outside it are
presented. Finally, there is an overview of common indications, and a selection of hands-on
techniques for professionals to use in order to
deal with the pain. A separate section on selfhelp describes some easy techniques, and gives
some very good advice to readers on how to
manage their symptoms.
The standard of illustration is excellent, making this a very pleasant and easy book to use. I
was not familiar with the first edition of The
Concise Book of Trigger Points, but this one appears
to be comprehensive and the interventions are
well-supported by current evidence. If you are
looking for an easily usable reference book for
your clinic, then this would be a good addition to
your library.
Val Hopwood
Clinical Editor
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has been used successfully for thousands of
years. The authors explore the combination of
Western scientifically proven medicine, with its
theories and hypotheses, with the sometimes
‘‘mystical’’ Eastern approach of TCM to treating
the patient holistically. This holistic method
emphasizes that no two patients are the same,
something that we often forget when looking at
treatment regimes.
The first two chapters respectively describe
the Western-based hypotheses of the pathology
of autoimmune disease, and the Chinese concept of an imbalance of yin and yang leading to
the signs and symptoms of autoimmune disease.
In summary, the authors’ belief is that a yin
deficiency is the primary cause of the disease.
There then follows a detailed account of the
products of an imbalance of yin and yang, and
the body’s response to external pathologies. For
anyone trained purely in Western medicine,
these concepts are difficult to grasp, but the
ideas are certainly worth considering when treating a patient with a more systemic disease, as
opposed to musculoskeletal pain issues.

Treating Autoimmune Diseases with
Chinese Medicine
By Wanzhu Hou, Guangpi Xu and Hanjie Wang
Churchill Livingstone, Edinburgh, 2011, 320
pages, hardback, £45.99
ISBN 978-0-443-06974-1
This book investigates the causes and treatment
of autoimmune disease from both the Western
medical and TCM approaches, highlighting the
benefits of combining the two to maximize
results. The authors all have a Western medical
and TCM background, and currently work at the
All Natural Medicine Clinic in Rockville, MD,
USA. They aim to arouse interest in TCM and
promote its amazing potential.
The introduction to Treating Autoimmune Diseases with Chinese Medicine explains that, although
there is no single standard for practising TCM, it
 2015 Acupuncture Association of Chartered Physiotherapists
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The next 13 chapters systematically describe
the aetiology, pathology and diagnosis of specific
autoimmune diseases from both the Western
medical and TCM perspectives.
Several case studies are used as examples of
treatment. However, these are very much biased
towards the TCM approach, describing the relevant acupuncture points and the Chinese herbs
that may be most effective. Nevertheless, the
objective Western medical parameters of blood
and urine analysis before and after treatment
verify the authenticity of the TCM approach,
and thus, highlight the benefits of integrative
medicine.
Additional lifestyle tips are given that are
useful in the holistic treatment of patients, as
well as being an essential part of giving them the
‘‘tools’’ to manage their disease and symptoms
over the long term.
The authors conclude that TCM can supplement the insufficient Western medical theory and
treatment of autoimmune disease by replenishing
deficiencies, while the Western approach
provides useful data and objective signs of
improvement.
This book gives practitioners an excellent
insight into and review of autoimmune disease. It
will be of benefit to both those who regularly
treat patients with these conditions, and those
who are very occasionally faced with such an
individual in their clinics.
Three excellent appendices conclude this fascinating book: there is a glossary of immunology,
and indexes of the most appropriate Chinese
herbs for specific diseases and acupuncture
points. Although Treating Autoimmune Diseases with
Chinese Medicine may not be relevant to most
physiotherapists, it certainly provides an insight
into another ‘‘tool in the box’’! I would highly
recommend it to anyone with even a slight
interest in TCM or those open to investigating a
different approach to patient care.

Jing Jin: Acupuncture Treatment of the
Muscular System Using the Meridian
Sinews
By David Legge
Sydney College Press, Woy Woy, NSW, 2010,
170 pages, paperback
ISBN 978-0-9577392-1-5
Having developed an interest in the connection
between the fascial system of Anatomy Trains
outlined by Tom Myers and the tendinomuscular
meridians in TCM practice, Jing Jin: Acupuncture
Treatment of the Muscular System Using the Meridian
Sinews seemed destined to answer all this manual
therapist’s queries.
For the most part, it does – the book links the
concept of the channels with trigger points.
David Legge merges the illustrations from his
previous book, Close to the Bone (Legge 2000),
with the channel pathways, and so breaks down
a connected line into individual muscle

