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In the bad old days, I used to write ever more
outlandish editorials for the British Acupuncture
Council newsletter in the hope of getting sacked.
(I eventually succeeded.) I dug one out recently,
and as you can see from the extract I’ve quoted
below, the themes haven’t changed much in a
decade. Perhaps they ought to have done.
Dialogue on the ground between doctors,
physiotherapists and traditional acupuncturists is
more fertile than ever, as Merian Denning’s
report on the autumn 2010 Acupuncture Stakeholder Group seminar ably demonstrates (pp.
105–107). However, we’re all being backed into
a strange corner that now sees the randomized
double-blind controlled trial as the sole basis for
determining not just efficacy, but also ‘‘reportability’’. Those of you who are in private practice
will already know that the recently published
Advertising Standards Authority guidelines preclude mention of anything except nausea, vomiting and dental pain in printed advertising for
acupuncture clinics, and from March this year,
this will apply to websites too.
By contrast, looking at the contents of this
edition of the Journal, the successful use of
acupuncture within its broader context is one
of its underlying themes. Jennie Longbottom’s
article tackles this head-on (pp. 51–54), but
several of the case reports discuss integrating acupuncture within an existing treatment
strategy, replicating in practice what Hugh
MacPherson and others have called for as a
better model for acupuncture research, the
‘‘pragmatic trial’’. Instead of artificial and reductionist settings that detach acupuncture from
how it is normally practised, the pragmatic trial
sets needling alongside existing conventional
treatment and sees it practised dynamically as one
usually would use it, the so-called ‘‘black box’’
approach.
So alongside the call for original material,
which you can take as read for every issue of
JAACP, keep your case studies coming, and
celebrate the diversity of acupuncture use within
physiotherapy practice. And if you do, I promise
to write more sensible editorials. . . You have
been warned.
Slàinte!
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Editorial

Captain’s log, stardate 1101.11
These are the voyages of the starship Ernsterprise. Its
ongoing mission: to re-biomedicalize acupuncture.
Since we left Earth to explore the farthest corners of the
galaxy, the world we left behind has changed. Where there
was truth, now there is uncertainty. There are reports of
rebel factions practising bizarre rituals, and using the
Forbidden Words ‘‘yin’’ and ‘‘yang’’. We must to teach
them the old ways of truth and science. . .
‘‘Spock, what do we know about these rebels and
their strange ways?’’
‘‘Apparently, Captain, these people believe in
the flow of something they call ‘Qi’. As far as I
can tell, it approximates to the fourth quantum
field in Dimension 6. Their whole system has
evolved from this.’’
‘‘What, you mean there’s a scientific basis for
what they do?’’
‘‘The answer is affirmative, Captain.’’
‘‘But according to our records, only medical
doctors are allowed to practise acupuncture,
Spock; only they know the necessary science.’’
‘‘It appears that even they are unaware of the
true science involved, Captain. The doctors
found enough science to underpin what they
already did, but seemed to rest their claim to
acupuncture on the fact that people got better
when they stuck needles in precisely because they
were doctors. They believed that other people
doing exactly the same thing who were not
doctors would not get the same results.’’
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‘‘So what you’re saying, Spock, is that they
think that, if they control science and can therefore call themselves scientists, anything they do
will be scientific. Bones, what do you have to say
about that?’’
‘‘What do you expect me to say, Jim? I hear all
sorts of mumbo-jumbo amongst the primitives
we meet and some of it even sounds plausible,
but when it comes down to it, science is all we’ve
got to go on. Everything else is just superstition.’’
‘‘Wait a minute, Bones, does that mean these
acupuncturists are right or wrong in what they
do? Think carefully – the future of our mission
depends on it!’’
‘‘It’s really very simple, Jim. If it were scientific, I’d be doing it. So if I’m not doing it, it can’t
be scientific unless I decide I like doing it, in
which case it becomes scientific, but in a way
that nobody quite understands yet . . .’’
‘‘I think I’m losing my mind here, Bones!
Didn’t Spock just say that their whole way of
thinking is based on quantum theory and so it is
scientific?’’
‘‘Ah yes, Jim, but they don’t know it is yet, so
it isn’t. But if I do, it is.’’
‘‘Bones, this is so confusing! How can I trust
what you say?’’
‘‘Of course you can trust me, I’m a doctor.’’
John Wheeler
Clinical Editor
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Chair report

Here is a brain teaser for you. . . What do
post-stroke rehabilitation, cancer-induced bone
pain, fibrosing alveolitis, anxiety and hyperventilation have in common? Answer: They are all
subjects that are covered in this edition of the
Journal. I am sure that you will agree that there is
plenty of variety and something for everyone in
these pages, and I would like to thank and
congratulate the Journal Committee for putting
this exciting and enjoyable issue together!
Chairing our Association has continued to
challenge me and occupy large amounts of my
time. Since my last report to you in the Autumn
2010 edition of JAACP, I have spent a lot of
time on issues of governance and transparency
within the organization. Although these issues
are not clinical, they are essential to the smooth
running of the Association, and I apologise in
advance that this brief report will not be as meaty
and interesting as I would have liked.
The Conference Committee have arranged an
amazing line-up of international speakers for this
year’s conference. You can find out more about
this event in the Conference Coordinator’s
report (p. 19) and also on our website
(www.aacp.org.uk). Places are limited, so please
get your application in as soon as you can! We
would like the Annual Conference to move
around the country in order to make it more
accessible to the membership. The Conference
Committee is finalizing a venue as I write, and
we will notify you of the new venue when we
formally announce Conference 2012.
The Autumn Journal contained a survey for
you to complete. There was an excellent
response to this questionnaire, and I thank all of
you who took the time to give us your feedback. Early results have confirmed that the
provision of training courses is at the very top
of your agenda, and we are listening to your
needs and endeavouring to address these. I am
sure that you are aware that your regional representatives are very willing to help members
organize courses. Please contact them if you
need their help; they will be glad to hear from
you.
 2011 Acupuncture Association of Chartered Physiotherapists

Talking of regional representatives, do you
know who yours is? You can read their reports in
this edition (pp. 21–23), and I know that they
would be delighted to get the opportunity to
meet members in their area. Feedback from the
regional representatives indicates that very few of
you use them as a resource or, indeed, contact
them at all! We still have a shortage of representatives in Northern Ireland, South Wales and
London. You do not need to be an expert to
perform this role, you just need to be willing to
support AACP members in your area and be
enthusiastic about helping them. You may want
to share the job with a colleague, of course, and
that is all right too! If you would like to volunteer
yourself as a regional representative, then please
get in touch with Chief Executive Officer Greg
Byrne or myself. We will be delighted to hear
from you!
Despite daily reports of austerity and financial
cut-backs, I am still amazed that we have not
received many requests for our small project
grants. These funds are intended to help support
projects such as audit or dissertations in acupuncture. If you are interested, please look at the
grant section of the website. If your academic
aspirations stretch to doing an acupuncturerelated doctorate, then also check out the PhD
grant which is now available.
National Health Service cuts are also affecting
acupuncture services around the country. I have
been contacted by members seeking support in
order to maintain their service. Among the many
reasons cited for cutting acupuncture provision
is a lack of evidence, but we know that it has a
stronger evidence base than many modalities
used routinely within physiotherapy. If you find
that your service is under threat, then please
contact us because we can help you to put a case
together to protect it.
The Association has said goodbye to two
important people in the past few months. Dr Jill
Higgins stepped down from her position as
Chair of the Education, Training and Research
Committee to take up a new post in the South of
England. We thank her for her contribution and
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wish her well in her new job. I would also like to
thank John Longbottom, who has stepped down
from his position as Webmaster after many years
of association with AACP. He was instrumental
in setting up the website and subsequently maintaining it. The role of Webmaster is a crucial
‘‘behind the scenes’’ job that has enabled our
organization to link with its members in an
efficient and cost-effective way. The website is
currently undergoing a ‘‘makeover’’ and will be
ready to launch in May.
And finally, I return to my now-customary
plea: Please consider how you can contribute to
the Association. Despite being the largest professional network within the Chartered Society
of Physiotherapy, AACP leans heavily on a small
group of motivated, hard-working and generous
people who give freely of their time in order to
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help the organization realize its visions. I am
extremely grateful to them for all that they do,
but they will not be around forever! Their lives
will move on and they will leave the Association
having ‘‘done their bit’’, and it is only right that
they do. However, currently, their departure will
leave holes in AACP because we have very
few members who come forward to take their
place. This is your organization and we need
your involvement. Without it, the small team of
dedicated supporters will become exhausted and
fade away. Many hands make light work, of
course, so please consider how you can help our
Association.
Merian Denning
Chair
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Chief Executive Officer interview

The Acupuncture Association of Chartered
Physiotherapists is now the largest professional
network in the Chartered Society of Physiotherapy, and its membership continues to grow
at an unparalleled rate. The rapid expansion of
any organization demands changes to its structure, one of which has been the appointment of
Gregory Byrne (Fig. 1), the new Chief Executive
Officer (CEO) of AACP Ltd. He agreed to be
interviewed for the Journal at the end of last year
in order to discuss the background to his selection by the Board and his thoughts on the future
of the Association.
Greg has devoted his career to working in the
broad field of enterprise creation and economic
regeneration. He has tackled everything from the
micro-level issues involved in supporting individuals and creating sustainable communities to the
much larger physical areas of construction and
urban renewal. An experienced company CEO
and project manager with business strategy,
strategic marketing and investment promotion
expertise, Greg is also a chartered civil engineer
with academic and professional qualifications in
general management and marketing.
He acknowledges that the story of his
appointment is a long and involved one. Greg
was originally made interim Manager by Jennie
Longbottom in early 2009 to cover then Business
Manager Sharon Fox’s absence in the lead up to
that year’s Annual General Meeting (AGM). He
was also asked to review the policies, procedures
and structure of the Association’s executive
management and administration.
‘‘This was in order to establish whether it was
fit for purpose,’’ he says, ‘‘given AACP’s considerable growth and increased professional
standing, and to make recommendations for
changes and improvements where appropriate.’’
He left 6 months later, after overseeing the
appointment of Ian Brooke, AACP’s first permanent holder of the post, but returned on another
interim basis last year when Ian left the Association. The Board had established a subcommittee in 2009 to consider, review and progress the
appointment of a full- or part-time CEO to fill
 2011 Acupuncture Association of Chartered Physiotherapists

the considerable executive gap that would be left
at the end of Jennie Longbottom’s tenure as
Executive Chair because Merian Denning, the
new Chair, did not want to assume any executive
management responsibilities. When his successor
stepped down, Greg agreed to return as interim
CEO, and was then appointed by the Board take
on the role on a more permanent basis in order
to implement a programme of changes.
‘‘We call it the Reform Agenda,’’ he explains,
‘‘which sounds rather grand, but this isn’t something that the Board and I either planned or
really wanted. It’s something that events have
forced on us, and as Merian said in the Autumn
statement mailed out to all members, while
AACP has grown very, very considerably, it also
has to grow up. Those two things are actually
rather different because practices, processes,
policies and procedures that were adequate for a
small unincorporated body run by a committee
of generally like-minded people may not stand
up to legal scrutiny when an organization has
over 6000 members.’’

Figure 1. Greg Byrne, Chief Executive Officer of AACP
Ltd.
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The Association was incorporated as a limited
company in 2006 and is subject to the requirements of the Companies Act, but issues that
emerged throughout the summer and autumn
of 2010 meant that AACP was found wanting
in terms of corporate governance, as well as
transparency in both transactions and decisionmaking. To compound this, a number of
complaints have been made, primarily by
members.
‘‘Although none were huge issues,’’ Greg says,
‘‘when taken together, these demonstrated that
we didn’t actually have appropriate policies, procedures and structures in place to deal with
problems like this. We took some serious decisions, particularly in relation to accreditation
procedures, and we’re in the process of making
the necessary changes. Some very good professional legal advice that we received last year
stimulated actions that are going to transform
the required process for achieving accreditation,
as well as course development and the relevant
delivery processes. Company Secretary Michael
Tolond, Chair Merian Denning and myself have
promoted these changes with the full support of
the Board. Some will meet with resistance, of
course, but I must stress that these are all
intended to improve the lot of AACP members,
even if they don’t realize this right now.’’
The Association has grown at an impressive
rate over the past few years, but the question is:
will it continue to increase its membership in the
present economic climate?
‘‘That’s very difficult to predict,’’ Greg admits,
‘‘but AACP is a sound organization and its
membership rates are very good value for money
for chartered physiotherapists who want to
extend their scope of practice to include acupuncture and join a learned association. The
recent National Institute for Health and Clinical
Excellence guidelines (NICE 2009) confirmed
that acupuncture is a cost-effective treatment for
low back pain, which undoubtedly led to a big
push within health trusts throughout the UK to
increase the scope of services being offered to
patients. Trusts usually seek to ensure that the
clinicians whom they use to deliver a new treatment are qualified to deliver that service. Clearly,
being a member of AACP demonstrates that a
chartered physiotherapist has received appropriate training in acupuncture and is maintaining
10

ongoing continuing professional development
(CPD).’’
In order to predict what may happen with
regard to membership, a questionnaire was sent
to every member of AACP with the Autumn
2010 Journal. This achieved an impressive
response rate of 15.5%. The results of the
analysis of this census will be published soon
on the website as well as in the next edition of
JAACP (Autumn 2011).
‘‘Nine hundred and fifty-eight members
returned completed questionnaires to the office,’’
Greg says, ‘‘which is absolutely superb, but more
importantly, clear messages are contained within
the responses. Sometimes you can ask a range of
questions, and no matter how many people you
ask, you’re still none the wiser at the end of the
process. But we’ve identified very, very clear
messages that are going to help me to perform a
risk analysis to predict the outcomes of environmental changes in terms of whether or not
members remain with AACP. Also, and even
more significantly, this will let the Board map out
a positive way forward by responding to what
the membership want from the Association.
We’ve got extremely clear guidance on the things
that the members want us to do more of or to
do better, and that will form the new agenda
for 2011. Who better than our membership to
dictate what services they want from their
organization? The Association isn’t owned by the
people who make up the Board of Directors, or
its tutors or its course owners. It’s owned by its
6500 members and it has to respond to the needs
of the full membership.’’
Having worked with many boards in the past,
Greg understands that, when directors examine
own priorities, they can sometimes forget what
the stakeholders’ interests are. This begs the
question of whether AACP can afford to employ
a CEO.
‘‘I would argue that it can’t afford not to
employ one,’’ he responds, ‘‘but then I would,
wouldn’t I! This organization is now a very
substantial company with some 6500 members, a
turnover of more than £550 000, and very
complicated ‘arm’s length’ education and training
programmes. There’s usually five or six important operational decisions to be taken every day.
Who makes those if you only have a nonexecutive board of directors? It doesn’t matter
 2011 Acupuncture Association of Chartered Physiotherapists
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what the job title is, whether this post is a
managing director, a general manager or a CEO,
but someone with a knowledge of business has
to take these daily decisions and provide professional advice to the Board. Not only are we
going through a sustained period of growth,
we’re also implementing a very serious agenda
of reform. If someone hasn’t got experience of
managing these issues, of being able to make
lucid, well-presented, well-analysed reports so
that the Board can make well-informed decisions, then it’s unlikely that any organization will
be able to move forward in the way that it needs
to.’’
Greg points out that the previous position of
Executive Chair came with remuneration and
that the former post of Business Manager was a
salaried one, of course. When this expenditure is
added together, it slightly exceeds his present
salary, meaning that AACP’s executive management now costs less to run than it did 2 years
ago. Nevertheless, some questions have been
asked about the recruitment procedure involved
in his appointment.
When Greg first joined the Association as an
interim manager in April 2009, part of the
process that he was engaged in was to assist with
the recruitment of the new permanent CEO for
AACP Ltd: ‘‘I’d been brought in as a management consultant to clear up issues that needed to
be sorted, but I was also there to help the Board
find their permanent CEO. That process, which
was undertaken by Michael Tolond and myself,
resulted in a short-list of suitable candidates, and
then a subcommittee of the Board, consisting
of the Chair and two others, conducted the final
interviews with the candidates we’d found. The
new Chief Executive was appointed in September 2009. Unfortunately, it didn’t work out, and
that contract ended by mutual agreement in May
2010, which left the organization with another
hole to fill, of course.’’
Merian Denning then contacted Greg:
‘‘Obviously, I’d worked with her for some
months the previous year, so she knew what I
could do and we knew each other, which is
always a good start. She asked if I would come
back to sort things out and work towards recruiting another permanent CEO, but because the
Board felt that we hadn’t got the recruitment
process right the last time, it was also decided get
 2011 Acupuncture Association of Chartered Physiotherapists

some fresh ideas. Michael Tolond and myself
again assisted the Chair and the recruitment
panel by interviewing and short-listing a number
of head-hunting firms, and three very reputable
recruitment companies were brought together to
make pitches to the Board’s recruitment panel. I
would say that this process should have delivered
the Chief Executive they needed, but £20 000
would have been spent on the recruitment
process.’’
This was happening at the same time as the
complaints mentioned above were being made,
and the more the Board investigated these concerns, the more they realized that many internal
procedures and processes had to be amended or
instituted. This meant that they needed the
continuity that could be provided by someone
who was already familiar with the Association: ‘‘I
had previously been asked to stay on long
enough to sort out the issues, so I said, ‘Look,
these are very serious issues that you have in
front of you. I don’t want you to spend £20 000
and then contact me 6 months later saying that it
hasn’t worked out. Let’s sort out all the problems
first and I’ll stay for as long as you want until
we’ve resolved everything. Then we’ll restart the
recruitment process for a new CEO when you
are ready.’’’
Greg clearly has the skills and experience to
put AACP Ltd on a very sound economic and
procedural footing, but how much does he know
about acupuncture or healthcare issues?
‘‘I’ve never actually been treated with acupuncture, and as far as I can recall, I’ve never
even been treated by a chartered physiotherapist!’’ he admits. ‘‘But what I will say is, the
time I’ve already spent with the Association
means that I do understand what the organization is about. I work closely with the Chair and
the Board, so I’ve a pretty good understanding of
the big business issues and the key concerns that
AACP faces in terms of its clinical agenda. I also
know something about the National Health
Service (NHS) because I’ve been married to a
practicing NHS nurse for 30 years and my
daughter is now a graduate nurse who is also
working within the Health Service, so the
environment is very familiar to me.’’
Why has a non-profit-taking organization like
the Association made such large financial surpluses?
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Chief Executive Oﬃcer interview
‘‘People have a misconception about the difference between profit-making and profittaking,’’ Greg explains. ‘‘What non-profit or
not-for-profit status means is that any surpluses
that might be generated cannot be taken out of
the organization – they are retained for the
benefit of members, who are the owners. The
Association is currently generating a healthy
surplus, although it did fall into a loss-making
position the year before last, but these surpluses
are reinvested in better services. To take just
one example, we’re promoting a grant of up to
£42 000 for a PhD student to undertake significant research into acupuncture. This is a very
large sum of money, and if you don’t generate
surpluses of more than £80 000 a year, you can’t
make those sorts of payments.’’
Two paid AACP posts were also being advertised at the time of this interview, a lead for a
clinical audit project to gather evidence of the
efficacy of acupuncture as a treatment, and a new
Chair for the Education, Training and Research
Committee (ETRC): ‘‘We hope that this clinical
audit project will provide some very good evidence that practitioners can take back to their
trusts or private practices as proof of the success
and the efficacy of the treatment. The new chair
of the ETRC will be totally independent, not
a member of AACP, but someone who will help
us to take the Reform Agenda for tutor and
course accreditation development and monitoring processes further forward.’’
Greg stresses that the Association does not
seek to make a profit from the commercial services provided directly to the membership: ‘‘If we
provide a training course, CPD or a future conference, these are now priced on a break-even
basis because we want our contribution from the
members only to come from their subscription.’’
He is keen to stress that the Association is in
very good shape all around: ‘‘We’ve got three
new members of the Board, one of whom is
myself because I was invited to join when I came
onboard as permanent CEO. I’m pleased about
that because you have to be united, you don’t
want differences between the policy-makers and
the executives. Two new and energetic members
have also joined, Alex Goude and Kevin Young,
so the Board is probably stronger than it’s been
for some years. In terms of management, we’ve
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got great, loyal staff at the Office, and we’ve just
renewed all our computer software and hardware, so we’re more efficient. We will have to
take on a new administrative staff member in
2011 because of the demands of the changes that
we’re making, and the ever-increasing number of
members also makes a big impact on services.’’
The final piece of the puzzle is the relaunch of
the AACP website in May. This will be an
entirely new updated site that will be significantly
more user-friendly.
‘‘Sadly, so much good information was added
to the old website over the past 5 years that you
really had to be a very skilled navigator to find
your way around it,’’ Greg says. ‘‘One of the
issues that caused me some concern when I
returned last year was how much of Office
Manager Diane Morgan’s time was being taken
up dealing with members’ calls to say that they
couldn’t find something on the website. If you’re
dealing with three or four calls like that every
day, how much time is being wasted on something that is supposed to be a tool that people
can interrogate themselves? I don’t think our
members are daft, I think they’re all quite capable
of navigating a good website, so they were telling
us that we had a problem. We’ve addressed that,
and not only will the new site look modern and
vibrant, it will be up-to-date with regard to things
like ‘Find a Practitioner’, and it will be very much
easier to navigate in order to discover what you
want to know. At the end of the day, we all go to
websites because we want information, and if
you can’t find that information or you can’t even
navigate your way around, it’s not really fit for
purpose.’’
Everything changes, of course, but Greg
Byrne is clearly determined to ensure that the
legacy of the AACP Board’s Reform Agenda will
allow the organization to remain true to itself
and its membership.
Andrew J. Wilson
Corporate Editor
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Clinical Audit Committee report

Development of a standardized
data collection tool for audit in
acupuncture
As a professional network, AACP is regularly
approached for advice about audit of acupuncture in order to support service provision and
assess treatment outcome. Therefore, the Association has undertaken a project to adapt an
established standardized data collection (SDC)
tool (Moore 1999; Moore & Jull 2009) to meet
the needs of members who use acupuncture
within their clinical management. The tool is well
established as a method of SDC to assess treatment for musculoskeletal conditions, and the
Clinical Audit Committee (CAC) has been given
permission to adapt it to best suit the needs of
AACP members by its creator, Professor Ann
Moore of the University of Brighton, Brighton,
UK. The intention is that the audit tool will
eventually be applicable to all neuromusculoskeletal conditions, but in order to help focus
initial discussions, the National Institute for
Health and Clinical Excellence guidelines for the
management of low back pain (NICE 2009)
were used to steer the process.

sion after the second meeting, the tool was
circulated electronically for further comments,
which were collated centrally. Finally, modifications in response to comments have now been
made and the CAC is about to pilot the tool.