Wendy Davies
Private Practice
Henley-on-Thames
Oxfordshire
UK
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components. This is a very interesting way of
looking at the Jing Jin – as the muscle system
itself – as long as we remember to put it all
together as a linked whole and not just muscles
in isolation.
The first section deals with the traditional
descriptions in the older Chinese medical literature, and as such, it is interesting. For those who
have an understanding of the channel system in
TCM, it will be easily readable and enlightening,
but for those purely trained in Western medical
acupuncture, it will be a confusion of terms.
Legge has attempted to research the literature on
modern-day practice using this idea, and he
correctly finds that there has been very little
mention of the tendinomuscular meridians since
the Neijing. Although the existing pathways and
pictures are described, it does seem that this is
a forgotten area in acupuncture practice. As
manual therapists, this should really form the
core of our work rather than the main meridians
and the obsession with pain per se.
In his summary of treatment recommendations from the classics, Legge mentions the
needling of Ah-Shi points with ‘‘repeated short
insertions’’. This takes us into the world of
trigger point needling techniques, which fits well
with our manual approach to clinical acupuncture, of course. The key point that is missed here
is the use of the Jing River points, which are
quoted in the Neijing, but not mentioned once in
this book. These are cardinal points for accu-
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rately assessing the muscular system on the basis
of our palpation skills.
Legge’s description of the link to these meridians and his overview of the nature of fascia is
excellent and enlightening. He considers: tendinopathies; bursitis; all active trigger points; most
strains; problems at fascial attachments; some
joint dysfunctions; and some neuropathies. This
section really brings the connectivity of anatomy
alive again, and encourages us to think of the
whole rather than the minute.
The majority of Jing Jin outlines a specific
channel to start with, and then shows each
muscle that may make up that channel in isolation as well as its trigger points. As such, Legge
adopts a very useful practical approach, and tries
to merge two ideas – a connected system and a
reductionist one. This book is a definite starting
point for those interested in linking their acupuncture with a larger myofascial connective
tissue system. The only thing missing is the Jing
River points!
Lynn Pearce
Private Practice
Biggleswade
Bedfordshire
UK
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Interview with Tony Reid
Since the introduction of evidence-based medicine (EBM), there has been broad-scale acceptance of its value within the medical profession,
and it has risen to universal prominence. However, within the field of traditional Chinese
medicine (TCM), there has been a debate about
whether EBM is a valid way to assess its value.
One such practitioner is Tony Reid, who recently
published an excellent critical evaluation of the
limits and misuses of EBM in The Journal of
Chinese Medicine (Reid 2015).
Tony has an interesting history, and like many
people, came to TCM from Western medicine.
He has now opened up the discussion about the
best way to represent TCM.
Perhaps our members would like to contribute
to this debate? Why not send us your ideas
on this subject (e-mail: val.hopwood@
btinternet.com)?
Rosemary Lillie
News Editor
Rosemary Lillie: Tell me about yourself.
Tony Reid: I studied Western medicine during
the 1970s, but did not complete the course
because I was distracted by acupuncture, shiatsu,
macrobiotics and TCM, all of which I have
practised and taught over subsequent years.
More recently, I completed a double Master’s in
Acupuncture and TCM at the University of
Western Sydney [now Western Sydney University, Sydney, NSW, Australia]. I was in full time
clinical practice until about 12 or 13 years ago,
when I co-founded Sun Herbal Pty Ltd. We
supply several ranges of prepared Chinese herbal
medicine to the practitioner market. I assist with
product development, practitioner education and
regulatory affairs (i.e. keeping up with the everchanging and increasingly expensive government
requirements). I have two young children (an
11-year-old boy and a 16-year-old girl), and in
my spare time, I enjoy playing electric guitar.
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R.L.: What lead to you writing this article?
T.R.: After completing my Master’s degree, I
felt that the two units devoted to EBM did not
allow for any critical evaluation. After reading
about the ways in which this system has been
rorted [i.e. rigged], particularly by vested interests, I became interested in exploring the weaknesses of EBM. In a sense, I was making up for
the deficiencies in my education, and on one
level, you could regard this paper (Reid 2015) as
an outline together with a reading list for an
additional unit on EBM. Of course, I would not
have been able to sustain the effort without a
very considerable dose of righteous indignation.
This seems to be the ingredient that has driven
my previous papers – both the one on TCM
nomenclature (Reid 2006) and the other on
depression (Reid 2010–2011). Before I began
my postgraduate studies, I was introduced to the
art of academic writing by one of my colleagues,
who gave me a copy of that magnificent paper
on neurasthenia by Sing Lee (1999). I do not
know how many times I have read this, but to
me it is the pinnacle of academic writing, and I
have been inspired ever since to do something
similar. Sing Lee combines meticulously
researched facts with vivid, real-life descriptive
anecdotes, skilfully supporting his argument/
opinion without letting his ego take centre stage.
I still feel that I have a long way to go.
R.L.: With regard to the paradox of the null
hypothesis, if a randomized controlled trial (RCT) is
trying to show that the treatment under consideration does
not work, in what ways can we demonstrate eﬀectively that
it does?
T.R.: As I stated in my paper (Reid 2015),
statistical tests in general may only have a tangential relationship to clinical practice. I am
questioning the undue reliance upon them. I
have not made a detailed study of statistics and
statistical methods, but my overall impression is
that statistics can be, and often are, used in order
to find the loopholes in reality, in much the same
way that tax lawyers find loopholes in every new
131
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piece of tax legislation! [I got this analogy from
Kendrick (2014).] Another way to look at this
problem is that we need to remain comfortable
in the face of uncertainty. The practice of TCM
is founded on the application of basic principles
combined with utilization of the empirical
experience of past experts – it is an art as much
as a science – and the qualities inherent in the
practitioner play a very important role. This all
needs to be incorporated into any type of
research that is going to be pertinent to the
real-life practice of TCM.
R.L.: There is also a paradox with regard to the value of
clinical experience – patients will seek out the skilled and
experienced practitioner, but in the world of EBM,
clinical experts have no value. Can we, as practitioners,
address this problem?
T.R.: The tradition of TCM places great importance on mentoring by a senior experienced
practitioner, we need to continue to value this
approach despite the current of contemporary
EBM that is forcing us all in the opposite
direction.
R.L.: Quoting from your article (Reid 2015,
p. 28):
Clinicians need a much broader scope of
sources for medical knowledge than simply the
undue reliance on RCTs. [. . .] Instead of
denying or shying away from the essential
subjectivity inherent in all aspects of clinical
medicine, it should be acknowledged and
accorded a central place within a new schema
of clinical evidence. In place of the linear
‘‘evidence hierarchy’’, a circular arrangement
of a broad variety of sources of clinical knowledge is proposed – a circle around the circumference of which are arranged different types
of medical knowledge to be drawn upon, as
appropriate, by the clinician placed at the
centre, exercising his or her clinical judgement,
informed by past experience and the present
data from the patient. We honour Sackett’s use
of the words ‘‘judicious’’ and ‘‘integrating’’
when we place the clinical judgement and
expertise of the practitioner at the centre of
the evidence wheel [. . .] (Sackett et al. 1996).
However, this model neglects the patient.
[. . .] The patient may also be viewed as the
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centre of another circle around which are
arranged the events of his/her life, past and
present, including the set of interrelated problems of which the current clinical presentation
is a part. Perhaps the area of overlap between
these two circles, always including the two
central areas, may best represent the clinical
encounter.
Could you expand on your circular hierarchy model? I
think that is a great idea that could be developed in
another article. Would you consider this?
T.R.: The overlapping wheel analogy came to
me during a physiotherapy session when I was
doing some neck and shoulder exercises to
mobilize my neck. The increased blood flow to
the brain ‘‘turned on the lights’’, and helped me
to find a fitting conclusion to my paper, which I
had been obsessing over for several weeks.
Again, I have put this image forward, like a stone
thrown into water, so that the ripples may spread
over the whole pool. I would like to invite my
colleagues to take up the challenge, do the
necessary research and thinking, and put forward
some ideas of their own.
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A glance at the Chinese
acupuncture needle industry
The practice of acupuncture originated in China
over 2500 years ago. The first acupuncture needles were made from stones and bones, and later,
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bronze, gold and even iron were used. However,
most needles are now made with surgical-grade
stainless steel.
The main source of this product is still China,
which manufactures over 60% of all acupuncture
needles. The two other main countries involved
in the industry are South Korea and Japan. The
global market currently consumes approximately
4 billion acupuncture needles per year, and it is
growing by 5–10% year on year. Over 183
countries now use these on a regular basis.
Because of the huge demand for needles, there
were until recently around 1000 unregulated
family-run needle factories in China. These provided needles to the many small private clinics in
China, or to overseas buyers. Since these factories were primarily established to produce lowcost needles, there was minimal regard to
manufacturing quality.
In an attempt to regulate this market, and to
bring about improvements in quality control and
the consistency of needle manufacture, the Chinese government brought in a system of regulation. In 1979, the China Association of
Acupuncture and Moxibustion was founded, and
in January 2010, the China Food and Drug
Administration (CFDA) introduced good manufacturing practice standards to acupuncture factories. The government allowed companies a
2-year preparation period before the regulation
became compulsory in January 2012. This
resulted in many of the smaller operations going
out of business since they could not meet the
required standards. Even larger factories were
closed down until the required standard imposed
by the CFDA could be achieved.
These changes affected both the domestic and
international markets, and many needle wholesalers in the UK and Europe had problems maintaining an adequate supply of needles. However,
the situation has now eased: those companies
that survived the introduction of new regulatory
process have increased production in order to fill
the gap left after the demise of the smaller
factories.
There are now fewer than 40 nationally registered and regulated factories producing acupuncture needles in China. These companies are
granted a 5-year manufacturing licence by the
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government, and are then reviewed every 5 years
to ensure that they are still compliant with the
regulations. If this is not the case, then a factory
is closed until the regulations are satisfied.
A little-known fact is that some Chinese factories only partially manufacture needles. The
raw product is sold on to another company to be
finished before being supplied to wholesalers.
The involvement of third-party manufacturers
creates quality-control problems that are difficult
to resolve.
Acupuncture needles are now classified by the
CFDA as a Class II medical device. Similarly, all
needles sold in the European Union (EU) must
have a European Conformity (Conformité Européenne, CE) mark and number. These signify that
the factory manufacturing the product has met
the required standard since needles are also
classed as a medical device in the EU. If your
needles do not have a CE mark, then they are
illegal.
Until 20 years ago, all acupuncture needles
were made by hand, and the whole industry was
labour-intensive. Skilled workers could make a
maximum of 3000 units a day. Inevitably, this
manual process meant that there were many
defects in the needles and only minimal consistency in quality.
This situation could not continue, and a few
Chinese factory production lines are now fully
automated from the production of the wire right
through to the polishing and final processes of
manufacture. A single machine can produce
30 000 needles per day, and one operator can
manage four machines running at the same time.
This is important because labour costs in China
have risen by over 200% in the past 3 years. By
reducing the number of employees, companies
can maintain their prices. However, the rising
cost of raw materials such as steel and copper
means that this may change.
Almost all acupuncture needles are now made
of imported surgical-grade stainless steel from
the USA or Japan. The process of manufacturing
a needle involves at least 13 steps, including:
drawing and extending the wire to whatever
thickness/gauge is required; cutting this to needle length; sharpening the tip; polishing; attaching the handle to the needle by injection
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moulding or crimping; and testing for quality
control up to the final processes of packaging
and sterilization. Another little-known fact is that
each entire carton containing, for example, 100
boxes of needles is sterilized, not just the needles
themselves or the individual boxes. Acupuncture
needles are one of the main tools of the acupuncturist, and it is vital that a consistent standard of quality is maintained. While necessarily
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brief, we hope that this article will reassure you
that the needle you are using is now manufactured to the highest quality and consistency.
George He & Ewan Urquhart
Phoenix Medical Ltd
Chelmsford
UK
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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 the 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
 2015 Acupuncture Association of Chartered Physiotherapists