Testing the audit tool
In order to ensure that the audit tool will provide
meaningful information, a short data collection
period will be undertaken at two or three clinical
sites. The data will then be analysed, evaluated
and any further modifications undertaken if necessary. The Association is about to recruit an
Audit Lead to coordinate this process, the intention being that the tool will be made freely
available to members to use when it has been
fully piloted.
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Process
The CAC undertook a consensus-building process in order to customize the tool over three
phases. Initially, a small group of clinicians meet
in July 2010 to review the tool and suggest
changes. A larger group of members, including
clinicians and researchers in acupuncture, met in
September 2010, and significant changes were
made on the basis of group consensus. A wide
range of clinical areas and expertise were represented in addition to a very diverse range of
practice settings and geographical locations at
this meeting. The Committee hopes that this will
ensure that the final article is useful across many
clinical and geographical areas. Following revi-
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Clinical Interest Group Liaison report

It is an interesting time for the clinical interest
groups (CIGs) because of the changes that are to
be implemented over the next year. As you may
know, the Chartered Society of Physiotherapy
(CSP) has been looking at ways to improve
communication and facilitate collaboration
between the CIGs. The Society also wants to
have better access to specific areas of expertise. Following consultation between the CIGs
and the CSP, a new structure has finally been
established.
The CIGs will now be known as ‘‘professional
networks’’ (PNs) and grouped together in six
Alliances to reflect areas of expertise rather than
areas of interest. The CSP has proposed that the
Alliance groupings should be Musculoskeletal,
Neurology, Cardiorespiratory and Cardiovascular, Client Groups, Well-being, and Occupational
Roles and Settings. Merian Denning, met with
the other PN chairs in January to discuss which
networks we feel most aligned with and so
establish which Alliance would be most appropriate for AACP to sit within. The Chair and
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the Board will continue to work hard on your
behalf during this process to ensure that the
Association maintains communication and collaboration with the other PNs and the CSP.
The CSP are also in the process of developing
a new website, and since October 2010, there has
been a test site running in tandem with the
current one for the PNs to use. It will enable any
networks who wish to establish their own
page(s) within the CSP website to do so with the
aim of one login and password to access both
sites. As AACP has its own well-established
website, we will continue as we are currently,
with members being able to click through via a
weblink from the PN site.
Since there is no longer a CIG Liaison role,
this will be my last report in this position;
however, we will continue to keep you updated
as the PNs develop.
Jenny Manners
Clinical Interest Group Liaison
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S & P Type

Our newest, high-quality Japanese-type
acupuncture needles are made from
Swedish and Japanese Steel.

• Lightweight with longer, thicker
handles for easier manipulation.

Special
Offer:

2 FOR 1
OFFER*

• High-precision nail head.
• Micro-polished, DDS-plated for
painless insertion.
• Without guide tube also available.
• 5-year sterility after production.

*Applies to the same sizes
only and on selected
sizes. Selected sizes are
0.30 x 30, 0.30 x 50 and
0.30 x 15mm.
Limited stock available.

• P Type have colour coded plastic handles
• S Type have stainless steel handles

Standard

Xeno

Hegu Standard range is our high quality Chinese needle type
with the needle heads polished to an exacting standard to
satisfy Swedish physiotherapist /acupuncturist requirements.

Hegu Xeno is a needle of the highest Japanese needle type
quality. The needle heads are ground like a pine needle.
Non-pyrogenic and non-toxic. Specially manufactured for
painless insertion, consistent quality.

A spiral handle of silver-plated copper provides excellent electrical conductivity.
Manufactured from specially hardened stainless surgical spring steel. Needle
thickness of 0.30mm and above have thicker handles than the normal Chinese
needles making them more sturdy and easier to manipulate.

£4.95 per box of 100
• Popular sizes stocked
• Without tubes also available
• Extra long needles also available

The surgical stainless steel spiral handle offers optimum grip. Manufactured
from surgical stainless spring steel from Swede the Xeno offers the best
electrical conductivity properties electroacupuncture.

Prices starting from £5.70
Needle sizes available from 0.18 x 77mm to 0.40 x 75mm. Please
contact us for samples of any size. We shall be pleased to send you
sufficient clinical samples to enable you to try and compare.
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International Acupuncture Association of Physical Therapists
report

Don’t forget that the World Confederation for
Physical Therapy (WCPT) conference (Fig. 1)
will be held this June in Amsterdam, the
Netherlands!
The Confederation hosts a scientific congress
showcasing advancements in physical therapy
research, practice and education every 4 years.
This spectacular event brings together more than
3500 physical therapists from all over the world.
In 2011, the Royal Dutch Society for Physical
Therapy (KNGF 2011) will host the Congress.
The venue is the Amsterdam RAI Elicium exhibition and conference centre (Fig. 2), which is
well situated and easily accessible from all directions. It has its own railway station and is less
than 10 min from Schiphol Airport by train.
There will be an extensive scientific programme featuring all kinds of physiotherapy
issues and interventions. Many British physiotherapists have submitted abstracts this year
because the venue is so easy to reach. It almost
counts as a local event! The Vancouver Congress

Figure 2. The Amsterdam RAI Elicium.

held 4 years ago was amazing, so this conference
comes highly recommended.
Acupuncture is usually well represented
because the International Acupuncture Association of Physical Therapists is one of the few
subgroups of the WCPT.
Access the WCPT website (WCPT 2011) for
more information and booking details.
Dr Val Hopwood FCSP
Course Director
MSc Acupuncture
Department of Physiotherapy and Dietetics
Coventry University
Coventry
UK
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Figure 1. Emblem of the 2011 World Confederation for
Physical Therapy Congress.
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March 2011

To all AACP members

Dear Colleagues

Thank you for your response to our survey!
A heartfelt thank-you to all 958 of you who responded to our survey last October. This was a
great response rate of 15.5%!
You will be glad to learn that the numbers have been analysed, and the data obtained will be
extremely helpful in providing the Board with guidance as to what you, our members, want
from your Association, the AACP, now and in the near future.
You spoke loudly and clearly on some key issues. Regional training and CPD courses are
services that you specifically identified as the key ones that we need to increase and improve
on, while you also confirmed that the badge of professional competence that membership of
this organisation affords is also extremely important to very many of you.
There are many more issues and we will be publishing them all on our new-look AACP
website, which will be launched at Conference on May 13th/14th, and also in full detail in the
Autumn edition of the Journal.
Thank you once again!

Yours sincerely

Merian Denning
Chair AACP

Acupuncture Association of Chartered Physiotherapists Limited
Registered in England & Wales – Registration No. 5680004
Registered Office Southgate House, Southgate Park, Orton Southgate, Peterborough, PE2 6YS
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Conference Coordinator report

We started taking bookings for this year’s
Conference in October 2010 and I am pleased to
say that we have had a really good response. If
you have not booked your place, please contact
the Office: we will be happy to advise you of any
spaces that are still available.
We asked members to complete a questionnaire at the end of last year’s Conference. This
asked the attendees what changes they would like
to see. Many told us that they would prefer a
2-day event, and as a result, Conference 2011 will
take place on Saturday 14 and Sunday 15 May
2011. You also asked us to move the event and
so we will be holding it at a new location in 2012.
Please watch this space for more details.
The theme for this year’s Conference is
‘‘Manipulating the Matrix’’, and the event
includes an exciting line-up of eminent international speakers and our own home-grown
talent. For the full conference itinerary, please
see the AACP website (www.aacp.uk.com).
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Box 1. Companies represented at Conference 2011
Noma (Complex Homeopathic) Ltd
Able 2
UK 3B Scientific Ltd
Oxford Medical Ltd
DongBang Acuprime Ltd
Barrier Healthcare Ltd
British Acupuncture Society
Herbprime Ltd
Harmony Medical Ltd
Scarboroughs Ltd
Balance Healthcare Ltd
Sonoscape Ltd

If you have any ideas for future events, please
contact the Office. We welcome any suggestions.
We hope to see you at Conference in May.
Diane Morgan
Conference Coordinator
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NEW AACP REGIONAL COURSES

As AACP members, you have asked for more
regional courses. To help us provide as many
as possible, please can you let us know the
types of courses you would most like to attend
and which locations in the UK you would like
these to be held in?

Also, if you know of any suitable venues for
courses, we would love to hear from you.

To register your information, please contact
the AACP Office on (01733) 390012 or e-mail
manager@aacp.uk.com
Thank you.

Journal of the Acupuncture Association of Chartered Physiotherapists, Spring 2011, 21–23

Regional reports

Midlands East

Midlands West

Hello everyone,
my name is
Diana Lacraru. I
am a physiotherapist and an
advanced member of AACP. At
present, I am
working in a
stroke unit at St Luke’s Hospital, Market
Harborough, Leicestershire. I also do private
work for a few hours during Saturdays in a sports
clinic in Leicester. My clinical practice involves
acupuncture in both settings. Auricular and scalp
acupuncture are my particular areas of interest,
but I still use traditional acupuncture too.
I would like to thank all of you who contacted
me for information and support during the past
year, and to welcome new members to AACP.
As you know, we all have to keep our continuing professional development (CPD) up to date,
and as you may also remember, I started a
programme last year so that my colleagues could
maintain their CPD. We had regular meetings
and studied different topics, but this is harder to
maintain now that the County Physiotherapy
Services in Leicestershire have been divided. I
will continue this programme after the transition
between services has been completed. Besides
my colleagues, there are now several new members who would like to become involved in the
CPD training.
The Association runs a variety of courses that
can help us all to keep up with what is new in the
acupuncture field. Please visit the website
(www.aacp.uk.com) to see what is on offer and
what may be of interest to you.
As the regional representative for the East
Midlands, I will try to support you and answer all
your questions as best I can. You can contact me
via e-mail (lacrarudiana29@hotmail.com) or by
phone (01858 438167) at St Luke’s Hospital.

Hi all!
First, I would
like to thank the
editors for changing my profile picture, which made
me look as if I had
just been forcibly
removed from the
boardroom by Sir
Alan Sugar –
through the back
door, sideways,
without a taxi!
I am the West Midlands regional representative for AACP, and I would like to welcome
old and new members alike. Communication
between members is vital, and as the Association
continues to grow at a startling pace, important
changes are inevitable as it becomes one of the
biggest professional networks in the UK.
I was born and raised in Birmingham, and
after a 10-year career in the automotive industry
in information technology/logistics and as a
part-time personal trainer, I retrained at the
University of Birmingham, where I became a
chartered physiotherapist and an accredited
member of AACP. I volunteered as the West
Midlands regional representative because I have
a passion for raising the profile of acupuncture
and physiotherapy in the wider community.
Since becoming a regional representative, I
have been glad to witness and be a part of a great
deal of positive change in the Association.
Improved safety guidelines, the enhanced quality
and value of the courses offered, increased
transparency in the way business is conducted,
and a new, easier-to-navigate website have all
come about in response to feedback from the
membership.
I play football (unprofessionally), and enjoy
the theatre, comedy shows, eating out with
friends and holidays abroad. Some highlights of
my life include hang-gliding in the Peak District,

Diana Lacraru
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Regional reports
watching the Champions League Final and
attending the party afterwards with the players,
and supervising a teen camp in Oxfordshire.
There are many local clinical interest groups
(CIGs) in the Midlands and courses are frequently run in the area. A lot of these groups are
trust-based; however, for those of you who are
not linked to a trust, I am part of a team that run
quarterly CIGs that are open to any AACP
member in the public and private sectors. These
groups are a great way of enhancing your
evidence-based knowledge, hands-on experience
and CPD, so please e-mail me (midlandswest@
aacp.uk.com) to find out more and get involved!

but may spread across the region depending on
demand and, of course, interaction with yourselves.
The success of the CPD events depends on
our members, so if you feel that you would like
to become more involved with bringing training
closer to home, then contact me (e-mail:
karenphsio@btconnect.com) or the AACP
Office. While attending a course recently, a
member of the Association approached me and
we had a chat about acupuncture training. That
was great and I appreciated it, but remember,
you can e-mail me at any time.
Karen Ogle

Jamie Holder

North East England

Scotland

Hi everyone, I
hope that the
North East region
will be running a
regular monthly
acupuncture CPD
evening by the
time that this is
published, and
that we will be
able to offer more of what members want in
future!
I will be hosting a 2-day event with Jennie
Longbottom in May. Check the AACP website
for details.
Carl Clarkson will be running some one-day
courses on trigger point acupuncture in Sheffield
and one in Morpeth (dates to be finalized) that
will help attendees to update their CPD. He has
also kindly agreed to run a monthly CPD evening
that will review the meridians beginning with the
Lung and concluding with the Liver, in the order
of the Chinese clock. We do appreciate that,
while many members would like to understand
Chinese theories better, others prefer to concentrate on recent research supporting the treatment. We hope to find a happy medium in our
regular sessions.
Details of the CPD evenings will be posted on
the AACP website, but spaces will be limited and
so you may need to book in advance. The
evening sessions will be in the Newcastle area,

Hi!
For those of you reading the Journal for the
first time, I am the Scottish regional representative. I am based in the Cowal Peninsula on
the West Coast of Scotland and have been
doing acupuncture for 7 years. I have a special
interest in women’s health and I also do cardiac
rehabilitation.
I am delighted to inform you that Gilean
Docherty has agreed to be my alternate in the
East. She is a private practitioner, so we should
be able to cover all the bases between us!
We are aware that there has been a lack of
courses in Scotland recently and are hoping
to rectify this as soon as possible. A couple
of you have contacted me, and that is always
helpful since it lets us know what our members
want.
The plan is to bring the two key speakers from
Conference to do a one-day seminar in the
Glasgow area on 16 or 17 May, so please check
the AACP website for details. The aim of this is
that those who are not able to attend Conference
will not miss out on the experience.
It would be helpful to be kept informed by the
membership of any meetings or courses that are
being organized in Scotland. Please continue to
e-mail me (wendyrarity@hotmail.com) with your
queries or suggestions. I hope to meet lots of you
at Conference.
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Regional reports

South East England

Wales

Welcome to all
new members!
Please contact me
(e-mail:
moira
tunstall@aol.com)
if I can be of any
help to you.
I was delighted
to be a part of a
CPD day in September 2010 where we covered
several topics, notably a very enlightening
presentation about using acupuncture in fibromyalgia, a subject that is worthy of further
discussion. I also joined Lynn Pearce for a
one-day course earlier last year in Dartford in
which she covered lower limb treatment, and a
further day with her is planned for this year. It is
clear that we need more regular local CPD
sessions – there was a waiting list for this one –
so more in the pipeline! If any of you want to
host a one-day or weekend course, then please
contact me or the AACP Office, and don’t forget
to check our website regularly for upcoming
courses. Remember: you need to keep your CPD
hours up to date!
I manned the AACP stand at the Chartered
Society of Physiotherapy Congress in October
2010, and met current and potential members.
Thanks to those of you who visited the stand
and introduced yourselves to us. Your views are
always welcomed and I hope that we followed up
any issues you raised.
I recently tried to contact all members in the
region by e-mail, but found that many of the
registered addresses are out of date. Please check
that the Office has your current contact details so
that you don’t miss out on news and events!
Thank you to those who do contact me: I
would like to report more news, so keep me
informed.
As a member of the Conference Committee, I
hope that I can encourage you to attend it this
year. We have an excellent line-up of speakers.
Please go to the AACP website for all the details.
We are already planning the 2012 Conference
and looking forward to hosting it at a new
venue.

Hello to all, especially new members of the
Association in the region. I would also like to say
thank-you to those members who have recently
contacted me and showed some interest in setting up a regional CIG in the North Wales area.
During last summer, several workshops were
held in the area, one of which was a headaches
and migraines CPD workshop delivered by Kam
Wah. This was really well attended and very
successful, generating some great feedback. The
courses that were held in January (facial
enhancement) and February (Tui Na) this year
were also very popular; all places were taken by
the middle of November 2010. There will be a
chance to attend a workshop in the summer on
Korean hand therapy that will be delivered by
Acurea. This can be booked directly with Acurea
and the cost for the 2 days is £150. If you want
to attend a Foundation course, then please get in
touch with me (contact details below).
So please, let me know what you would like in
your region, be it study sessions or regional meetings. There will be practical classes on point
locations, needling, cupping, moxabustion and
syndrome differentiation on Tuesdays from
October. All those who want to revise or learn a
new practical skill are welcome – just get in
touch with me! An acupuncture for sports injuries workshop is planned for the summer in
Wrexham, North East Wales, but please note,
places tend to go very quickly.
For more information or to let me know
what is going on or what you want to take
place in your area, contact me by e-mail
(p.battersby@glyndwr.ac.uk).

Moira Tunstall

Paul Battersby
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Regional representatives
The following table details the regional representatives and how to contact them.
Contact details
Name

E-mail

Telephone

East Anglia
Julie Pearce

anglia@aacp.uk.com

–
–

Shelley Walls

rrael@yahoo.com/
international@aacp.uk.com
international@aacp.uk.com

–

London
Vacant

–

–

Midlands East
Diana Lacraru

midlandseast@aacp.uk.com

–

jamie.holder@swbh.nhs.uk/
midlandswest@aacp.uk.com

07915 615625

karenphysio@btconnect.com/
northeast@aacp.uk.com

01670 511930

North West England
Vacant

–

–

Northern Ireland
Vacant

–

–

wendyrarity@hotmail.com/
scotland@aacp.uk.com
scotland@aacp.uk.com

–

International
Felicity Edwards

Midlands West
Jamie Holder*
North East England
Karen Ogle*

Scotland
Wendy Rarity*
Gilean Docherty
South Central England
Ahmed Osman*
Devendra Kumar
South East England
Moira Tunstall
Norah Bessant

–

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

–

moiratunstall@aol.com/
southeast@aacp.uk.com
southeast@aacp.uk.com

–

–

–

*Alternate required.
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Regional representatives
Contact details
Name
South West England
Felicity Edwards
Wales
Paul Battersby*

E-mail

Telephone

rrael@yahoo.com/
southwest@aacp.uk.com

–

wales@aacp.uk.com

–

*Alternate required.
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Acupuncture for cancer-induced bone pain?
C. A. Paley
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Research Group, Leeds, UK
M. I. Bennett
Leeds Pallium Research Group, Leeds, and International Observatory on End of Life Care, Lancaster University,
Lancaster, UK
M. I. Johnson
Faculty of Health, Leeds Metropolitan University, and Leeds Pallium Research Group, Leeds, UK

Abstract
Bone pain is the most common type of pain in cancer. Bony metastases are common in
advanced cancers, particularly in multiple myeloma, breast, prostate or lung cancer. Current
pain-relieving strategies include the use of opioid-based analgesia, bisphosphonates and
radiotherapy. Although patients experience some pain relief, these interventions may produce
unacceptable side effects that inevitably affect quality of life. Acupuncture may represent a
potentially valuable adjunct to existing strategies for pain relief and it is known to be relatively
free of harmful side effects. Although acupuncture is used in palliative care settings for all types
of cancer, the evidence base is sparse and inconclusive, and there is very little proof to show its
effectiveness in relieving cancer-induced bone pain (CIBP). The aim of this critical review is to
consider the known physiological effects of acupuncture and discuss these in the context of the
pathophysiology of malignant bone pain. The aim of future research should be to produce an
effective protocol for treating CIBP with acupuncture based on a sound, evidence-based
rationale. The physiological mechanisms presented in this review suggest that this is a realistic
objective.
Keywords: acupuncture, bone pain, cancer, malignant, metastatic.