Guidelines for authors
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
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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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AACP CPD OPPORTUNITIES

Acupuncture Update Course – Congleton, Cheshire
th
10 January 2016
Cost: £99.00 Members £125.00 Non-Members
Tutor: Chris Norris

Back, Neck & Upper Limb – Crystal Palace, London
th
7 May 2016
Cost: £99.00 Members £125.00 Non-Members
Tutor: Jon Hobbs

Fascia & Anatomy Trains – AACP Peterborough
th
16 February 2016
Cost: £99.00 Members £125.00 Non-Members
Tutor: Lynn Pearce

Upper & Lower Refresher Weekend –Crystal Palace,
London
th
th
7 & 8 May 2016 &
Cost: £180.00 Members £220.00 Non-Members
Tutor: Jon Hobbs

Pain Relief Masterclass – AACP Peterborough
th
11 March 2016
Cost: £110.00 Members £125.00 Non-Members
Tutor: Joanne Dyson

Fascia & Anatomy Trains – AACP Peterborough
th
17 May 2016
Cost: £99.00 Members £125.00 Non-Members
Tutor: Lynn Pearce

Auricular Acupuncture – AACP Peterborough
th
15 March 2016
Cost: £99.00 Members £125.00 Non-Members
Tutor: Lynn Pearce

Back & Lower Limb – Crystal Palace, London
th
8 May 2016
Cost: £99.00 Members £125.00 Non-Members
Tutor:Jon Hobbs

Electroacupuncture, Gua Sha & Cupping – AACP
Peterborough
th
5 April 2016
Cost: £99.00 Members £125.00 Non-Members
Tutor: Lynn Pearce
Womens Health – Moorgate, London
rd
th
23 & 24 April 2016
Cost: £180.00 Members £200.00 Non-Members
Tutor: Jon Hobbs

For further information or to book a place
please see our website at www.aacp.org.uk/find-a-training-course
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