Introduction
Bone pain is the most common type of pain in
cancer. Bony metastases are common in
advanced cancers, particularly in multiple
myeloma, breast, prostate or lung cancer, and
they occur more commonly on the axial skeleton
(Lipton 2004; Diel 2006). Nowadays, the survival rate of many patients after diagnosis of
bone metastases is relatively long, particularly in
Correspondence: Carole A. Paley, Airedale General
Hospital, Ward 12 Research Oﬃce, Airedale NHS
Trust, Skipton Road, Steeton, Keighley, West Yorkshire
BD20 6TD, UK (e-mail: biodynamics.physiotherapy@
tesco.net).
 2010 The authors

breast and prostate cancers where survival may
be measured in years (Coleman 2001; Lipton
2004). Therefore, it is important to control pain
and preserve function to enable these patients
to enjoy as high a quality of life as possible
(Qaseem et al. 2008).
Current pain-relieving strategies include the
use of opioid-based analgesia, bisphosphonates
and radiotherapy. Although patients experience
some pain relief, these interventions may produce unacceptable side effects. In particular, the
use of opioid-based analgesia commonly results
in side effects including constipation, nausea
and drowsiness. A common symptom experienced by patients with cancer-induced bone pain
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(CIBP) is spontaneous breakthrough pain, which
is severe and difficult to control because the
levels of medication required for pain relief
would be unacceptable (Mercadante 1997; Diel
2006).
Acupuncture may represent a potentially valuable adjunct to existing strategies for pain relief
and is known to be relatively free of harmful side
effects (MacPherson et al. 2001; White et al. 2001;
Lu et al. 2008); however, although acupuncture is
widely used in palliative care settings (MCR
2002) for all types of cancer pain, the evidencebase is sparse and inconclusive (Ernst et al.
2003). Furthermore, safety guidelines for the use
of acupuncture treatment in cancer patients exist
(Filshie & Hester 2006), yet there have been no
studies specifically looking at adverse events in
patients with bony metastases and no highquality randomized controlled trials have been
conducted to investigate the effects of acupuncture on CIBP. Acupuncture is available widely in
the palliative care setting (MCR 2002), but the
evidence-base is poor. The most recent systematic review of acupuncture for cancer pain was
inconclusive and did not specifically mention
CIBP (Lee et al. 2005). The present authors are
in the process of undertaking a Cochrane systematic review of acupuncture for cancer pain,
and their literature search, which has incorporated detailed search strategies for seven major
databases, and includes searches of integrative
and complementary medicine journals, has found
no randomized controlled trials specifically
evaluating acupuncture as a treatment for CIBP
(Paley et al. 2009). Furthermore, their review of
the literature has not revealed any other types
of studies in humans either investigating the
effects of acupuncture on CIBP or providing a
comprehensive scientific debate on its potential
as a treatment for this type of pain. However,
recent animal studies have investigated the
effects of electroacupuncture on rat models of
CIBP, and these give us an insight into the
mechanisms involved in mediating acupunctureinduced analgesia (Zhang et al. 2007, 2008; Lee
et al. 2009). The aim of the present critical
review is to consider the known physiological
effects of acupuncture and discuss these in the
context of the pathophysiology of malignant
bone pain.
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Physiological rationale for using
acupuncture to reduce
cancer-induced bone pain
The mechanisms underlying cancerinduced bone pain
The physiological mechanisms of bone pain are
not fully understood (Luger et al. 2002), but the
pathophysiology of bony metastases suggests
that the following factors are likely to be causative (Mercadante 1997):
+ the release of chemical mediators, such as
cytokines, from tumour cells;
+ increased pressure within the bone;
+ microfractures;
+ periosteal stretching;
+ muscle spasm;
+ nerve root infiltration; and
+ nerve compression (because of vertebral collapse).
It is likely that a combination of peripheral and
central mechanisms contributes to pain associated with bony metastases, and these are
described below and illustrated in Figure 1.
Peripheral mechanisms. The periosteum is well
innervated and the sensory free nerve endings
present are thought to be involved in the mediation of pain. Although the precise mechanisms
are unclear, it is thought that excessive
osteoclast-induced bone destruction leads to
pain through stimulation of mechanoreceptors in
the periosteum (Mantyh 2006). Sensory nerve
fibres may also be destroyed as a result of
excessive osteoclastic activity and this may lead
to neuropathic-type pain (Mantyh 2006). Sensory
neurons in the periosteum are also affected by
increased mechanical stress within the bone
which may lead to pain and increased sensitization (Colvin & Fallon 2008). This effect is
enhanced by the presence of inflammatory cells
within the tumour caused by an osteoblastic
response, contributing to a local acidosis and in
turn sensitizing acid-sensing ion channels such as
the transient receptor potential vanilloid receptor
1 (TRPV1). Studies have shown that TRVP1 is
important in the integrative signalling in CIBP
and inhibiting its release is important in controlling complex pain states (Ghilardi et al. 2005).
Tumour cells and tumour stromal cells secrete
 2010 The authors
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Figure 1. Mechanisms of cancer-induced bone pain: (NGF) nerve growth factor.

various inflammatory cells that contribute to the
sensitization of excitation of primary afferent
neurons, causing peripheral sensitization. One
product that is significant in CIBP is nerve
growth factor, which also acts to intensify nociceptive transmission in the dorsal horn (Sevcik
et al. 2005).
Central mechanisms. It has been suggested that
CIBP is a unique pain state showing physiological characteristics of both inflammatory and
neuropathic pain, and changes in dorsal horn cell
phenotype (Urch et al. 2003, 2005; DonovanRodriguez et al. 2005; Sevcik et al. 2005). Whereas
inflammatory pain states are characterized by
up-regulation of calcitonin gene-related peptide
and neuropathic pain states by up-regulation of
neuropeptide Y, CIBP is distinct in that there is
an up-regulation of dynorphin in the deep dorsal
horn and increased expression of c-fos (Urch
et al. 2003; Shimoyama et al. 2005). In addition, it
has been shown in rat models of CIBP that
repetitive noxious stimulation of primary C-fibre
 2010 The authors

afferents results in a ‘‘wind-up’’ phenomenon
which is characterized by an escalation of nociceptive transmission by cells in the dorsal horn
(Urch et al. 2003, 2005). Wind-up contributes to
central sensitization via wide dynamic range
(WDR) cells, resulting in the amplification and
prolongation of nociceptive transmission in
ascending pathways in the central nervous system. This sensitizing effect results in sensitivity
to normally non-noxious mechanical and thermal
stimuli (allodynia) and exaggerated responses to
noxious stimuli (hyperalgesia). Central sensitization is mediated via activation of the N-methylD-aspartate (NMDA) glutamate receptor and is
a feature of many chronic pain states.
Studies using rat models of CIBP have also
shown that the proportion of WDR neurons
almost doubles in the presence of bony metastases. The proportion of nociceptive-specific to
WDR neurons in normal controls is 74:26, but
this changes to 53:47, respectively, during CIBP
(Urch et al. 2003). This means that neurons
which normally respond to noxious stimuli start
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to respond to non-noxious stimuli, resulting in
allodynia and hyperalgesia (Urch et al. 2003;
Goblirsch et al. 2005). Thus, central sensitization
and changes in phenotype of dorsal horn
neurons will result in hypersensitivity to mechanical input and be responsible for movementrelated pain, which is characteristic of CIBP.
It has been shown that CIBP causes a decrease
in µ-opioid receptors in dorsal root ganglia, and
this may explain the decreased response to opiate
drugs such as morphine. This response was not
shown in inflammatory models, where morphine
was effective in reducing pain (Luger et al. 2002).
Cancer-induced changes in the endogenous
opioid system may also affect structures on the
descending pain inhibitory pathways that are
involved in regulating spinal responses to pain
via sensory input (Suzuki & Dickenson 2005);
for example, the periaqueductal gray (PAG)
and parabrachial areas of the brain that release
dynorphin, and in turn, activate the serotonergic
system within the brainstem and spinal cord.
The multifactorial mechanisms underlying
CIBP probably explain why the level of pain
experienced by patients does not necessarily
correspond with the extent of the bony metastases (Mantyh 2006; Colvin & Fallon 2008).
Coupled with affective and cognitive factors
associated with the prognosis of CIBP, this
presents a complex pain state requiring a multidisciplinary approach to pain management and a
unique problem when considering appropriate
mechanisms of analgesia.
How can acupuncture influence the
physiology of cancer-induced bone pain?
Many of the studies investigating the physiological effects of acupuncture have been conducted
in the laboratory and a significant number have
used animal subjects (Zhou et al. 1981; Langevin
et al. 2007; Xing et al. 2007; Zhang et al. 2007,
2008; Lee et al. 2009). Because so little clinical
evidence exists, the present authors have had to
rely on these laboratory studies for their discussion, yet these have shortcomings in relation
to clinical practice because many ‘‘human’’ factors play a part in the therapeutic process and the
ideal conditions of the laboratory cannot be
reproduced in the clinic. However, these studies
provide us with useful guidance on which
mechanisms may act to produce the desired
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therapeutic effect, and the clinician must use skill
and judgment to adapt these guidelines according
to the individual patient. Acupuncture is likely to
be effective in treating CIBP if it can reduce pain
transmission and/or sensitization at peripheral
and central sites (Fig. 2).
Segmental analgesia and desensitization. Acupuncture
stimulates small myelinated A-fibres in muscle
and skin that synapse with interneurons in the
substantia gelatinosa (SG) of the spinal cord,
resulting in the release of inhibitory neuromodulators such as enkephalin that reduce activity
in nociceptive-specific and WDR neurons
(Thompson & Filshie 2005). It is claimed that it
is necessary to retain the needles in situ for
10–20 min to ensure the release of enkephalin
(White et al. 2008). Reduced nociceptive transmission in the dorsal horn following A input
(long-term depression) has been shown to outlast the stimulation by hours (Sandkühler et al.
1997; Sandkühler 2000).
Continuous or repetitious stimulation of
A-fibres using electrical currents has been
shown to reduce sensitization of postsynaptic
receptors and/or a decrease in neurotransmitter release in the dorsal horn in normal rats
(Sandkühler et al. 1997). Other studies have used
rat models of CIBP to investigate the effects of
electroacupuncture on cancer-induced hyperalgesia (Zhang et al. 2007, 2008). Daily treatment
for 30 min at 10 Hz/2 mA/0.4-ms pulse for
5 days suppressed expression of dynorphin in
the dorsal horn of rats with artificially induced
bone cancer (Zhang et al. 2008). Dynorphin is
known to facilitate hyperalgesia and it was
suggested that suppression of this may inhibit
CIBP, as was demonstrated in the rat model. In
a similar study, interleukin-1 expression was
measured in rats with CIBP-related hyperalgesia
since this is related to the maintenance of
persistent pain (Zhang et al. 2007). The data
suggested that, because electroacupuncture suppressed interleukin-1 expression, it would,
therefore, be an effective treatment for the treatment of CIBP. Another recent animal study used
a neuropathic cancer pain model in mice and
found that electroacupuncture decreased levels
of substance P in the dorsal horn, but increased
levels of -endorphin in the blood by 51.5% and
in the brain by 12.6%, suggesting that it may be
 2010 The authors
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Figure 2. Mechanisms of acupuncture analgesia: (SG) substantia gelatinosa; (WDR) wide-dynamic range; (NS)
nociceptive-specific; and (DH) dorsal horn.

useful as an alternative treatment for this type of
cancer-related pain (Lee et al. 2009). In all the
animal studies, however, it must be borne in
mind that the doses of electroacupuncture
applied in the laboratory represent ‘‘ideal’’ conditions that it might not be possible to attain in
the clinic, and the findings of these studies have
yet to be applied to human subjects.
Further animal studies have shown that acupuncture (Sandkühler et al. 1997; Sandkühler
2000; Carlsson 2002), electroacupuncture
(Sandkühler et al. 1997; Sandkühler 2000;
Carlsson 2002) and transcutaneous electrical
nerve stimulation (Sandkühler et al. 1997; Ma &
Sluka 2001) reduce central sensitization and may,
therefore, be useful in CIBP (Clohisy & Mantyh
2003). Regular treatment at a low-frequency
which maintains analgesia and produces a longterm depression in the dorsal horn may be
achieved by stimulation of afferent A-fibres
using manual acupuncture alone, and studies
using rats have shown that this depression
may last for days or weeks (Sandkühler 2000;
 2010 The authors

Carlsson 2002). Recent studies using mice have
shown that manual acupuncture with bidirectional stimulation stimulates connective tissue,
which generates a strong afferent input to the
dorsal horn and is, therefore, likely produce a
depressing effect (Langevin et al. 2006, 2007).
However, these connective tissue responses have
yet to be reproduced in the human population to
determine whether they are related to therapeutic
effects. It has also been suggested that the release
of oxytocin in response to non-noxious sensory
stimulation such as manual acupuncture may
give rise to long-term elevations in pain threshold (Carlsson 2002). It is, therefore, likely that
acupuncture should help to prevent wind-up,
central sensitization, and the resultant allodynia
and hyperalgesia.
The need for regular and repetitive stimulation
of afferent A-fibres to achieve long-lasting analgesia is borne out by anecdotal evidence, which
suggests that patients with cancer pain need to be
treated two or three times per week initially for
optimal effects, particularly in cases of CIBP,
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where pain relief is often achieved for a very
short time (Filshie 1990). For treating CIBP,
consideration should be given to the segmental
innervations (sclerotomes) of bones affected by
metastatic deposits. Application of acupuncture
needles to the muscles corresponding with the
same spinal segment (myotomes) should result
in analgesia throughout the segment. Also, as
each afferent nerve originates from more than
one spinal segment, the application of needles
from adjacent segments will increase the effect of
the stimulation.
Extrasegmental eﬀects. The cumulative response of
acupuncture may also be demonstrated by permanent changes in the opioid peptide mechanism that enhances gene expression. The arcuate
nucleus of the hypothalamus is activated by
peripheral A-fibre input resulting from acupuncture and -endorphin is released, which has
an effect on the PAG via the descending pain
inhibitory system. This is similar to the effect of
opioid drugs in stimulating the release of serotonin and met-enkephalin that inhibit the SG
cells, and is supported by clinical trials that
showed that naxolone reverses some of the
pain-relieving effects of acupuncture and electroacupuncture (Mayer et al. 1977; Zhou et al.
1981; Ceccherelli et al. 2002; Han 2003).
The relatively sustained effects of acupuncture
analgesia might be caused by an up-regulation in
analgesic gene expression, which demonstrates
the importance of regular ‘‘top-ups’’. It has also
been suggested that sustained analgesia may be
maintained by a positive feedback loop in the
mesolimbic system that results in a continuous
outflow from descending inhibitory pathways
(Han et al. 1986; Thompson & Filshie 2005).
Cumulative stimulation of A-fibres also results
in increased amounts of peptides being manufactured and stored, therefore prolonging the analgesic response to acupuncture. Furthermore,
up-regulation of the opioid peptide mechanism
as a cumulative result of A stimulation has been
found to activate µ-opioid receptors and increase
their binding potential, thus overriding central
changes to the endogenous opioid system in
CIBP (Guo et al. 1996).
Non-opioid systems also play an important
part in acupuncture analgesia. The release of
serotonin in the brainstem activates descending
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inhibitory systems, resulting in the release of
more serotonin and noradrenaline in the dorsal
horn. Noradrenaline modulates pain transmission within the dorsal horn by inhibiting
the post-synaptic membrane of SG cells, thus
reinforcing the effects of the opioid-peptide
mechanism (Han & Terenius 1982).
An immediate and powerful sympathetic
response occurs within a segmental distribution
when needles are inserted. In the long term, in
addition to depressing pain transmission within
the dorsal horn, it reduces pain perception and
produces an autonomic blockade by interrupting
autonomic reflexes (White et al. 2008). This is a
cumulative effect occurring over several treatments. Acupuncture also affects autonomic
activity in the hypothalamus, and this might
explain why patients feel relaxed and occasionally
drowsy after treatment. The use of auricular (ear)
acupuncture to elicit autonomic effects may also
be useful for pain relief in CIBP, but the precise
mechanisms of this type of acupuncture remain
unclear (Harding et al. 2009). It is based on the
assumption that all internal organs are represented on the ear, but unfortunately, so many
different maps exist that there is little agreement
as to point location (Gori & Firenzuoli 2007;
Usichenko et al. 2008). There is some evidence
that auricular acupuncture is useful for postoperative pain (Usichenko et al. 2008), cancer
pain (Alimi et al. 2003) and vasomotor symptoms
associated with hormone therapy in cancer
patients (Filshie et al. 2005), but not CIBP.
Therefore, this would be an interesting area for
further research.
Central eﬀects. Functional brain imaging studies
have demonstrated that the application of acupuncture affects the limbic system, which modulates emotional (affective) responses to pain (Wu
et al. 1999; Hui et al. 2000, 2005; MacPherson
et al. 2008; Wang et al. 2008). The way acupuncture affects the emotional component of CIBP
has emerged as a result of brain imaging studies,
which show that sensory input may be modulated by the emotional reaction and cognitive
aspects of pain and vice versa (Lewith et al. 2005;
Bingel & Tracey 2008; Leknes & Tracey 2008).
This is borne out by recent studies investigating
the mechanisms of placebo analgesia (Benedetti
et al. 2005; Pariente et al. 2005; Bingel et al. 2006).
 2010 The authors
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The effect of acupuncture on the limbic system might also explain why some patients
(strong reactors) experience a euphoric reaction
to acupuncture. The phenotypic changes in
lamina I neurons in the dorsal horn mentioned
earlier are also likely to contribute to the affective
and autonomic responses associated with CIBP
(Urch et al. 2003). The central modulation of
pain is important in CIBP because it reduces the
unpleasantness of pain and affects how well
patients tolerate it. One of the key features of
this is the C-fibre tactile system where light
stimulation of the skin stimulates mechanoreceptors and induces a response in the limbic system.
This reduces the affective component of pain
and increases the sense of well-being (Lund &
Lundeberg 2006), and for this reason, it may be
that point specificity is not as important for
central pain modulation as it is in segmental
acupuncture (Campbell 2006).

been noted in cancer patients and is, therefore,
an important outcome for patients suffering
from CIBP (Filshie 2005).

Myofascial trigger points. Another manifestation of
chronic pain is the presence of reactive muscle
spasm, which in turn causes additional pain and
shortening of the muscle, affecting function
(Gunn 1989). The use of acupuncture for myofascial trigger points (MTPs) may be a useful way
of both alleviating discomfort and improving
functional status. A recent study using anaesthetic injected into MTPs in chronic neck pain
has confirmed that function can be improved by
eradicating these points (Freeman et al. 2009). It
was suggested that MTPs serve to perpetuate
lowered pain thresholds in uninjured tissues and
that central sensitization may itself be perpetuated
by the presence of MTPs (Freeman et al. 2009).
Where MTPs are present as a result of CIBP,
these are likely to perpetuate themselves by the
continual release of acetylcholine (ACh), causing
a sustained contraction, which increases energy
demands in the muscle but impedes the circulation. Nociceptive neurotransmitters are released
and it is thought that this has a sensitizing effect
on the muscle endplates, which in turn contribute
to the continued release of ACh in a feedback
loop (White et al. 2008). The use of acupuncture
to normalize muscle tone may break this feedback
loop and reduce perpetual central sensitization.
The effect of acupuncture on MTPs in normalizing muscle tone, restoring muscle balance,
and thus, improving mobility and function has

Safety of acupuncture in cancer-induced bone pain.
Although studies have shown acupuncture to be
relatively safe from serious adverse effects
(MacPherson et al. 2001; White et al. 2001) the
unique characteristics of CIBP require careful
consideration. The presence of hyperalgesia or
allodynia as a result of CIBP presents potential
problems for the acupuncturist in that patients
might not tolerate the treatment. Any short-term
exacerbation of pain as a result of acupuncture
may not be tolerable for patients who are already
overburdened with severe pain, and therefore,
caution is required with patients who are likely to
be strong reactors (Filshie 2001; White et al. 2008).
It is suggested that strong reactors are often
individuals who are more influenced by sensory
stimulation, and they may be artistic or inclined
toward religious belief, although there is little
published evidence of this (Campbell 1999a;
Mann 2000). As with all new treatments, acupuncture should be introduced cautiously at first so the
reactions of the patient may be monitored. It must
be said, however, that strong reactors are often
good responders, even with minimal stimulation,
and therefore, it might only be necessary to insert
the needles for a very short time to achieve the
desired amount of stimulation (Campbell 1999b).
Patients undergoing cancer treatment such as
chemotherapy can become severely immunosuppressed, and potentially more vulnerable to
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The clinical use of acupuncture in
cancer-induced bone pain
Prevalence of acupuncture for cancer-induced bone pain.
There is evidence to suggest that acupuncture is
widely used in palliative cancer care (Filshie
1990; Dillon & Lucas 1999; Leng 1999; MCR
2002), and large surveys show that a relatively
high percentage of cancer patients use various
complementary therapies for pain and other
symptoms (Ernst 2003; Ernst et al. 2007;
Eustachi et al. 2009). Clinical experience suggests
that acupuncture is effective for treating CIBP,
although there is no published information indicating the extent of its use in practice.
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infection and bleeding because of low platelet
counts. This represents a known risk, but is
regarded as an unlikely occurrence provided
safety guidelines are followed and practitioners
liaise closely with oncology staff and maintain a
close scrutiny of blood counts (Filshie 2001;
Filshie & Hester 2006).
The insertion of needles causes tissue damage
and the resulting inflammation increases local
blood flow, which is normally a desired effect
because it promotes tissue healing. However, in
cancer, an increase in blood flow might not be
desirable, particularly around the site of a tumour
because it could encourage proliferation or metastatic spread (although the present authors have
found no evidence for this). Caution must also
be used when lymphoedema is present because
of a risk of infection and cellulitis (Filshie 2001),
and it is recommended that the contralateral limb
is needled in these cases (Filshie & Hester 2006).
If acupuncture is effective in alleviating pain, one
might assume that it could mask tumour progression. However, based on clinical experience, it
has been suggested that, where patients who
have been previously responsive to acupuncture
suddenly stop responding, this might be a sign
that there is metastatic spread and they should,
therefore, be checked for disease progression
(Rampes & Peuker 1999; Filshie 2001; Filshie &
Hester 2006; White et al. 2008).
The effect of acupuncture on MTPs and
muscle spasm must be borne in mind when
needling around the spine. Muscle spasm may be
acting to protect spinal instability caused by
metastatic growth, and the reduction of this
spasm by acupuncture may result in spinal collapse and cord transection, although the present
authors have found no published evidence of
this (Filshie 2001; Filshie & Hester 2006).
Although evidence suggests that the direct risk of
adverse events as a result of acupuncture in
patients with CIBP is relatively low, practitioners
must keep in mind the ‘‘indirect’’ risk that
patients may regard acupuncture as a true alternative to conventional treatments and suffer
unduly as a result (Ernst 2003).
Clinical eﬃcacy and eﬀectiveness. The extent of the
use of acupuncture in CIBP is not known,
although anecdotal evidence and preliminary
clinical data are available. In a small, uncon34

trolled trial (n = 28) of four groups of palliative
care patients, including patients with neuropathic
pain, benign soft tissue pain, benign bone pain
and malignant bone pain, significant pain relief
was achieved in all groups using auricular stud
acupuncture (Dillon & Lucas 1999). Clinical data
collected from a UK hospice over 12 months
showed that 10 out of 15 patients with bone pain
experienced either ‘‘excellent’’ or ‘‘good’’ pain
relief following treatment with acupuncture,
although no details of treatment protocols were
given (Leng 1999). Filshie (1990) collected clinical data over a period of 5 years involving 156
patients who attended cancer clinics and were
treated with acupuncture. The results of the
treatment were promising, although it was stated
that acupuncture is only useful in ‘‘selected
patients’’ with bone pain. No further details were
given on which patients with bone pain might
benefit from acupuncture.
The most recent systematic review on acupuncture for cancer-related pain was inconclusive and none of the studies included used CIBP
populations (Lee et al. 2005). Recently, the
present authors have published a protocol for
undertaking a Cochrane review on acupuncture
for cancer pain in adults with particular emphasis
on CIBP (Paley et al. 2009). Their literature
searches have revealed no high-quality evidence
for the efficacy of acupuncture in treating CIBP
in humans.

Summary: future research
Cancer-induced bone pain is a unique pain state
and is characterized by central sensitization and
an ‘‘up-regulated’’ nociceptive system. Acupuncture is known to reduce central sensitization in
the dorsal horn and to reduce transmission of
nociceptive information. It is likely that regular
treatments reduce ongoing nociceptive transmission and sensitization, and up-regulate the opioid
peptide system. The release of MTPs may also
help to lower central sensation. Additionally, the
effect of acupuncture on the limbic system in the
brain may modulate emotional responses to pain
and render it more tolerable. Future research
must focus upon well-designed randomized controlled clinical trials using human subjects to
specifically investigate the effect of acupuncture
on CIBP, and concentrate in particular upon
 2010 The authors
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aspects of needle placement and dosage for
optimal results. The aim of such research should
be to produce an effective protocol for treating
CIBP based on a sound, evidence-based rationale. The physiological mechanisms presented
here suggest that this is a realistic objective.
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Acupuncture in post-stroke rehabilitation: does it assist in the
recovery of sensorimotor control and learning? An appraisal of
the evidence
L. Grundmann
Neurological Rehabilitation Services, Poole Hospital NHS Foundation Trust, Poole, Dorset, UK

Abstract
Stroke is the leading cause of long-term disability world-wide and a condition for which there
is no universally accepted treatment, driving people to search for effective treatment modalities.
Acupuncture is commonly used to treat patients who have suffered a stroke in the Far East and
it is increasingly being applied in post-stroke rehabilitation in Western countries. Despite this,
the mechanisms of its action are not clearly understood and research into its clinical efficacy has
produced conflicting data. The aim of this review is to discuss potential mechanisms that
explore how acupuncture may influence the recovery of post-stroke sensorimotor control and
enhance motor learning, and an appraisal of the evidence for its effects is included. Research
into the proposed mechanisms is discussed under the subheadings of peripheral sensory
stimulation, spinal effects, and effects on cortical excitability and cerebral circulation. This work
highlights the possibility that there may be a potential ‘‘therapeutic window’’ for modalities such
as acupuncture to enhance neuroplasticity. Five systematic reviews of studies into the efficacy
of acupuncture in post-stroke rehabilitation in the past 10 years have all commented on the
poor methodological quality of the majority of the investigations. Research into the clinical use
of acupuncture needs to link the proposed mechanism with the research question and choose
the appropriate trial design by considering pragmatic versus explanatory trial designs. Overall,
it is unclear whether acupuncture improves outcomes for stroke, and therefore, it should only
be used in the context of ongoing clinical trials in this area. However, there is scope for more
research to potentially change this opinion.
Keywords: acupuncture, brain mapping, cortical excitability, stroke rehabilitation.

Introduction
Acupuncture has been used for thousands of
years as a treatment for many diseases in traditional Chinese medicine, and much of the literature in this field describes its common use for
patients who have suffered a stroke in the Far
East (Wu et al. 2010). It is increasingly being
applied in post-stroke rehabilitation in Western
countries and investigations into its use are
ongoing (Lundeberg 2002). Stroke is the leading
Correspondence: Luisa Grundmann, Neurological Rehabilitation Services, Poole Hospital NHS Foundation
Trust, Longfleet Road, Poole, Dorset BH15 2JB, UK
(e-mail: Luisa.Grundmann@poole.nhs.uk).
 2011 Acupuncture Association of Chartered Physiotherapists

cause of long-term disability world-wide and a
condition for which there is no universally
accepted treatment (Ward & Cohen 2004). This
situation drives the search for other treatment
modalities, in addition to rehabilitation, in an
attempt to further improve outcomes for these
patients (Sze et al. 2002a).
Despite the common use of acupuncture in
stroke rehabilitation in the Far East, the mechanisms of its action are not clearly understood and
research into its clinical efficacy has produced
conflicting data (Wu et al. 2010). The aim of the
present literature review is to discuss potential
mechanisms that explore how acupuncture may
influence the recovery of post-stroke sensorimotor
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control and enhance motor learning, and an
appraisal of the evidence for its effects is
included.

Literature review
Materials and methods
A comprehensive search of databases and electronic journals was completed using the online
library services of the University of Southampton,
Southampton, UK . The Allied and Complementary Medicine Database (AMED), the Cumulative Index to Nursing and Allied Health
Literature (CINAHL), the Excerpta Medica
Database (EMBASE), and the Medical Literature Analysis and Retrieval System Online
(MEDLINE) were searched for suitable articles.
Non-English-language publications were excluded. Once appropriate papers had been
identified and read, further articles from their
reference lists were then identified. Some papers
were accessed using the services of Poole
Hospital Library, Poole, UK. Relevant textbooks
were also used.
Results and discussion of basic science
Lo et al. (2005) studied the ability of acupuncture
to modulate motor cortex changes in eight
healthy subjects by using transcranial magnetic
stimulation (TMS) and measuring motor-evoked
potentials (MEPs) in the right first dorsal interosseous muscle pre- and post-acupuncture. By
using this method to investigate the excitability
of the corticospinal projection to a muscle,
alterations in motor cortex organization after
changes in afferent input, i.e. acupuncture, can be
inferred (Ridding et al. 2000). Motor output
mapping was also performed for three out of the
eight subjects. Only one acupoint was used,
Large Intestine 10 (LI10), and sham needling
consisted of penetrative needling of a point not
corresponding to any known acupoint (i.e. a
non-acupoint), 2 cm away from LI10, on the
same limb. Each subject attended six different
sessions (three acupoint and three sham, with
the needle in situ for either 5, 10 or 15 min).
These were in a randomized order and each was
separated by a 2-day interval to ensure that there
were no leftover effects from the previous session. The results indicated that there was a
40

significant difference in the duration of both
needling interventions (P<0.0005) and between
each needling intervention (P=0.022). (For all
P-values discussed, a value below 0.05 is considered statistically significant.) The effects of each
intervention on mean MEP amplitudes showed
some differences up to 15 min after the needle
was removed (Fig. 1). There were also significant
increases (P<0.05) in the number of excitable
positions with acupoint needling only, showing
an increase in motor map size and, thus, cortical
representation. Lo et al.’s (2005) study demonstrated that acupuncture can lead to changes in
cortical excitability and plasticity that continue
beyond needle removal. Maioli et al. (2006)
supported these findings, and reported that both
acupoints and non-acupoints are similarly effective in modulating MEP responses to motor
cortex TMS (facilitation and inhibition), citing
studies demonstrating an overlap between brain
areas activated by needling at both points. Potential mechanisms explaining how acupuncture
may influence these changes are discussed in
more detail below.
Peripheral sensory stimulation
Rabinstein & Shulman (2003, cited in Foley et al.
2009) defined acupuncture as ‘‘a therapy that
involves stimulation of defined anatomic locations on the skin by a variety of techniques, the
most common being stimulation with metallic
needles that are manipulated either manually or
that serve as electrodes conducting electrical
currents’’. Acupuncture is a potent form of
sensory stimulation, and a clear pattern of afferent responses is elicited in peripheral nerves by
the insertion of a needle into the skin and
underlying tissue (Hopwood 2004). Neuroimaging and neurophysiological studies in
humans have shown that sensory stimulation can
modify sensorimotor representation areas in the
undamaged brain (Ridding et al. 2000; Nudo
2003) and enhance the relevant adaptive changes
that take place in the human brain after focal
injury; for example by reducing somatosensory
input from the unaffected hand or increasing it
from the affected hand (Liepert et al. 2000; Ward
& Cohen 2004).
Afferent impulses induced by acupuncture,
which are mainly transmitted by A- and
 2011 Acupuncture Association of Chartered Physiotherapists
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Figure 1. Mean motor-evoked potential amplitudes over the five time points for (a) acupoint and (b) sham needling
conditions: (1) baseline; (2) needle in situ; and (3) 5 min, (4) 10 min and (5) 15 min after needle removal. Duration of
acupuncture: (•) 5 min; (●) 10 min; and (n) 15 min. Error bars depict one standard deviation from the mean. Asterisks
indicate statistical significance compared with baseline. Reprinted from Neuroscience Letters, Vol. 384, No. 1–2, Y. L. Lo, S.
L. Cui & S. Fook-Chong, ‘‘The effect of acupuncture on motor cortex excitability and plasticity’’, p. 147,  2005, with
permission from Elsevier.

A-fibres (skin afferents), could contribute to
driving the plastic changes in the motor cortex
(Han 2003, cited in Lo et al. 2005). Anatomical
localization studies of acupoints have identified
muscle spindles and other mechanoreceptors as
potential sites of stimulation (Wang & Liu 1989;
Li et al. 2006) that can also influence cortical
excitability in humans (Stuart et al. 2002, cited in
Lo et al. 2005). The rapid onset of acupuncture
effect (by as little as 5 min after needle removal)
favours changes in synaptic efficacy (Donoghue
1995, cited in Lo et al. 2005; Ridding et al. 2000)
over intracortical network structural modification (Thoenen 1995, cited in Lo et al. 2005)
through the underlying processes of shortand long-term potentiation (Buonomano &
Merzenich 1998, cited in Lo et al. 2005). The
core concept of long-term potentiation is used to
explain learning at a cellular level because it
involves changes in the strength of synapses
(Longstaff 2005), and therefore, suggests that
acupuncture could influence a person’s ability to
learn.
However, opinion on whether acupoints actually exist appears varied. Some researchers have
 2011 Acupuncture Association of Chartered Physiotherapists

stated that no unique structures have been found
(Stux et al. 2003), while others have suggested
that acupoints coincide with trigger points
(Melzack et al. 1977, cited in Stux et al. 2003),
thus indicating that needling activates muscle
afferents (types I, II and III in the Lloyd–Hunt
Classification; Longstaff 2005) through muscle
spindles and mechanoreceptors. Electrophysiological evidence has demonstrated that stimulation of type II and III nerve fibres sends
messages to the brain to release neurochemicals
(i.e. endorphins, monoamines and cortisol) that
can be associated with the analgesic effect of
acupuncture (Stux et al. 2003). Cho et al. (1998)
reported a specific cortical correlation with a
given acupoint in a study widely referred to in
support of the importance of acupoint specificity. However, this paper was retracted after
further investigations, which concluded that
there was no point specificity, at least for pain
and analgesic effects (Cho et al. 2006). It has
been suggested that the central nervous system
(CNS) is essential for processing the effects of
acupoint stimulation, via modulation of the autonomic nervous system, the neuroimmune system
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and hormonal regulation (Cho et al. 2006).
Hopwood (2004) suggested that acupoint locations may provide useful therapeutic guidelines,
but are unlikely to have a precise and constant
location.
Manipulation of the needle while inserted
could be a further form of sensory stimulation.
The purpose of manipulation is to obtain the
characteristic De Qi reaction (ache or heaviness)
that is widely viewed as essential to gain therapeutic effects (Langevin et al. 2001). ‘‘Needle
grasp’’ is a biomechanical component of De Qi
and was quantified in a study by measuring the
pull-out force of the needle from the skin with
a computer-controlled system (Langevin et al.
2001). The results indicated a higher mean pullout force with needles that were rotated when
inserted than with those that were not. It was
hypothesized that the winding of the tissue could
lead to a mechanical coupling between needle
and tissue, leading to deformation of the connective tissue matrix, thus potentially stimulating
local cell endocrine factors and somatosensory
afferents, which could result in effects outlasting
the session (Langevin et al. 2001).
Spinal effects
Bradnam (2007) suggested that the mechanisms
of acupuncture can occur at the peripheral,
spinal and supraspinal levels, and that it is a
combination of these which provides optimum
treatment effects. During their study, Lo et al.
(2005) also took Hoffman reflex amplitude
measurements from the ipsilateral flexor carpi
ulnaris muscle to measure any modulating effects
that acupuncture might have on spinal motor
neurones. No results were presented in relation to
this, but conclusions were drawn that Hoffmann
reflex/M-wave amplitude ratios were not significantly affected, supporting the presence of
supraspinal mechanisms exclusively (Lo et al.
2005). Several limitations with using this method
as an indicator of spinal motor neurone excitability have been reported, therefore suggesting
that results should be interpreted with caution
(Ridding et al. 2000). A study demonstrated that
acupuncture needling decreased spinal motor
neurone excitability in stroke patients with spasticity (P=0.03), with no significant change seen
in controls or the unaffected limb (Yu et al.
1995), whereas another report found an increase
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in excitability (P<0.05) (Fink et al. 2004). Both
studies stimulated the tibial nerve, but differences such as mean time post-stroke to inclusion
in the study (21 compared to 65 months,
respectively) and a one-off measurement compared to a 4-week course of treatment could
explain the different results. Lower limb acupuncture was shown to facilitate MEP amplitudes in upper limb distal muscles (Maioli et al.
2006), suggesting that acupuncture could
mediate spinal and supraspinal interconnections
between lumbar and cervical segments, further
supporting the evidence for spinal mechanisms
affecting the motor cortex.
Effects on cortical excitability
As previously stated, Lo et al.’s (2005) study
demonstrated that acupuncture affected cortical
excitability. A potential limitation of this work is
that it does not reflect usual clinical practice
since only one acupoint was stimulated. In an
electroacupuncture (EA) study with healthy subjects, between two and four acupoints were
stimulated simultaneously with non-acupoints in
the opposite limb (Li et al. 2004). Despite no
presentation of the non-acupoint data in the
results, it was surmised that stimulation of
sensorimotor-implicated acupoints only produced activations on functional magnetic resonance imaging (fMRI) over the somatotopic
sensory and motor cortices (Li et al. 2004). Of
most significance from this study was that,
although the exact location of brain activations
varied with acupoints, a common pattern seen
was increased activity in the pre-motor and
supplementary motor cortices in the right hemisphere with stimulated acupoints in the left arm
or leg (Li et al. 2004). Both areas provide output
to the primary motor cortex, which is involved in
motor planning and learning (Li et al. 2004).
Another study using fMRI with healthy subjects
supported the latter findings (Yoo et al. 2007).
Different patterns of activation in cortical somatosensory areas were demonstrated with acupuncture, non-penetrating sham acupuncture
and tactile stimulation, showing an increase in
activation of the pre-motor and primary motor
cortex with acupuncture (Yoo et al. 2007). An
fMRI study comparing stroke patients and controls assessed the differences in brain responses
between tactile and EA stimulation (Li et al.
 2011 Acupuncture Association of Chartered Physiotherapists

L. Grundmann
2006). Despite different areas of the upper limb
being stimulated in the two different tasks, and
intensity levels of EA being higher in the
sensory-impaired stroke patients, similar cortical
sites were activated in both subjects, with greater
activation in all areas in the stroke patients (Li
et al. 2006). It was hypothesized that this may
indicate an over-recruitment of the neocortical
areas involved in somatosensory perception in
stroke patients, and thus, have more effect on the
pre-motor cortex and potentially improve recovery through functional plasticity (Li et al. 2006).
Enhancing the ability of the peri-infarct and
non-primary motor regions to respond to motor
training may be an important strategy to use
alongside motor re-learning (Ward & Cohen
2004), which acupuncture may be able to influence positively.
Effects on cerebral circulation
A final potential mechanism relates to investigations into the cerebral circulation effects of
acupuncture. Litscher et al. (1998) demonstrated
a change in blood flow velocity in the middle
cerebral artery during and after acupuncture
using a three-dimensional transcranial doppler
ultrasonography (TCU). Twelve healthy volunteers were needled on the same four acupoints,
and measurements were taken prior to, during
and following the insertion of the needles. The
TCU observed a significant increase in mean
blood flow velocity during acupuncture (P<0.01)
compared to before needling, and the values
were also higher afterwards compared with the
beginning. Near-infrared spectroscopy showed
a slight increase in regional cerebral oxygen
saturation during and after insertion, probably
as a consequence of increased blood perfusion.
Lee et al. (2003) demonstrated increased
regional cerebral blood flow (rCBF) in all participants (six stroke patients and eight healthy
subjects). Focally increased rCBF was seen,
especially in the hypoperfused zone surrounding
the ischaemic lesion, the ipsilateral or contralateral sensorimotor area, or both in the stroke
patients, whereas healthy subjects showed clusters of increased rCBF mainly in the parahippocampal gyrus, the pre-motor area, the frontal
and temporal areas bilaterally, and the ipsilateral
globus pallidus (Lee et al. 2003). Acupuncture
stimulation appeared to activate perilesional or
 2011 Acupuncture Association of Chartered Physiotherapists

use-dependent reorganized sites, and may be a
way to enhance brain reorganization (Lee et al.
2003).
Results and discussion of clinical
literature
In the past 10 years, there have been five
systematic reviews of studies of the efficacy of
acupuncture in post-stroke rehabilitation. Table
1 provides a summary of these reviews, all of
which commented on the poor methodological
quality of the majority of the studies since the
authors were unable to rule out bias or draw convincing conclusions about efficacy. Hopwood
(2004) suggested that this is an important reason
for the slow acceptance of acupuncture in the
West and that its individualized nature makes
assessing the specific effects in clinical studies
difficult. Double-blinding, randomization and
appropriate controls are fundamental to the
structure of good-quality explanatory clinical
trials that differentiate specific from non-specific
treatment effects, and this poses significant problems for acupuncture research (Hopwood 2004).
Trial design is the most critical issue for acupuncture studies (Stux et al. 2003).
The five randomized controlled trials (RCTs)
discussed in the reviews are summarized in Table
2, and details of methodological quality are
described using a combination of the Physiotherapy Evidence Database (PEDro) scale and
the STandards for Reporting Interventions in
Controlled Trials in Acupuncture (STRICTA)
guidelines:
‘‘The need for more precise standards of
reporting of interventions in controlled trials
of acupuncture is evident from the difficulties
associated with their interpretation and analysis.’’ (MacPherson et al. 2002)
These proposals to improve the validity of the
acupuncture used were developed and are
referred to as the STRICTA recommendations,
which report on the following items in detail:
acupuncture rationale, needling details, treatment
regimen, co-interventions used, practitioner
background and details of control interventions.
The PEDro database (www.pedro.org.au) is a
resource that provides independently assessed
quality ratings which guide users to trials that are
more likely to be valid and to contain sufficient
43

44

56 (35/21)

Wu et al. (2010)

5650 (3156/2494)

368 (243/125)

1208 (600/608)

1213 (642/571)

538 (288/250)

Total sample size
(acupuncture
intervention/control)

1 month to 24 years

From 1 to more than 3
months

Within 30 days

Within 6 months (also
subgroup trial looking at
over 6 months as well

7–60 days

Time after onset of
symptoms

2 or 3

1 or 2 or 3

1 or 2 or 3

2 or 3

2 or 3

Acupuncture intervention
group versus control
groups

45 (+ 6 in
subgroup)/5

4/1

Not discussed in
this context

Not discussed in
this context

6/3

Results
(positive/negative)

Acupuncture probably effective, but poor
study quality
Evidence of publication bias
Further, better-designed studies needed
STRICTA recommendations used

Methodological quality inadequate in all trials
No evidence for use

Acupuncture a safe treatment
Does not support routine use
Further RCTs needed

No additional effect on motor recovery
Small positive effect on disability
Poor quality of studies
Jahad scale used

No compelling evidence
Further, better-designed studies needed
Jahad scale used

Recommendations and comments

* The outcome measures used in all studies were a mix of motor impairment scales, generalized stroke scales and disability assessments. Acupuncture was either manual or electroacupuncture. Various controls were used, including:
placebo acupuncture (i.e. non-penetrating); sham acupuncture (i.e. needling non-acupoints or subliminal skin electrostimulation via electrodes); and no acupuncture (i.e. routine care or stroke rehabilitation; some studies
differentiated between the two).

5 (3/2)

Sze et al. (2002b)

Wu et al. (2006)

14 (5/9)

Park et al. (2001)

14 (6/8)

9 (3/6)

Reference

Zhang et al. (2005)

Number of studies and
language of publication
(Chinese/English)

Table 1. Summary of systematic reviews into the efficacy of post-stroke rehabilitation (2000–2010): (RCT) randomized controlled trial; and (STRICTA) STandards for Reporting Interventions in
Controlled Trials in Acupuncture (MacPherson et al. 2002)*
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Yes
No
Yes
Yes
Yes
Yes
Yes
No
Yes
Yes
Yes
2
9–12
20
Yes (MDT‡)
No
Yes
BI (–)
MI (–)
NEADLS (–)
EQ-VAS (–)

No
No
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
10
Mean=35
30
Yes (MDT‡)
Yes
Yes
FM (–)
BI (–)
FIM (–)

BI (–)
MI (–)
NHP (–)

12
30
Yes (MDT‡)
Yes
Yes

Yes
Yes
4

Yes
Yes
Yes
Yes
Yes
Yes

No
No
Yes

8/10
English
UK
4–10 days
105
Scalp and body acupuncture
Sham (mock TENS)
Yes
Yes
Yes

Hopwood et al. (2008)

MAS (–)
Walking speed (–)
Pain VAS (–)

8
30
Yes (medications)
Yes
No

Yes
No
4

Yes
Yes
No
No
No
Yes

Yes
No
Yes

6/10
English
Germany
7–180 months
25
Body acupuncture
Placebo†
No
Yes
No

Fink et al. (2004)

Brunstrom’s stages (+)
FIM (+)

10
30
Yes (MDT‡)
No
No

Yes
Yes
2

Yes
Yes
Yes
No
No
Yes

No
No
No

3/10
English
China
<2 weeks
118
Body electroacupuncture*
No acupuncture
No
Yes
No

Wong et al. (1999)

*Electroacupuncture through surface electrodes, no penetration from needles, over acupoints.
†Non-penetrating, non-acupoint.
‡Multidisciplinary team stroke rehabilitation.
§Key: (BI) Barthel Index; (MI) Motricity Index; (NEADLS) Nottingham Extended Activities of Daily Living Scale; (EQ-VAS) EuroQoL Visual Analogue Scale; (NHP) Nottingham Health Profile; (FM) Fugl-Meyer Assessment
of Motor Recovery after Stroke; (FIM) Functional Independence Measure; (MAS) Motor Assessment Scale; (–) non-statistically significant differences between treatment groups; and (+) statistically significant differences between
treatment groups in favour of acupuncture.

8/10
English
UK
<4 weeks
116
Body acupuncture
Sham (non-penetrating, non-acupoint)
Yes
Yes
Yes

8/10
English
China
3–15 days
106
Body acupuncture
No acupuncture
Yes
Yes
Yes

PEDro score
Language of publication
Location of study
Onset of symptoms post-stroke on entry to study
Participant number entered into study
Treatment group
Control group
Randomization
Allocation concealment
Sample size calculation
Blinding:
patients
therapists
assessors
Comparisons:
baseline
between-group
Withdrawals
Intention to treat analysis
Adequate follow-up
Acupuncture rationale
Details of:
treatment regimen
needling
Length of treatment (weeks)
Sessions:
number
length (min)
Co-interventions
Practitioner background
Adverse events
Outcome measures,
primary in italic
(not all included)§

Park et al. (2005)

Sze et al. (2002a)

Variable

Reference

Table 2. Summary of selected randomized controlled trials highlighting methodological quality. The studies are arranged in order of decreasing methodological quality using a combination of the PEDro
scale and the STandards for Reporting Interventions in Controlled Trials in Acupuncture (STRICTA) recommendations (MacPherson et al. 2002; Foley et al. 2009; CEBP 2010; Wu et al. 2010)
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information to guide clinical practice (CEBP
2010).
None of the studies could blind the therapists
involved and only two blinded the subjects,
creating the potential for the patient–practitioner
relationship, and expectations in either, to confound the results (Hopwood 2004). Nonpenetrating sham acupuncture devices have been
developed in order to address the issue of subject
blinding, aiming to separate the specific effect of
needle insertion and stimulation from the wider
therapeutic treatment effects (Fink et al. 2004;
Park et al. 2005). The results have shown that the
majority of the participants believed that they
were receiving genuine acupuncture or were
unable to tell, thus adequately testing the therapeutic effects of needling, for which no significant effect was shown (Park et al. 2005), perhaps
because sensory stimulation is still occurring
through skin afferents with the sham device. The
potential limitations of the above study include
the length of time of the treatment, the sensitivity of the outcome measures used and the lack of
follow-up data (Park et al. 2005). Needles were
left in for 20 min, whereas a study investigating
peripheral nerve stimulation effects on the motor
cortex suggested that a minimum of 1.5 h was
needed to produce a significant increase in MEPs
(Ridding et al. 2000). There was no discussion of
when needling occurred, how the needles were
manipulated or which potential mechanisms may
be at work to influence recovery from a stroke.
One therapist provided the acupuncture, which
improved the inter-rater reliability of the study;
however, this also reduced the external validity
because other practitioners may use different
needling approaches, which was investigated
(Park et al. 2005). Using several therapists can
reduce the influence of any one therapist on the
outcomes of a trial (MacPherson 2004).
Birch (2003) discussed problems with systematic reviews relating to inclusion and exclusion
criteria being too diverse, and the lack of definitions of terms. For example, sham acupuncture
can mean with or without skin penetration.
Additionally, there are problems with inadequate
treatments, such as the points selected, the
number of points used and treatments performed, and also inappropriate control groups
(Birch 2003). The above author suggested that
using a needling- or placebo-control-type model
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is inappropriate because assumptions about the
nature of the control are often wrong, i.e. that it
is placebo when it is clearly not (Birch 2003).
Thus, comparing an inadequate treatment (i.e. a
less-effective one) to an inappropriate control
(i.e. a more-effective one) results in an unreasonable comparison that tends to bias against acupuncture (Birch 2003). Proposed solutions
involve the inclusion of expert panels to determine the definition of terms, the adequacy of the
treatment and the appropriateness of the needle
control (Birch 2003), and also the modification
and then validation of a summary scale such as
the five-point Jadad scale, since there is potential
bias against finding acupuncture to be effective
because one point is given for labelling an
investigation as a double-blind study and another
for a reasonable description of the method
(Birch 2003; Hopwood 2004).
A move towards pragmatic clinical trial design,
where the trial methodology reflects how effective a treatment is in routine clinical practice, as
opposed to standardization of treatment (RCT),
has been suggested by several researchers (Stux
et al. 2003; MacPherson 2004). Pragmatic trials
are the obvious choice for complex, chronic
conditions and complementary therapies, where
practitioners are free to treat patients using an
individual approach and patients are allowed to
make changes to their treatment as they would in
the real world (Hopwood 2004; MacPherson
2004). It is an assessment of the effectiveness of
the overall ‘‘package’’ of care, but with that,
the effect of needling per se cannot be isolated
and neither can the therapeutic relationship
(MacPherson 2004). Internal validity is reduced
as a result of a lack of blinding, and larger sample
sizes and resources are needed because of
recruitment from the wider population with a
more heterogeneous mix of people (MacPherson
2004). However, without blinding, and with wide
inclusion criteria and a randomization process,
ecological validity and, in turn, external validity
are increased, and the results generalize better to
the normal clinical setting (MacPherson 2004).
In addition to ensuring that the study design
matches the clearly defined research question,
the inclusion of an acupuncture expert with
experienced methodologists and statisticians will
ensure proper delivery of treatment and correct
implementation of clinical trials (Stux et al. 2003).
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Conclusions
Research into the basic science underlying acupuncture mechanisms suggests there are many
different ways in which acupuncture may influence the CNS, but this has only been discussed
in relation to the modulation of sensorimotor
control and learning. Acupuncture is a form of
sensory stimulation with potential effects at
the peripheral, spinal and supraspinal levels.
Research has demonstrated that the enduring
effects which sensory stimulation can have on
cortical reorganization post-stroke (Ridding et al.
2000; Ward & Cohen 2004), which, combined
with the acupuncture findings, highlights a
potential ‘‘therapeutic window’’ for modalities
such as needling to enhance neuroplasticity. An
increase in blood flow to infarcted tissue may be
another contributing factor to recovery, further
highlighting that the timing of the acupuncture
session in relation to onset of stroke (especially
treatment for haemorrhagic stroke) and the
timing of the therapy session, i.e. just before
needling, needs to be given more consideration.
Research into the clinical use of acupuncture
needs to link the proposed mechanism with the
research question. Choosing the appropriate trial
design and control is also of great importance. It
has been suggested by several researchers that a
pragmatic trial design provides a fairer test of
acupuncture than explanatory trial designs (Stux
et al. 2003; Hopwood 2004; MacPherson 2004).
Further studies into acupuncture efficacy in
patients who have suffered a stroke could investigate the differences between severity of disability and different ‘‘dosages’’, and focus on
acupuncture as an adjunctive therapy to standard
treatment, or specific task-related training, as
opposed to being the sole treatment for a disorder (Lundeberg 2002; Stux et al. 2003). Additionally, focusing on EA, which has demonstrated a
more widespread fMRI signal increase than
manual acupuncture, is advantageous because
frequency and intensity can be set objectively
and quantifiably, and so improve the ability to
measure treatment effect (Napadow et al. 2005).
At present, it is appropriate to agree with the
conclusions of the Evidence-Based Review for
Stroke Rehabilitation, which state that it is
unclear whether acupuncture improves outcomes for stroke (Foley et al. 2009), in addition
 2011 Acupuncture Association of Chartered Physiotherapists

to those of the National Clinical Guideline for
Stroke (ISWP 2008), which suggest that acupuncture should only be used in the context of
ongoing clinical trials (Lennon 2008). However,
there is scope for more research with the potential to change this opinion.
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OPINION

Adjunctitis . . . or should that be adjunctalgia?
J. Longbottom
School of Health and Emergency Professions, University of Hertfordshire, Hatfield, Hertfordshire, UK

Abstract
This paper discusses the current use of acupuncture in the physiotherapy profession. It
addresses some of the economic, clinical and ethical questions that arise when acupuncture is
used as an integrated modality within a therapeutic toolbox for the alleviation of pain, the
restoration of homeostasis and the facilitation of rehabilitation. The author seeks to dispel some
of the current models involving acupuncture as an ‘‘adjunct’’, or an afterthought, to other
treatment modalities. These models have been developed without the foresight to consider the
clinical reasoning for the effective integration of needling into manual or exercise therapy.
Keywords: acupuncture, adjunct, clinical reasoning, homeostasis, problem-solving.

Introduction
Physiotherapists trained in acupuncture are
increasingly being asked to establish acupuncture
clinics as separate entities from their physiotherapy practices. This is because progressively
more patients are being referred to them from a
variety of sources for acupuncture alone, exclusive of a physiotherapy treatment plan. Much of
this interest in the use of acupuncture alone has
stemmed from such publications as the National
Institute for Health and Clinical Excellence
guidelines on osteoarthritis and low back pain
(NICE 2008, 2009), and because many patients
prefer acupuncture as a treatment modality for a
multitude of reasons. The present paper seeks to
outline some of the arguments for the use of
acupuncture as an ‘‘integrated model’’ in therapeutic intervention, primarily to stimulate clinical
and professional debate within the AACP Journal
and to encourage physiotherapists to engage in
economic research.
The proposition for debate is that acupuncture
within physiotherapy should be used:
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+ alongside – not beside – other modalities;
+ simultaneously with – not in addition to – other
treatments; and
+ on a hypothesis-led basis – not as an afterthought.
The present author seeks to ask questions about
the understanding of clinical effectiveness and
cost-effectiveness that exists within physiotherapy practice, especially considering that acupuncture within the scope of physiotherapy
practice:
+ is not a stand-alone tool;
+ is not regarded as a separate service;
+ should not be used exclusively, but must be
combined with other, simultaneous therapeutic interventions; and
+ does not form a separate service standing
apart from mainstream physiotherapy care.

Adjunct
Perhaps it is the random use of the word
‘‘adjunct’’, so often seen as a prefix to acupuncture within the scope of physiotherapy practice,
that has led to a misconception about this
modality. Perhaps it is the fact that acupuncture
training is seen as a separate entity that explains
why no provision is made for it within the
mainstream physiotherapy training curriculum.
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Perhaps there are two distinct models in the
profession: those who do acupuncture and those
who do not. Whatever the cause, the effective
use of acupuncture should be viewed as an
essential, but not mandatory, tool within physiotherapy that can be used as a means of restoring
homeostasis, facilitating recovery and enabling
further treatment interventions. It may be
employed as a precursor, alongside or following
specific rehabilitation processes, depending
entirely on the clinical presentation and the
hypothesis-led, clinical reasoning model.
Acupuncture is not a stand-alone tool within
the physiotherapy profession; after all, we are not
acupuncturists. We are privileged to have this
tool within our scope of practice, but it is not –
and never will be – exclusive to a physiotherapy
treatment protocol. Why then do we insist that it
is by aiding and abetting the development of
exclusive acupuncture clinics? Would we set up
an ultrasound, interferential, massage, laser or
mobilization clinic without previous integration,
and a holistic approach to assessment and
management?
Is this really best practice?
The Oxford English Dictionary definition of the
word ‘‘adjunct’’ is ‘‘something added to another
thing, but not an essential part of it; joined or
associated, especially in an auxiliary or subordinate relationship’’.
Is this the model that physiotherapists adhere
to? Is this the model taught on the Foundation
Acupuncture Course?

simply the ‘‘worried well’’; rather, they are individuals with complex health conditions who may
benefit significantly from a whole-person model
of care (Greeson et al. 2008). Integrated
approaches to patient care are associated with
health-related improvements in quality of life,
and mental, physical and social functioning.
Although the relative cost-effectiveness of integrative medicine remains unknown, a recent
systematic review found that several complementary and alternative medicine therapies appear to
offer good health economic value (Herman et al.
2005).
As healthcare costs continue to rise, decisionmakers will be required to allocate increasingly
scarce resources towards therapies that offer the
most benefit ‘‘per unit cost’’. Economic evaluations will inform evidence-based clinical practice
and future health policy. To be considered and
taken seriously within this decision-making process, the use of acupuncture within physiotherapy must be evaluated together with standard
care, not apart from it.
There are insufficient research studies to demonstrate the value of including acupuncture
within the standard care model. Indeed, as you
surely must agree, most appear to be dedicated to
sham versus verum acupuncture, appearing to
offer very little in the area of control, blinding
and clinical effectiveness (White & Ernst 1999,
2000), and not much to replicate the medical
meaning of placebo: ‘‘a controlled and measured
deception’’.

Integrative medicine

Clinical interpretation

Acupuncture is taught within physiotherapy as
an integrative medicine model. Integrative medicine is defined as the practice of medicine that:
+ reaffirms the importance of the relationship
between the practitioner and patient;
+ focuses on the whole person;
+ is informed by evidence; and
+ makes use of all appropriate therapeutic
approaches, healthcare professionals and disciplines to support optimal health and healing
(CAHCIM 2009).

In searching electronic databases including
MEDLINE, AMED, Alt HealthWatch, the
National Center for Complementary and Alternative Medicine Complementary and Alternative
Medicine Citation Index, and the National
Library of Medicine from January 1999 to
January 2010, the present author was dismayed –
but not surprised – to find that there were few
studies comparing acupuncture with standard
physiotherapy care (Berman et al. 2004; Witt et al.
2006; Elden et al. 2005), and even less were
dedicated to an economic analysis of acupuncture and physiotherapy (Whitehurst et al. 2007).
The majority of papers reviewed were reports of
single cases demonstrating the clinical use of

Research evidence supports the idea that patients
who seek to integrate complementary and alternative medicine, and allopathic medicine are not
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acupuncture within physiotherapy. Whilst these
case studies are very useful, they can offer no
value within the gold-standard hierarchy of
research evidence. Acupuncture within physiotherapy must be placed within appropriate quality trials in order to demonstrate that studies of
cost-effectiveness, cost evaluation, cost identification, cost minimization and cost analysis are
available, depending on the questions and
answers required.
As physiotherapists involved in the delivery of
cost-effective, clinically useful and evidencebased therapeutic interventions:
+ Should we not be asking these questions?
+ Should our profession and AACP not be
facilitating this area of analysis and research?
+ Should we, as discerning practitioners, not
want to know the answers to these questions?
+ Should patients not be supplied with the
relevant evidence so that they can make
informed choices?
+ Should we stop adding modalities that offer
nothing more than an intervention that is
convenient rather than evidence-based?
This area of research may offer our profession
and the Association valuable information and the
‘‘economic clout’’ so that we can withstand the
pressures that are about to be imposed upon us
in terms of economic constraints within the
National Health Service and the private sector.
Physiotherapists who integrate acupuncture into
therapeutic treatment regimes do so because it
works: it augments recovery, well-being, homeostasis, relaxation, compliance and trust. We
know all these things, but it is time that we put
them to the test.
If we know that these clinical interventions
work best when integrated, why are we developing designated acupuncture clinics that offer no
therapeutic intervention other than a pre-set,
prescribed course of acupuncture?
I would ask any physiotherapists providing
this kind of service the following:
+ Are you acting outside the scope of Chartered
Society of Physiotherapy practice?
+ Are you denying clients with complex presentations the added therapeutic value of standard care and, thus, falling short of ‘‘best
practice’’?
 2011 Acupuncture Association of Chartered Physiotherapists

The combination of acupuncture with interventions such as exercise, muscle imbalance,
myofascial release, cognitive behavioural management and neurolinguistic programming
provides a cost-effective, evidenced-based management programme (Witt et al. 2006, 2008;
Greeson et al. 2008; Vas et al. 2008; Sterling et al.
2009; Yam & Wilkinson 2010). Whether the
models of acupuncture offered are Western,
auricular, microsystems or traditional Chinese, all
will offer greater effectiveness when integrated
with physiotherapy.
Physiotherapists are problem-solvers; they
have excellent skills in assessment, treatment,
communication, management, leadership, and
legal and ethical issues. Today they are required
to prove their worth economically and effectively. One of the essential attributes of the
physiotherapist is his or her excellent clinical
reasoning skills. As the healthcare system
changes, we are now called to account for
decision-making against a background of
competing demands, evidence-based practice,
funding limitations, cost-effectiveness, the information explosion in healthcare and the highly
informed patient. The integration of acupuncture
within this multifaceted toolbox is no exception
to the rule. As professionals, we have to undertake quality research to provide the medical
world with evidence that demonstrates the effectiveness of such interventions. With concrete
economic evidence to support clinical reasoning,
we can only be in a stronger position to use
acupuncture to achieve its most efficacious and
clinically relevant aim, patient benefit.
As a physiotherapist and acupuncturist, the
present author would ask that AACP and her
fellow members take up the mantle of this
important research. Funding and support are
available through the Association; we just have
to take the initiative and do the work.
If our primary therapeutic aims are the management of pain, the restoration of function
and the facilitation of recovery, acupuncture
may well be the most cost-effective model
available (Liguori et al. 2000; Paterson & Britten
2003; Wonderling et al. 2004) if offered alongside conventional physiotherapy interventions,
but we have to find out whether this is the case.
Research is frightening, especially economic
analysis. What may be more alarming is the loss
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of our autonomy, practice and effectiveness if we
do not ask these questions and find the answers.
As Johann Wolfgang von Goethe wrote,
‘‘If you want a wise answer, ask a reasonable
question.’’
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TRADITIONAL CHINESE MEDICINE

Blood stasis syndrome
W. Maclean
Private Practice, Hazelbrook, New South Wales, Australia

Abstract
Blood stasis refers to a continuum of states of poor or obstructed blood circulation. These
conditions range from congestion, in which the drainage or supply of blood to a particular locus
is poor and the blood flow sluggish, more properly termed blood congestion, to actual stasis,
in which blood circulation at some locale has ceased and a physical obstruction has formed,
further impeding circulation. Blood stasis may affect any part of the body, but has a propensity
for certain systems. The channels, pathways and superficial tissues are commonly affected, as
are the Liver and Heart organ systems, and the gynaecological and digestive systems. Trauma is
a common cause of localized blood stasis; however, stagnant Qi, obstruction by external
pathogens, insufficient motive force behind the circulation, emotional factors and surgery may
also contribute. Knowledge of the aetiology is essential in assessing the prognosis and
fine-tuning the treatment. Blood stasis is a major component in traditional Chinese medical
analysis of both acute and chronic disease. In any chronic disease, stasis or blood congestion
must be considered. Because of its long history of development, blood stasis is a large and
complex field, but the present author has adapted a system of blood stasis scoring that was first
developed in Japan in order to simplify diagnosis and treatment.
Keywords: aetiology, blood stasis syndrome, chronic disease, pathology, traditional Chinese
medicine.

Introduction
Blood stasis (BS) syndrome is one of the most
interesting and unique concepts in traditional
Chinese medicine (TCM). It occurs in all manner
of conditions, and its recognition is often the key
to clinical success in practices dealing with many
chronic and complex disorders. Blood stasis may
occur as the primary pathology or as a complication of another condition. Even when BS is a
minor feature, it can have an impact on the
outcome of other therapy. For example, patients
with minor elements of BS can sometimes be
more resistant to treatment if that element is
ignored. The main point is that BS, if present,
should always be addressed.
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The concept of Blood in TCM is somewhat
different from the scientific understanding.
Blood is a form of Qi, material and dense relative
to the rarefied nature of Qi, but Qi nonetheless.
Like Qi, Blood is conceptually inseparable from
continual movement; indeed, the movement of
Qi and Blood is synonymous with life. For this
reason, even the slightest impediment to or
obstruction of circulation is pathological. In
addition, Blood has nutritive, moistening and
Qi-anchoring functions. It nourishes the body
and organs, moistens and lubricates the eyes,
tendons, skin and hair, and anchors Qi, preventing it from floating away or wandering aimlessly.
This is particularly important in terms of the
Shen, the most rarefied form of Qi, which relies
on Blood for its foundation. Chronic BS leads to
poor nutrition and lubrication of tissues and
organ systems, the generation of Wind (from
relative Blood deficiency), disturbances of the
Shen, and a host of painful conditions.
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Editor’s note
We have decided to publish Will Maclean’s
article because it gives a remarkably good
insight into how an internationally recognized TCM practitioner approaches one of
the more common pathologies that any
physiotherapist will meet in day-to-day practice. As with most material of this kind,
referencing is an issue, but the manner in
which Will explains how TCM theory is
applied in practice is highly illuminating, and
the overlap in signs and symptoms makes
this piece readily accessible.
The treatment suggestions offered are for
the use of herbal formulae. The subset of
AACP members using these formulae is, I
suspect, very small, but where the text offers
different strengths of herbal treatment as the
level of the pathology differs, anyone reasonably well versed in TCM practice will be able
to replicate these distinctions by choosing
local and distal points, and varying the
strength and depth of needling.
We would be interested to hear your
comments on this kind of material, which
will help us to inform our selection of future
content.
John Wheeler

The TCM concept of Blood stagnation is a
large and complex one, and refers to a continuum of states of poor or obstructed Blood
circulation. At the mild end of the spectrum,
Blood may simply be congested, a situation in
which drainage or supply of Blood to a particular
tissue or system is poor and the Blood flow
sluggish. At the other end of the spectrum are
the classical and well-known features of actual
BS, in which the Blood circulation at some locale
has ceased and a physical obstruction has
formed, further impeding circulation. There are
many degrees of stasis in between these two
extremes, and consequently, many different
presentations and solutions.
Blood stasis syndrome may be localized to a
particular tissue or system, or it may be systemic.
There are a multitude of possible presentations
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and BS may be the result of a large variety of
processes. Trauma is a common cause of localized BS; however, stagnant Qi, obstruction by
external pathogens, insufficient motive force
behind the circulation, emotional factors and
surgery may also give rise to BS. In any chronic
disease, BS or Blood congestion must be considered as a problem in which, according to
Qing-Dynasty physician Ye Tian-Shi, ‘‘enduring
diseases enter the network vessels’’ and obstruct
Blood circulation (Ye 1991). Knowledge of the
aetiology is essential in assessing the prognosis
and fine-tuning the treatment.

Aetiology
Traumatic injury
Any external physical injury that damages tissue
can give rise to Qi and Blood coagulation and
stagnation. Such injuries include falls, sprains,
sporting injuries, sudden use of force in stretching and twisting, lifting badly, childbirth, and
surgery.
Stagnation of Qi
Qi leads the Blood and is its master. When Qi
moves, the Blood will follow, and thus, Blood
relies on the smooth and uninterrupted flow of
Qi. If Qi flow is impeded, then Blood flow will
begin to stagnate and become sluggish. The
Liver is often the primary culprit in this scenario
because this organ has a very close relationship
with both Qi and Blood, and is very easily
affected by emotions and stress. Similarly, the
areas that are part of the Liver system are
particularly prone to Blood stagnation, i.e. the
uterus, the prostate and reproductive system,
the breasts, the flanks, the throat, the chest and
the head. Any long-term repressed emotion can
lead to chronic Qi stagnation and consequent
Blood stagnation, and major shock or trauma,
particularly during youth, is a common cause of
systemic and local stagnant Blood. This particularly applies to any situation in which there is
both physical and severe mental/emotional
trauma, such as childhood sexual abuse and rape.
Qi deficiency
If the Qi is weak, it may not have sufficient
vigour to lead the Blood. This situation may be
 2011 Acupuncture Association of Chartered Physiotherapists
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likened to the process of silt deposition on the
bed of a sluggish river. The outcome is the same
as for BS because of stagnation of Qi; however,
the different mechanism requires different treatment.
Cold pathogens affecting the Blood
The nature of Cold is to freeze and constrict,
both decreasing the diameter of the vessels and
channels, and slowing the circulation of Qi and
Blood. The Huang Di nei jing su wen or the Yellow
Emperor’s Classic of Internal Medicine states that Qi
and Blood like warmth and dislike cold
(Unschuld 2003): when Cold is encountered,
these substances are unable to flow; when
warmth is encountered, they will dissipate and
go. Cold often attacks the superficial parts of the
body, lodging in the muscles, joints and channels
(as in Bi syndrome), or it may penetrate more
deeply, lodging in the Uterus, Spleen, Stomach,
Heart, Lungs, Kidneys, Liver or Intestines.

Damage to body fluids
Blood and fluids are yin, and excessive loss of
fluids or inadequate replacement can lead to
increased viscosity of Blood and BS. Insufficient
fluid intake over time, excessive sweating, or
prolonged exposure to dry and hot environments
can deplete fluids, and thus, damage the Blood.

Heat in the Blood
If Heat enters the Blood, either because of
external pathogens broaching the body’s
defences, or from being internally generated by
excessive consumption of hot and spicy food,
chronic Qi stagnation or yin deficiency, for
example, it may cook and thicken the Blood,
rather like evaporation. In his 1642 text, the Wen
Yi Lun or Discussion of Epidemic Warm Disease (Jian
& Seifert 2000), Wu You-Xing stated that,
because latent stagnant Fire evaporates the
Blood’s fluids, the Blood simmers and forms
stasis. Generally, Heat of an excessive nature
(e.g. Liver Fire and Damp Heat) is required to
provide sufficient Heat to condense the Blood.

Mental and emotional trauma, lifestyle
and dietary factors
Prolonged or extreme emotional or mental
trauma, shock or strain (both acute and chronic)
can cause Blood stagnation. This includes Qi
stagnation, as previously mentioned, and other
pathological insults to the Qi, such as grief,
hysteria and sadness, which scatter and disperse
the Qi, or sudden fright or terror, which cause
the Qi to descend. This situation often follows
major acute trauma, such as motor vehicle accidents, even when there is little or no evidence of
direct physical injury.
Dietary factors include such things as excessive consumption of foods that stagnate,
obstruct or disperse Qi, or heat and congeal the
Blood. These include alcohol, greasy rich foods,
cold raw foods and hot spicy foods.
Lifestyle factors include a sedentary lifestyle
leading to sluggishness of Qi and Blood circulation, excessive sexual activity, which depletes
Kidney Qi and leads to decreased vitality of
circulation, and lack of sleep, which consumes
yin and may lead to increased viscosity of the
Blood. It was noted even in the later Han
Dynasty that accumulated Blood can arise from
long-standing fatigue, excessive anger, overeating, excessive sex, running with excessive
urgency, carrying heavy objects and insufficient
sleep (Zhang 1983).

Haemorrhage
Once the Blood leaves the vessels, it is no longer
led by Qi and, thus, may stagnate; where there is
haemorrhage, there is stasis. Haemorrhage is
usually resolved by the body with little or no
residual effect; however, BS may be initiated by
severe haemorrhage or aggravated by improper
treatment, as may occur when using too many
astringent or Cold-natured herbs to staunch
bleeding or cool Heat, which then stop Blood
flow but cause excessive coagulation.

Chronic constipation
Chronic constipation can lead to Blood stagnation as a result of the relationship between
intestinal peristalsis and portal circulation. Blood
flow through the intestines is aided by the
pumping action of the intestine as food and
fluids are moved by waves of peristalsis; if
peristalsis is interrupted, altered or inhibited by
impacted stool or excessive resetting of the
stretch receptors in the walls of the bowel, Blood
can pool in the capillary beds with consequent
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anoxia and malnutrition of intestinal tissues, and
further loss of tone. Conversely, if the liver
microcirculation is damaged by chronic inflammation as a result of hepatitis or alcoholic liver
disease, this can lead to a bottleneck in the portal
system and backing up of Blood into the intestinal microcirculation. Similarly, microcirculation
in the portal system and liver can be sluggish
because of poor peristalsis. This accounts for
one of the important objective signs of BS, left
iliac fossa tenderness, especially upon palpation.
Chronic diseases
Long-term disorders inevitably affect the circulation of Qi and Blood, either through lack of
propulsion or obstruction, usually a combination
of both. In the Lin Chuang Zhi Nan Yi An or Case
Histories from the Compass of Clinical Patterns, published in 1766 (Ye 1991), Ye Tian-Shi stated that:
‘‘In early disease the illness is in the channels, in
chronic disease it is in the network vessels; since
Qi dominates the channels and blood the network vessels, there should be no doubt when to
treat the Qi and when to treat the blood.’’
Similarly, the elderly often have weak Qi and are
prone to Blood stagnation, hence the high incidence of cancer in people over 50 years of age.
Thus, the saying, ‘‘The elderly often have blood
stasis’’ (Wang 2007).
Blood stasis score
Because there are so many degrees of BS, from
mild and easily missed to the classical presentation of fixed, sharp, stabbing pain and hard,
immobile masses, precise determination of the
extent of the stasis, and thus, selection of an
accurate solution, can be complicated and difficult. There are many prescriptions that deal with
various aspects of Blood stagnation. However, in
clinical practice, a significant proportion of common presentations of BS can be dealt with by
using a few key formulae. To facilitate the
analysis and formula selection, the present
author has developed a simplified scoring system
that assigns a numerical value to the degree of
Blood stagnation in a particular patient. The
score then leads directly to the selection of an
appropriate formula. Signs and symptoms are
assigned a value depending on whether they are
primary or secondary. Primary signs and symp58

Table 1. Blood stasis score
Classification
Variable
Major features
Fixed, stabbing pain
Hard, irregular masses
Vascular congestion
Skin and mucous membrane pigmentation
Haemorrhagic disorders with dark,
clotted blood
Left iliac fossa pressure pain
Secondary features
Nail pathology
Hectic fever without sweating
Rough, dry, scaly skin
Chronic insomnia
Chronic depression
Abnormal blood profile
Dark rings around the eyes
Past medical or family history

Moderate

Severe

5
5
5
5

10
10
10
10

5
5

10
10

3
3
3
3
3
3
3
3

6
6
6
6
6
6
6
6

toms indicate BS by themselves, and are assigned
a high score. Secondary signs and symptoms are
of lesser importance, and are assigned a lower
rating. In isolation, secondary signs and symptoms may represent BS or another pathology,
and thus, become more relevant in the context of
other signs and symptoms of BS. The BS score is
determined by the addition of all the features
(Table 1) present in a patient. Primary features
score either five points (mild to moderate) or 10
points (severe). Secondary features score three
points (mild to moderate) or six points (severe).
Clinical judgement is required to assess the
degree of a particular sign or symptom. The total
score is determined by adding the values of all
features present. However, a high score does not
automatically lead to the selection of a strong
formula. If there are clear signs of deficiency,
points should be deducted on the basis of the
severity of the deficiency. With mild signs of
deficiency, five points are deducted; with relatively severe deficiency, 10 points are taken
away.
The BS score can be utilized in several ways. A
high score ( >20) points to the use of a strong
primary BS formula. A medium score (10–20)
points to the use of a milder BS formula. A high
or medium score usually indicates that BS is the
primary pathology, and as such, should be
addressed with a dedicated Blood stagnation
eliminating formula. A low score ( <10) usually
indicates that Blood stagnation is a complicating
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feature of some other primary pathology and,
thus, requires secondary therapy, i.e. the addition of a small component of a mild BS formula
to a primary formula focused on the primary
pathology.

Treatment
General considerations
Blood stagnation treatments usually take time
and a good deal of persistence on the part of
both the patient and the practitioner. Patients
will often present with disorders that cannot be
cured, and will usually have been through and
been rejected by the Western allopathic medical
system by the time they seek a TCM solution.
Special care is needed to encourage them to
persist with the treatment.
Duration of treatment in chronic cases
One essential and often overlooked aspect of
treatment is the time needed to effect a substantial change in the overall condition of a patient
with a chronic Blood stagnation pattern. In
general, Blood stagnation problems are usually
chronic and often complex, frequently being
entanglements of several pathological states
requiring a careful, and often sequential, treatment plan. Treatment is generally more effective
if the practitioner proceeds in a stepwise fashion,
rather than trying to do everything at once.
Trying to treat all aspects of a complicated
diagnosis leads to large, unfocused and unwieldy
prescriptions that lose their precision. It is usually a mistake to abandon or alter Blood stagnation treatment too early. As long as the diagnosis
is reasonably certain and a rational treatment
plan has been developed, the first prescription should be persisted with for a minimum of
6–8 weeks before assessing whether the treatment is working or not. Practitioners must not
have unreasonable expectations about how long
treatment will take. In chronic cases, it will
always take a long time, with 2–3 years of
treatment not being unknown. The key feature
of success is persistence, and this is dependent
on the encouragement and sales techniques of
the practitioner in convincing the patient to
expect a reasonable outcome.
 2011 Acupuncture Association of Chartered Physiotherapists

Potential problems encountered during
treatment
There are several traps to be aware of so that
these can be avoided. Some of the stronger
Blood-moving prescriptions can cause problems
because of their intended effect, i.e. dispersing Qi
and Blood. Unfortunately, in long-term treatments, patients’ Zheng Qi and Blood are dispersed along with the pathological Qi and Blood
accumulation, so even though the patients’ primary presenting problems may begin to resolve,
they can begin to develop Qi- and Blooddeficiency problems. One simple management
technique is to monitor the Blood picture with
standard blood tests, utilizing Qi and Blood tonic
methods as appropriate. This may involve a
switch to a different therapeutic method altogether for a few weeks (e.g. from moving Qi and
Blood to supplementing Qi and Blood) or to a
milder version of the primary method (e.g.
switching from Xue Fu Zhu Yu Tang to Tao
Hong Si Wu Tang).
In addition, patients should be educated in the
signs and symptoms that they should look out
for (e.g. postural dizziness, fatigue and loss of
vitality, insomnia, palpitations, and blurring
vision), and be told to alert the practitioner
promptly if any are noted. These are most likely
to occur around or after the third month of
treatment. Most patients on long-term treatment
programmes with strong Blood movers should
be taken off their primary prescription every few
months to give their systems a rest. As with
acupuncture, patients develop a resistance to the
same prescription over several months of use;
they need to be challenged with a different
approach every few months to re-sensitize them
to the main therapy.

High score (.20)
With a high score, a dedicated and powerful
formula for eliminating Blood stagnation is
selected. These formulae are for clear excess
patterns with little or no underlying deficiency.
There are four formulae in this group, and these
can be utilized and modified to treat a wide range
of relatively severe Blood stagnation patterns.
The formulae are Xue Fu Zhu Yu Wan, Ge Xia
Zhu Yu Wan, Shao Fu Zhu Yu Wan and Tao He
Cheng Qi Wan. While these all deal with primary
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BS patterns, each has unique attributes. Xue Fu
Zhu Yu Wan is perhaps the most useful of the
group. Built from fundamental Qi- and Bloodmoving formulae, it takes into account the most
common aetiological feature in BS, chronic Liver
Qi constraint.
Xue Fu Zhu Yu Wan is broad-acting, and can
be used for localized or systemic Qi and Blood
stagnation patterns, but it is best for BS that
affects those areas governed by the Liver system.
These include the head (especially the temporal
areas and vertex), chest and hypochrondrium,
and reproductive system. From a Western
physiological perspective, Xue Fu Zhu Yu Wan
has been shown to significantly improve haemorrheology (i.e. the flow characteristics of
blood), encourage the growth of new microcirculation and decrease platelet aggregation.
Typical indications of Xue Fu Zhu Yu Wan
Blood stagnation in the head. This is characterized by
post-concussion or head trauma syndrome, facial
pain (including localized migraine and cluster
headaches, and trigeminal neuralgia), and postherpetic neuralgia.
Blood stasis in the chest and hypochondrium. Features
include chest pain, angina, costochondritis,
trauma to the chest wall, post-herpetic neuralgia,
hypochondriac pain, chronic hepatitis and
chronic pain syndrome.
Gynaecological/reproductive disorders. These consist
of dysmenorrhoea, endometriosis, painful
fibroids and ovarian cysts, infertility, chronic
pelvic inflammatory disease, prostate hypertrophy, swelling, masses, and post-vasectomy
swelling and masses.
Circulatory disorders. These problems include
peripheral vascular insufficiency, Buerger’s disease, varicose veins, cerebrovascular insufficiency, Raynaud’s syndrome and the vascular
complications of diabetes.
Trauma. This involves both physical and severe
(or unresolved) emotional trauma, bruising, the
retarded healing of wounds or broken bones, and
post-traumatic stress disorder (robust or young
patients).
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This is demonstrably a very versatile formula
as long as the diagnosis is Qi and Blood stagnation with a high Blood stagnation score. Nevertheless, as with any powerful formula, caution is
required. As noted above, some patients on
long-term therapy can develop signs of Blood
deficiency. The simple solution is to change the
approach to supplementing Qi and Blood for a
few weeks with a formula such as Ba Zhen Wan
or Shi Quan Da Bu Wan. More importantly, Xue
Fu Zhu Yu Wan is contraindicated during pregnancy and in patients with bleeding disorders.
It is also contraindicated, or used only with
great caution, in patients on anticoagulant
therapy, including aspirin and other nonsteroidal anti-inflammatory drugs, especially
Coumadin (warfarin).
Shao Fu Zhu Yu Wan and Ge Xia Zhu Yu
Wan are variations of Xue Fu Zhu Yu Wan.
Shao Fu Zhu Yu Wan is designed for BS
patterns complicated by Cold accumulation, particularly when these are located in the pelvic
basin. Ge Xia Zhu Yu Wan is aimed at concentrated masses of BS in the form of lumps and
tumours, especially those located below the ribs
(i.e. affecting the Liver and/or Spleen).
Tao He Cheng Qi Wan is a powerful BS
eliminator for BS complicated by Heat and
inflammation. It breaks up BS, clears Heat and
opens the bowels (to provide a swift exit for the
stasis and heat). Its original intent was to treat
postpartum psychosis or mental disturbance following childbirth, miscarriage or termination of
pregnancy. This condition was thought to be
associated with BS in the Uterus affecting the
Heart through the Bao Mai, the channel connecting the Heart and Uterus. Today, it is more
commonly used for acute and chronic patterns
of BS with Heat or fixed lower abdominal pain
that is worse for pressure, fever or night fevers,
sweats, malodorous vaginal discharge, and constipation. For these conditions, Tao He Cheng
Qi Wan is usually combined with toxic-Heatclearing formulae, such as Wu Wei Xiao Du Wan
or Huang Lian Jie Du Wan, to enhance the toxicor Damp-Heat-clearing action. Tao He Cheng Qi
Wan is generally not suited to prolonged use
since patients may habituate to the rhubarb root.
Once the Heat cools and the stagnation begins to
clear, it should be replaced by a more balanced
Blood mover, such as Xue Fu Zhu Yu Wan. If
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there is concern that Tao He Cheng Qi Wan is
indicated but may be too strong, it can be toned
down by combining it in varying proportions
with a milder Blood mover, such as Tao Hong Si
Wu Wan. Like all the powerful Bloodmoving formulae, Tao He Cheng Qi Wan is
contraindicated during pregnancy.

Medium score (10–20)
A medium score points to the use of a mild BS
mover, or a formula with elements of BS elimination and supplementation. There are several
possible choices, depending on the nature of the
problem. The best general formula is Tao Hong
Si Wu Wan, which is a modification of the
fundamental Blood-supplementing formula, Si
Wu Tang. Tao Hong Si Wu Wan is created by
the simple addition of peach kernels (Tao Ren)
and safflower stamens (Hong Hua). Tao Hong Si
Wu Wan is excellent for Blood stagnation complicated by Blood deficiency. It is suitable for
mild, generalized or suspected Blood stagnation.
It supplements and regulates Qi and Blood,
gently moves stagnant Blood, and warms the
Uterus.
Typical indications of Tao Hong Si Wu
Tang
Gynaecological disorders. These are characterized by
Blood deficiency with mild Blood stagnation
patterns affecting the Uterus or other structures of the Lower Burner, mild dysmenorrhoea
(better for warmth), and irregular menstruation
or infertility associated with small fibroids,
endometriosis, fallopian tube blockage or cysts.
Mental/emotional problems. Features include posttraumatic stress disorder, and long-term emotional repression and turmoil in deficient or older
patients. Tao Hong Si Wu Wan is useful as a
gentle untangling and supporting formula for
patients embarking on psychotherapy.
Circulatory disorders. These consist of varicose
veins, spider veins, chronic phlebitis, purplish
discolouration of the limbs, and numbness or
tingling of the extremities.
Where small gynaecological tumours such as
fibroids, cysts and endometriosis are present,
 2011 Acupuncture Association of Chartered Physiotherapists

Gui Zhi Fu Ling Wan is indicated. This old and
reliable formula gently moves stagnant Blood,
regulates Blood, warms the Uterus and disperses
abdominal masses. It is suitable (and requires)
prolonged use for good results, 9–18 months not
being unusual. Gui Zhi Fu Ling Wan is also used
for chronic inflammatory masses (e.g. chronic
salpingitis or appendicitis). It is also useful in
men with mild Blood stagnation in the prostate
or testicles, which causes pain that may radiate to
the groin or lower abdomen, masses and lumps,
or stagnation affecting sperm quality.
Typical indications of Gui Zhi Fu Ling Wan
These include mild primary dysmenorrhoea,
fibroids, ovarian cysts, mittlesmertz (ovulation
pain), chronic pelvic inflammatory disease, cervical erosion, chronic salpingitis, endometriosis,
postpartum placental retention, varicoceles,
haematospermia, non-liquefaction of sperm
(combined with yin-supplementing formulae),
aspermia (combined with yang-supplementing
formulae), post-traumatic, surgical or idiopathic testicular pain, and mildly uncomfortable
prostate swelling.

Low score (, 10)
A low score usually indicates that some other
primary pathology is complicated by mild
degrees of Blood stagnation. In general, the
treatment strategy is to modify the appropriate
primary prescription with a small dose of a
mild Blood-moving formula. For example, if
a patient’s primary pattern is Kidney yin
deficiency, the formula of choice is Liu Wei Di
Huang Wan or Zuo Gui Wan. To deal with the
mild Blood stagnation, the simple addition to the
regime of a small amount of a mild Blood mover
(one-quarter to one-third of the normal daily
dose) such as Tao Hong Si Wu Wan or Gui Zhi
Fu Ling Wan may be sufficient.
Alternatively, a formula such as Ba Zhen Yi
Mu Wan, which combines primary Qi and Blood
supplementation with the gentle Blood-moving
action of Yi Mu Cao (motherwort), may be
useful. Another approach to secondary BS is to
focus exclusively on the mechanism of the problem, rather than the manifestation. This occurs
in situations such as when endometriosis is discovered upon laparoscopy. The patient’s initial
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complaint may have been infertility or menstrual
irregularity with few or no clear signs of BS.
Patients in such situations will often be found to
have clear elements of yang deficiency and/or
Cold. It is the lack of motivating yang that gives
rise to the pooling of the Blood and subsequent
stagnation. In this case, a warming, yangmotivating formula will often deliver the best
result since, by simply getting yang Qi going, the
stasis will move. Typical examples include Shi
Quan Da Bu Wan or You Gui Wan.
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Changing perceptions: using acupuncture in the management
of lymphoedema
B. de Valois, T. Young & E. J. Maher
Supportive Oncology Research Team, Lynda Jackson Macmillan Centre, Mount Vernon Cancer Centre, Northwood,
Middlesex, UK
E. Melsome
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Abstract
Acupuncture in the management of lymphoedema is controversial because needling the affected
area is assumed, and this procedure is perceived to carry the risk of exacerbating the condition or
introducing infection. This innovative three-step, patient-centred, mixed-methods study explored
the use of traditional acupuncture as an adjunct to usual care for lymphoedema by testing its
acceptability, and measuring its impact on the well-being and quality of life of cancer survivors
with breast cancer, and head and neck cancer (BC and HNC, respectively). In step 1, it was
established that focus groups involving patients and clinicians found traditional acupuncture to
be an acceptable intervention, providing that the affected area was not needled. Step 2 was a
single-arm observational study that tested recruitment, acceptability and effects. Participants
received seven traditional acupuncture treatments (S1) with six additional optional treatments
(S2). The Measure Yourself Medical Outcome Profile (MYMOP) and the 36-Item Short Form
Health Survey (SF-36) were administered at baseline, and at the end of S1 and/or S2, with SF-36
follow-up at 4 and 12 weeks post-treatment. The primary outcome was a change in MYMOP
scores at the end of each series. In step 3, six focus groups explored the participants’ experiences.
Thirty-five participants were recruited for step 2 (BC=27; HNC=8): 30 completed S1 and S2;
three completed only S1; and two were lost to the study. The mean changes in MYMOP scores
were clinically and statistically significant at the end of each series; the SF-36 scores for Vitality
and Bodily Pain were significant at 4 weeks post-treatment. No serious adverse affects were
reported, and there were no changes in volume for subjects with BC outside of the normal range.
Traditional acupuncture can be a safe and acceptable adjunct to usual care, and it has the
potential to reduce the symptom burden in cancer survivors with upper-body lymphoedema.
Improvements in well-being may lead to improved concordance with long-term management.
Keywords: cancer, chronic illness, lymphoedema, survivorship, well-being.

Introduction
Lymphoedema is a condition that is characterized by chronic swelling. It may affect one or
Correspondence: Beverley de Valois PhD LicAc
MBAcC, Research Acupuncturist, Lynda Jackson
Macmillan Centre, Mount Vernon Cancer Centre,
Rickmansworth Road, Northwood, Middlesex HA6
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more limbs, may include the associated trunk
quadrant, and may affect the head, neck, breast
or genitalia. In the developed world, treatment
for cancer is the main cause of secondary lymphoedema because surgery and/or radiation
therapy can cause damage to the lymphatic
system. The condition, which is currently incurable, causes significant physical and psychological morbidity, and requires lifelong care to
manage and prevent its progression.
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Acupuncture is not usually considered a treatment option for people with lymphoedema. It is
assumed to involve needling the affected area,
which is perceived to carry the risk of introducing infection in the form of cellulitis. There are
also fears that needling may cause an inflammatory response, potentially leading to an exacerbation of the swelling. Consequently, many
specialists advise people with lymphoedema to
avoid this form of complementary medicine.
Funding from the National Institute for
Health Research (NIHR) programme Research
for Innovation, Speculation and Creativity
(RISC) facilitated exploratory research into using
traditional acupuncture (including both needling
and the use of moxibustion, referred to here as
‘‘acu/moxa’’) in the management of cancerrelated upper-body lymphoedema. This study,
started in April 2008 and now in its final stages,
was carried out at the Lynda Jackson Macmillan
Centre, a cancer support and information centre
associated with Mount Vernon Cancer Centre,
Northwood, Middlesex, UK. It was approved by
Hertfordshire Research Ethics Committee.
There is little in the literature about using
acu/moxa to treat lymphoedema. Kanakura et al.
(2002) reported a small Japanese study using
acu/moxa to treat and prevent lymphoedema in
gynaecological cancer patients. More recently,
Brazilian researchers Alem & Gurgel (2008)
reported a case series using acupuncture to
increase mobility in breast cancer (BC) patients
with arm oedema. In light of the paucity of data,
the present authors chose to focus on using
acu/moxa to promote well-being and improve
quality of life (QoL) in cancer survivors with
upper body lymphoedema; specifically, BC, and
head and neck cancer (HNC). It was not an aim
of the present study to treat the lymphoedema
itself: the intention was to treat the patient, not
the disease.
As early-stage exploratory research and following the Medical Research Council guidelines for
developing research into complex interventions
(Craig et al. 2008), the study investigated these
key questions:
+ Is acu/moxa acceptable to lymphoedema
patients and their healthcare professionals?
+ Can traditional acupuncture improve wellbeing in cancer survivors with lymphoedema?
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+ Is acupuncture a safe intervention for people
with lymphoedema?

Subjects and methods
To answer these questions, the present authors
set up a three-step study design. In step 1, they
conducted a series of focus groups (n=8) including cancer survivors with lymphoedema (n=31)
and their healthcare professionals (n=8) to
explore whether acu/moxa was an acceptable
intervention if used as an adjunct to usual care.
The participants were almost unanimous in
agreeing that this could be a beneficial approach,
providing that needling of the affected area was
avoided. For BC patients, this meant avoiding
needling in the torso quadrant on the affected
side as well as the arm.
This agreement was the green light to continue
to step 2, the clinical treatment phase, which was
a single-arm observational study using beforeand-after measures. Breast cancer and HNC
patients under the care of the Mount Vernon
Lymphoedema Service, Mount Vernon Hospital,
Northwood, Middlesex, UK, were referred by
the Lymphoedema Nurse Specialist. The eligibility criteria included a diagnosis of mild-tomoderate uncomplicated lymphoedema, no
active cancer disease, at least 3 months since
finishing active cancer treatment and management by the lymphoedema service for a minimum of 2 months. Breast cancer patients who
had undergone bilateral surgery were excluded.
To test whether participants would prefer shortor long-term treatment, they were offered two
series of acu/moxa treatments: (1) seven treatments delivered on a weekly basis; and (2) an
optional additional six treatments. It was the
participant’s decision whether or not to continue
to series 2.
The acu/moxa sessions was administered by
two experienced members of the British Acupuncture Council. Treatments were individualized according to the needs of the participant,
changed as he or she progressed through treatment, and sought to emulate usual clinical practice. As agreed in the step 1 focus groups,
needling was avoided in the affected area, including the quadrant on the affected side of the BC
participants. However, points were needled on
the midline. Lifestyle advice was given, and could
 2011 Acupuncture Association of Chartered Physiotherapists
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include advice for healthy dietary habits, rest,
exercise or other advice as appropriate for the
individual participant. There were no restrictions
on developing the therapeutic relationship. The
acupuncturists also reinforced the messages
about self-management, as prescribed by the
Lymphoedema Nurse Specialist.
Participants set their treatment priorities using
the Measure Yourself Medical Outcome Profile
(MYMOP), a validated, patient-centred measure,
and the mean change in MYMOP scores at the
end of each series compared with baseline was
the main outcome. The 36-Item Short Form
Health Survey (SF-36), a widely used, validated
health-related QoL questionnaire covering a
number of relevant domains, was administered at
baseline, at the end of each series, and at 4 and
12 weeks after the end of treatment. The participants also completed semi-structured questionnaires at end of treatment and at the two
follow-up points. Reduced volume was not an
outcome of the present study; however, BC
patients were measured by the lymphoedema
nurse specialist at intervals throughout the study
to ensure that acu/moxa treatment was not
exacerbating the swelling.
Thirty-five participants were recruited to the
clinical phase and of these:
+ 24 BC and six HNC participants completed
series 1 and 2 (13 treatments);
+ two BC and one HNC participant completed
only series 1 (seven treatments); and
+ one BC and one HNC participant were lost to
the study.

Results and discussion
The MYMOP scores for all participants showed
statistical and clinical significance at the end of
each series. The SF-36 scores for Bodily Pain and
Vitality showed significant improvement at the
end of each series and at 4-week follow-up.
No serious adverse effects were observed or
reported, and there were no increased or
decreased volumes outside of the normal range
for each participant.
In step 3, the present authors conducted a
further series of focus groups with the participants who were involved in step 2 in order to
gather data on their perceptions of acu/moxa
treatment. Six focus groups (n=23) were con 2011 Acupuncture Association of Chartered Physiotherapists

ducted by an independent qualitative researcher.
The participants discussed a range of physical
and emotional benefits, including reduced pain,
improved sleep, increased energy levels, reduced
stress levels and reduced medication. Although
it was not the authors’ aim to treat the lymphoedema itself, many participants reported
changes in associated sensations and increased
mobility. These could be either short-term or
long-lasting effects. The majority of participants
were enthusiastic about their experiences of acu/
moxa, and several reported increased motivation
to manage their long-term health issues.
A detailed analysis of the results of the present
investigation are currently being written up for
publication. This innovative early-stage exploratory study pioneers research into using acupuncture in the management of lymphoedema. It
suggests that acupuncture can be a safe intervention for this patient group, and that it has a
potential role to play in improving their wellbeing and QoL. This treatment is acceptable as
an adjunct to usual care to both patients and
their healthcare professionals. It also helped
some participants to be able to accept and to
cope better with their chronic condition. In the
words of one BC participant:
‘‘I think we were always made aware from the
very beginning that it wasn’t going to cure
lymphoedema. . . And I think we’ve had such
incredible results from it for other things that
it almost overshadowed what was happening
with the lymphoedema. . . It wasn’t such a
dominating factor in your life.’’
Further research is warranted. There is also
considerable work to do to start to change firmly
held perceptions about the use of acupuncture in
the treatment of people with lymphoedema.
Whilst making no claims about the ability of
acupuncture to treat lymphoedema itself, this
study opens the door to reassuring people with
the condition that they can safely use acupuncture to manage a range of physical and emotional
conditions, thereby increasing their options for
managing their healthcare. For the acupuncture
community, it provides evidence that acupuncture treatment can be effective, even if large areas
of the body are inaccessible for needling. The
present study also demonstrates that acupuncturists and lymphoedema specialists can work
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together to bring about improved healthcare for
patients. Let us hope that this early exploratory
work can help to bring about changes in perceptions, and begin to break down the taboos
associated with acupuncture and lymphoedema.

Acknowledgements
This paper presents independent research
commissioned by the NIHR under its RISC
programme (grant reference number PB-PG0407-10086). The views expressed are those of
the authors, and not necessarily those of the
National Health Service (NHS), the NIHR or
the Department of Health.
Beverley de Valois would like to thank her
colleagues and collaborators: Teresa Young,
Rosemary Lucey and Professor Jane Maher,
Lynda Jackson Macmillan Centre; Professor
Christine Moffatt, International Lymphoedema
Framework; Anita Wallace, Lymphoedema
Support Network; Elaine Melsome, Mount
Vernon Lymphoedema Service; Anthea Asprey
and Dr Charlotte Paterson, Peninsula College of
Medicine and Dentistry, University of Exeter,
Exeter, UK; and Rachel Peckham MSc LicAc
MBAcC. Thanks also go to the funders of the
study, the NIHR RISC programme. The women

66

and men who participated in this study are also
gratefully acknowledged.

References
Alem M. & Gurgel M. S. C. (2008) Acupuncture in the
rehabilitation of women after breast cancer – a case
series. Acupuncture in Medicine 26 (2), 86–93.
Craig P., Dieppe P., Macintyre S., et al. (2008) Developing
and Evaluating Complex Interventions: New Guidance. Medical Research Council, London.
Kanakura Y., Niwa K., Kometani K., et al. (2002) Effectiveness of acupuncture and moxibustion treatment for
lymphedema following intrapelvic lymph node dissection: a preliminary report. American Journal of Chinese
Medicine 30 (1), 37–43.

Beverley de Valois PhD LicAc MBAcC graduated from
the College of Integrated Chinese Medicine, Reading,
UK, in 1999. She has worked as a research acupuncturist in the NHS since 2000, focusing on using
acupuncture to manage symptoms related to cancer treatment. Beverley was awarded a PhD in 2007 by the
University of West London (formerly Thames Valley
University), London, UK, for research into using acupuncture to manage hot flushes in BC survivors. In 2008,
she was awarded a grant by the NIHR to conduct an
exploratory study into using acupuncture to improve QoL
for cancer survivors with lymphoedema.

 2011 Acupuncture Association of Chartered Physiotherapists

Journal of the Acupuncture Association of Chartered Physiotherapists, Spring 2011, 67–73
CASE REPORT

Acupuncture for acute trauma-related low back pain diagnosed
as Qi stagnation and Blood stasis with Yang Xu
M. Tunstall
Private Practice, Horsmonden, Kent, UK

Abstract
Practitioners of traditional Chinese medicine (TCM) diagnose trauma-related low back pain
(LBP) with sciatica as Qi stagnation with Blood stasis, a condition that is a direct result of Cold
invasion. Acupuncture practitioners may consider both Western and TCM principles when
choosing a treatment protocol. This case study describes the use of both paradigms in the
acupuncture treatment of a 39-year-old man suffering from Qi stagnation and Blood stasis with
Yang Xu (deficiency). The subject presented with a 3-day-old trauma related to acute LBP and
sciatica, and complained of sweating and feeling abnormally cold. The principles of TCM and
Western clinical reasoning for acupuncture were employed, and the outcomes are reported
and discussed. The patient reported a subjective improvement in his symptoms of 60% after
eight treatment sessions. Supporting literature is discussed and evaluated. Western clinical
reasoning for acupuncture is considered briefly, but the main emphasis of this paper is on the
principles of TCM.
Keywords: acupuncture, Blood stasis, Cold invasion, Qi stagnation, Yang Xu.

Introduction
A 39-year-old male self-referred to a private
physiotherapy practice following a 4-day-old
trauma caused by lifting. This injury resulted in
immediate lumbar and sciatic pain with restricted
functional movement that was diagnosed as Qi
stagnation with Blood stasis. He was unable to
stand, sit or sleep comfortably, and was taking
prescribed doses of ibuprofen and co-codamol.
The present subject also complained of sweating
and feeling abnormally cold, which was diagnosed as Yang Xu (deficiency). He had an
11-year history of back problems resulting from
a prolapsed intervertebral disc (PID). Acupuncture was introduced as a mode of treatment
using a combination of Western clinical reasoning and the principles of traditional Chinese
medicine (TCM) for the presenting symptoms
and pathogenesis.
Correspondence: Moira Tunstall MCSP SRP, Associate
Physiotherapist, Horsmonden Physiotherapy Clinic,
A.G.A. Buildings, Lamberhurst Road, Horsmonden,
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Case report
Subjective presentation
At the initial physiotherapy assessment in
November 2008, the present subject reported a
4-day history of stiffness in his lumbar spine.
This problem had manifested after he had performed some heavy lifting in his garden, and he
had experienced acute pain and immobility the
next day. He contacted a medical helpline,
who suggested that he should take strong painkillers, i.e. non-steroidal anti-inflammatory drugs
(NSAIDs), in order to ‘‘keep moving about’’ and
that he should see his general practitioner as
soon as possible. The pain was concentrated in
the right side of his sacrum, and he complained
of a sharp, searing pain in his right buttock,
posterior thigh and, occasionally, his ankle. The
subject rated his pain as up to 8–9/10 on a
Visual Analogue Scale (VAS). He also noted that
his back was cold but sweating; unusually for
him, he could not keep it warm and was wearing
five layers of clothing instead of his usual two.
His significant past medical history included a
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Table 1. Aggravating and easing factors for symptoms: (NSAIDs) non-steroidal anti-inflammatory drugs
Symptom

Aggravating factors

Easing factors

Lumbar pain

Sitting
Lying supine
Night
Cold
Any movement, particularly lifting the right leg
Bending forwards

Prone lying with pillow under hips
Crook lying
Warmth
Rest
NSAIDs

Referred pain

Sitting
Cold
Any movement
Bending forwards

Warmth
NSAIDs
Prone lying with pillow under hips

Cold back

Cold

Extra clothing
Direct warmth

3/ 9$6 

37 9$6 

3$ 9$6  

Figure 1. Anatomical location and description of the subject’s pain, as rated on a Visual Analogue Scale (VAS): (PL )
lumbar pain; (PT ) posterior thigh pain; and (PA ) ankle pain.

resolved PID at L5–S1 from 1998 that had left
very few residual symptoms. The subject was
unable to sit for longer than 2 min, he could not
drive and his sleep was disturbed at least every
hour. He could stand upright, but was unable to
lean forwards or backwards. Rotation to the right
was more painful and restricted than to the left.
His femoral and Achilles reflexes were normal.
Table 1 lists the aggravating and easing factors
of the subject’s symptoms. Figure 1 identifies the
anatomical location and VAS-rated description
of his pain.
Objective presentation
Figure 2 is a diagrammatic representation of
lumbar movement and pain. The number of
intersecting lines shows the perceived level
of pain (i.e. fewer lines equals less pain). The
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distance along the line shows the range of
movement (ROM), where the total length of the
line is full range.
Movements to the right were more restricted
and painful than to the left. Forward flexion and
extension were very limited and rated the same
pain.
The subject was sweating profusely from his
lumbar region. His tongue had a thick white
coating, and his pulse was full and slow.
Western clinical reasoning for
acupuncture
Acupuncture is widely used in Western medicine
for the treatment of pain. Carlsson (2002) presented hypotheses about the mechanisms of
therapeutic acupuncture and critically reviewed 3
decades of published experimental work from
 2011 Acupuncture Association of Chartered Physiotherapists
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Figure 2. Diagrammatic representation of lumbar
movement and pain.

different sources. In his tabulated report, he
suggested that various clinical observations made
after acupuncture intervention cannot be
accounted for using standard neurophysiological
hypotheses. Carlsson (2002) further proposed
that future research might usefully address the
different possible mechanisms of acupuncture in
more detail; for example, the effect of increased
pain relief following additional treatments.
Longworth & McCarthy (1997) reviewed literature specifying acupuncture for sciatica and concluded that needling has a role in the treatment
of chronic low back pain (LBP) with sciatica.
They reported that acupuncture is cheap and safe
to apply, and has fewer side effects than other
treatments, namely drug therapy. Prady et al.
(2007) examined the long-term effects of acupuncture for back pain and noted that acupuncture ‘‘maintains but does not continue to
improve chronic LBP beyond two years’’
(p. 127). Kennedy et al. (2008) tabulated the
Bladder (BL), Governor Vessel (GV) and Gall
Bladder (GB) points used to treat acute LBP
with patients in prone, and reported a greater
analgesic effect from verum acupuncture than
sham. Their study was low-powered, but
employed rigorous methodology and reporting.
Sawazaki et al. (2008) investigated the results of
acupuncture on 72 employees of one company
 2011 Acupuncture Association of Chartered Physiotherapists

who complained of back pain. Their control was
a survey of the previous medical history of the
same employees. The above authors compared
pain levels, mood disturbance and medical
expenses related to these factors pre- and postacupuncture intervention, and found favourable
results. Arguably, Sawazaki et al.’s (2008) study
was biased since it is questionable who benefitted
from the treatment, i.e. the participants or the
company. Furthermore, the participants may not
have been volunteers. None of these studies
considered the role of acupuncture in acute
conditions or discussed the principles of TCM;
however, evidence exists that acupuncture is
efficacious in the treatment of LBP with sciatica.
Acupuncture for sweating has not been widely
reported. Ogata et al. (2004) suggested that
stress-induced sweating is moderated using electroacupuncture and their experimental design
tested the hypothesis that acupuncture stimulation of different frequencies affects sweating in
humans. Hallam & Whale (2003) reported that
Spleen, Stomach, Liver and Kidney points were
successfully used to control sweating in a patient
with malignancy, but their report is insufficiently
referenced and the acupuncture rationale is not
explored. Acupuncture is known to modulate
autonomic activity (Chiu et al. 1997; Sakai et al.
2007; Bäcker et al. 2008; Mori et al. 2008)
although there is no standard methodology for
research. On the basis of such reporting, there is
insufficient evidence to suggest that acupuncture
regulates sweating.
Traditional Chinese medicine perspective
Molsberger et al. (2008) investigated the heterogeneity of Chinese-style acupuncture for chronic
LBP across different countries and practitioners,
and reported a ‘‘broad consistency in fundamental aspects of Chinese acupuncture’’ (p. 1094)
within these parameters. They analysed survey
data from 18 ‘‘international acupuncture experts’’
(p. 1089), and found that Qi and Blood stagnation (i.e. Qi stagnation and Blood stasis) was the
second most frequently diagnosed syndrome
after Kidney Yin and Yang deficiency. Bladder
23, Shenshu, was the most frequently needled
acupoint, and the most popular acupuncture
rationale was ‘‘according to defined point selection rules’’ (p. 1092), although this was not
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adequately explained. The above authors surmised that a future study using different
‘‘experts’’ (p. 1093) in the field would produce
similar results. Their questionnaire was based on
the Standards for Reporting Interventions in
Controlled Trials of Acupuncture recommendations (MacPherson et al. 2001) and encouraged
replies based on personal clinical application, not
research. This is currently the only trial to work
with so many experts, but it presents inconsistent
data, displaying results in differing statistical
formats. Molsberger et al.’s (2008) conclusion
that these data can be used as future minimal
acupuncture standards for clinical trials or as a
representation of acupuncture practice seems
ambitious because their work was low-powered
and used only 18 respondents. Although it was
concerned with chronic and not acute LBP, this
study highlights the frequency of Qi stagnation
and Blood stasis as a presenting pathogen, and
the use of Shenshu, the Back Shu (transporting)
point for the Kidney; therefore, it is a useful
reference for therapists using acupuncture for
LBP. Yuan et al. (2008) reviewed the English and
Chinese acupuncture literature, and noted inconsistencies in the number of points, specific
points and the number of treatments given for
acute LBP between English and Chinese sources.
This reflects the differentiating use of points in
TCM.
Yang Xu patterns manifest as an ‘‘aversion to
cold and cold limbs’’ (Chen 2004, p. 219). A
PubMed search using the words ‘‘acupuncture’’
and ‘‘Yang deficiency’’ produced 47 results, and
seven discussed one or more of the following:
pathogenic Cold, Spleen Qi Xu, Back Shu points,
Yang Xu and LBP. None of these seven papers
considered sweating and six were in Chinese,
highlighting the difficulty of finding evidence
for acupuncture in the treatment of Yang pathogenesis.
Treatment schedule
The physiotherapy techniques employed during
the treatment sessions included McKenzie, FlexiBar and core stabilizing exercises, muscle energy
techniques, the Mulligan Concept of mobilization with movement, and Cyriax manipulations.
Table 2 shows the acupuncture points that
were used in the first eight sessions, the immediate effects, and the reported and measured
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outcomes. Needles were in place for 30 min and
stimulated every 10 min. Treatments 1–8 were
administered over a 6-week period.

Discussion
Successful treatment is dependent on accurate
TCM diagnosis and an understanding of the
functions of each acupoint. The TCM diagnosis
is based on outer signs that reflect the inner
symptoms, i.e. observation, interrogation, palpation and auscultation (Maciocia 2005, p. 285),
and treatment is dependent on identification of
invading pathogenic factors, i.e. Wind, Cold,
Summer Heat, Dampness, Dryness and Heat
(Fire), which give rise to patterns of disharmony
(Maciocia 2005, p. 681). The present subject’s
presenting symptoms of intense pain, a whitecoated tongue and a full, slow pulse indicated
Full Cold, and the progression to a weak, slow
pulse and a thinner white coating on the tongue
indicated Empty Cold (Maciocia 2005, p. 691).
Cold invasion also causes clear discharges, and
arguably, sweat is one such secretion.
Figure 3 shows the progression of Full Cold to
Empty Cold (Maciocia 2005, p. 688) with Yang
Xu.
Chen (2004, p. 77) diagnosed traumaassociated lumbar pain with limited ROM as Qi
stagnation and Blood stasis, which is a direct
effect of Cold invasion. When Cold invades, it
contracts soft tissue, causing pain; it also congeals Blood, which causes Blood stasis, leading
to intense pain and a chilled feeling that is
alleviated by heat (Maciocia 2005, pp. 687–688).
Sweat is a Jin fluid that accompanies clear Qi and
issues from subcutaneous tissues to nourish the
skin (Clavey 1995, p. 11). The Jin-Ye is the
general term for body fluids: the Ye are thick and
viscous, and nourish bones and marrow; the Jin
assist the smooth flow of Qi and Blood (Clavey
1995, p. 11). Clavey (1995) reasoned that Qi is
lost during excess sweating, which leads to chills
and shaking because Qi is unable to warm the
surface. Hopwood (2004, p. 264) diagnosed
daytime sweats as Yang Xu, and Chen (2004,
pp. 134–135) described Yang Xu patterns manifesting as spontaneous sweating and aversion to
cold, resulting in poor warmth and excess Cold
accumulating in the body. Therefore, treatment
in such cases should fortify the Kidneys since
 2011 Acupuncture Association of Chartered Physiotherapists
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Table 2. Acupuncture points used during the first eight treatment sessions, immediate effects, and reported and measurable outcomes: (BL)
Bladder; (GB) Gall Bladder; (SJ) Sanjiao; (NSAIDs) non-steroidal anti-inflammatory drugs; (VAS) Visual Analogue Scale; (ISQ) in status quo;
(FF) forward flexion; and (ROM) range of movement
Treatment
session

Outcomes
Acupuncture points

Immediate effects Reported

Measurable

1

BL23, BL24, BL25 (bilateral); Heavy De Qi,
BL40 (right)
sleepy

Nauseous for 12 h; headache for
30 min

Reduced NSAID dosage by 50%;
VAS up to 8/10; pulse ISQ;
tongue ISQ; sitting for 10 min

2

BL20, BL23, BL24 (bilateral); Heavy De Qi
BL40, BL60, BL54 (right);
infra-red lamp (lumbar)

Warm and pleasant for 24 h; pain
returned to VAS=8/10 for one day
before easing to VAS=6/10

Reduction in sweating; pulse
weaker, slow; tongue less coated;
FF and movements to right
improved; sitting for 15 min;
VAS=7/10

3

BL20, BL23, BL24 (bilateral); Warm De Qi
surrounding the Dragon,
centred at BL54 (right);
infra-red lamp (lumbar)

Fluctuating picture; pain reduced to
VAS=4/10 for 2 days, settled to
VAS=5/10; movement improving;
back normal temperature; returned
to work, commuting for 1 h each
way on train; unable to lean
forwards comfortably

Minimal sweating; pulse weak,
slow; tongue ISQ; all movements
improving; no NSAIDs; driving
for 15 min; sitting for 25 min;
unable to sit for full journey on
train; VAS=5/10

4

BL20, BL23, BL24 (bilateral); Heavy De Qi
infra-red lamp (lumbar)

Much the same, pain reduced a little No sweating; pulse ISQ; tongue
has thin white coating; no
NSAIDs; VAS=4/10

5–7

BL23, BL27 (bilateral);
infra-red lamp (lumbar)

Heavy De Qi

Overall, more comfortable; normal
No sweating; pulse weak, slow;
activity possible except for driving;
tongue has thin white coating; no
unable to lean forwards comfortably NSAIDs; normal range lumbar
ROM; can sustain FF for 30 s;
VAS=4/10

8

GB41 (left); SJ5 (right);
infra-red lamp (lumbar)

Heavy De Qi

Best week ever

Sitting on train for complete
journey; pulse slow, weak; tongue
ISQ; normal lumbar ROM; can
sustain forward bend for 60 s;
no NSAIDs; VAS=4/10
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Figure 3. Progression of Full Cold to Empty Cold. Reprinted from The Foundations of Chinese Medicine: A Comprehensive Text
for Acupuncturists and Herbalists, 2nd edn, by G. Maciocia, p. 688,  2005, with permission from Churchill Livingstone.
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Cold has ‘‘a strong tendency to injure the
Kidneys’’ (Maciocia 2005, p. 689), fortify Yang,
move Qi and Blood, and warm the patient.
Acupuncture points are selected according to
their ‘‘function’’ (Maciocia 2006, p. xi), and are
used to balance the interdependent relationship
between Yin and Yang and regulate Qi (Hopwood
2004, pp. 6–7). Shenshu is the Back Shu point
for the Kidneys, and is indicated in the treatment
of Cold or Damp, and pain, soreness and icycold sensations in the lumbar region. It tonifies
the Kidneys, firms Kidney Qi, fortifies Yang and
strengthens the lumbar region (Deadman &
Al-Khafaji 2008, p. 283), and thus, is essential in
the treatment of lumbar pain from Kidney Yang
Xu. Qihaishu (BL24), the Sea of Qi Shu, is
indicated for the treatment of lumbar pain, and
Dachangshu (BL25) transforms stagnation, alleviates pain and strengthens the lumbar region
(Deadman & Al-Khafaji 2008, p. 287). Pishu is
the Back Shu point for the Spleen; it tonifies
Spleen Qi and Yang (Deadman & Al-Khafaji
2008, p. 279), thereby supporting the Kidneys by
promoting healthy Spleen transformation for the
production of Jin and Ye fluids from food to
nourish the Kidney Jing (Clavey 1995, p. 16).
Therefore, it could be argued using TCM principles that the combination of these acupoints
fortifies the Kidneys and Yang, moves Qi, transforms stagnation, and alleviates pain in the lumbar region; if Yang is fortified, then sweating is
modulated and the patient is warmed. Progression from Full Cold to Empty Cold, a reduction
in pain and sweating, and an increase in ROM
indicate a good treatment outcome. The other
points used in the present case were complementary to the treatment.
Table 3 shows the properties of the different
acupuncture points.
The TCM use of Back Shu points in the
treatment of Qi stagnation and Blood stasis with
Yang Xu utilizes their tonifying and regulating
effects on the corresponding Zang organs. If
the patient is prone, access to each Zang organ
is readily attainable. Shenshu, Qihaishu and
Dachangshu are regularly used in Western localized application for LBP (Begg 2007), although
their TCM properties are largely dismissed, and
discussion is evidence-based with scant mention
of Qi or Zang organs. Since the Kidneys are
the ‘‘root’’ of Pre-Heaven Qi (Maciocia 2005,
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Table 3. Properties of acupuncture points: (BL) Bladder; (GB)
Gall Bladder; and (SJ) Sanjiao
Point

Chinese
name

BL20
BL23
BL24

Pishu
Shenshu
Qihaishu

BL25

Dachangshu

BL27
BL40
BL54
BL60
GB41
SJ5

Xiaochangshu
Weizhong
Zhibian
Kunlun
Zunlinqi
Waiguan

Desired properties
Back Shu point of Spleen Zang
Back Shu point of kidneys
Strengthens the lumbar region and
legs; regulates the lower Jiao
Transforms stagnation and alleviates
pain; strengthens the lumbar region
and legs
Alleviates local lumbar pain
Benefits the lumbar region
Benefits the lumbar region
Activates the entire Bladder channel
Confluent point of the Dai Mai
Confluent point of the Yang Linking
Vessel

p. 589), their good health is vital in TCM. It can
be assumed from the treatment regime used in
the present study that both Western and TCM
clinical reasoning applies in this case. The final
treatment using Zulinqi (GB41) and Waiguan
(Sanjiao 5) was implemented using purely TCM
principles to open the Dai Mai coupled with the
Yang Wei Mai, which are both extraordinary
meridians. These meridians do not flow, but
act as ‘‘reservoirs of Qi’’ (Maciocia 2006, p. 377)
and supplement acupuncture treatment by
‘‘draining’’ or ‘‘filling’’ as required, thereby circulating Kidney Essence. The needling of Zulinqi
and Waiguan, which are both indicated in the
treatment of Cold pathogenesis, had a successful outcome. Arguably, needling Houxi (Small
Intestine 3) and Shenmai (BL62) to open the Du
Mai and Yang Qiao Mai, which are indicated in
the treatment of stiffness or weakness of the
spine, might also have been beneficial at this
stage.

Conclusions
Acupuncture in TCM is practised according to
differing belief systems, Yin–Yang theory, the
Five Elements (Wu Hsing) and the concept of
Qi (Quah 2003). Applying these together with
Western principles resulted in a successful treatment outcome in the present case. The subject’s
pain levels reduced from 9/10 to 4/10 on the
VAS, and his other symptoms, ROM, cold and
sweating improved to normal levels. He continued physiotherapy and acupuncture treatment
for a further 2 months, and as of the time of
 2011 Acupuncture Association of Chartered Physiotherapists
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writing, still returns every 6–8 weeks for a further
assessment and treatment as required.
While many studies discuss acupuncture reasoning and application for differing conditions,
there is a need for further studies using and
discussing TCM principles in acupuncture application to assist the practitioner in developing a
more holistic treatment approach.
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CASE REPORT

Use of conventional physiotherapy treatment combined with
acupuncture for the control of breathlessness in a 69-year-old
male with cryptogenic fibrosing alveolitis
A. R. Horton
Physiotherapy Department, The Great Western Hospital, Swindon, UK

Abstract
This case report describes a 69-year-old male with a 3-year history of cryptogenic fibrosing
alveolitis. He presented with symptoms of severe breathlessness and rapidly decreasing exercise
tolerance. Conventional physiotherapy treatment (i.e. pacing, breathing control, positions of
ease and energy conservation) was combined with acupuncture in a total of seven sessions over
a 3-month period. The subject reported improved management of breathlessness, decreased
anxiety and increased exercise tolerance, and achieved his personal goal. Objectively, he had a
reduced respiratory rate and improved exercise tolerance. The subject was able to maintain this
improvement and continue to manage his symptoms by using an electroacupuncture device.
Keywords: acupuncture, breathlessness, cryptogenic fibrosing alveolitis, physiotherapy, Stimplus.

Introduction
A 69-year-old retired male pharmacist was
referred to physiotherapy via a private respiratory consultant for help with breathlessness. He
had been diagnosed with cryptogenic fibrosing
alveolitis (CFA) 3 years previously, after noticing
a steady decline in his exercise tolerance.
Cryptogenic fibrosing alveolitis is characterized by an influx of acute and chronic inflammatory cells within the gas-exchanging parts of the
lungs (i.e. the respiratory bronchioles and
alveoli) as a result of an immune response, often
with no known cause. The inflammatory phase is
followed by the deposition of excess collagen
within the lung interstitium, causing fibrosis (du
Bois & Wells 1999). This decreases the elastic
properties of the lungs (which normally allow for
inspiration and expiration), rendering them
undercompliant and ‘‘stiff’’.
The result is that an increased effort is
required to overcome the fibrotic resistance of
Correspondence: Amanda Horton, Respiratory Physiotherapy, The Great Western Hospital, Marlborough
Road, Swindon, Wiltshire SN3 6BB, UK (e-mail:
amanda.horton@gwh.nhs.uk).
 2011 Acupuncture Association of Chartered Physiotherapists

the lungs during inspiration, i.e. there is an
increase in work of breathing (WOB), which is
interpreted by the patient as breathlessness. The
inflammation within the lung tissue and the
increase in WOB often result in irritable airways,
causing the patient to have paroxysmal coughing
fits. This harsh and uncontrolled coughing
causes severe discomfort, acute breathlessness,
chest pain and fatigue, and may result in an
element of bronchospasm within the airways.

Case report
In June 2005, the present subject attended the
Physiotherapy Department of The Great Western Hospital, Swindon, UK, for a respiratory
assessment. His main symptoms were shortness
of breath while performing only a small amount
activity (e.g. drying himself after a shower) and
declining exercise tolerance (7 m reported). He
also complained of chest oppression, chest wall
pain on coughing and general irritability.
His relevant medication included Oramorph
(as a cough suppressant), prednisolone (to
decrease airway inflammation), long-term oxygen
therapy (for relief of breathlessness), arrhythmol
(for atrial fibrillation) and ramipril (for high
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blood pressure). Despite maximum medical
management, the subject reported a continued
decline in function. His main goal was to be able
to enjoy a cruise with his wife, and he wanted to
be able to walk around the decks without the
need of oxygen or a wheelchair.
Objectively, the subject was anxious and short
of breath at rest (respiratory rate, RR=20
breaths per minute). His breathing pattern was
erratic and apical, with marked use of the accessory muscles. On auscultation, there were fine
end-inspiratory crackles bibasally.
Impression
The subject’s main physical symptom of breathlessness was consistent with the disease process
of CFA. This was intensified by anxiety and poor
breathing control.
Treatment and management plan
Prior to treatment, it was deemed necessary to
explain to the subject and his wife the cause of
his symptoms and discuss how physiotherapy
could help him. Treatment would then involve
improving breathing awareness and teaching
methods of managing breathlessness to enable
maximum functional ability. It was essential for
the subject to achieve self-management of his
symptoms in order to improve his quality of life
(QoL) and enable his goal to be achieved.
Clinical reasoning and underlying
mechanisms
All the information gleaned from the assessment
above was considered, and the following reasoning was applied after taking into the account the
relevant available literature.
The main symptom for this subject was
breathlessness on minimal effort, which was
severely impacting on his activities of daily living
(ADLs). The symptom of breathlessness was
further increased by poor patterns of breathing,
including overuse and tension of the accessory
muscles during inspiration. Although an altered
breathing pattern is expected with lung pathology, the patient will often have developed ‘‘bad
habits’’ of breathing that are reversible. There is
also a strong link between a higher level of
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anxiety and dyspnoea (Gift et al. 1986). Medical
treatment is aimed at decreasing inflammation
and providing symptom control where possible.
Despite being maximized on medication, the
subject was still experiencing a decline in his
function, accompanied by an increase in symptoms.
Jobst et al. (1986) were the first authors to
show that dyspnoea decreases and exercise tolerance increases (6-min walking distance,
6 MWD) for patients with chronic obstructive
pulmonary disease (COPD) who have been
treated with acupuncture. Wu et al. (2004) followed on from this research and demonstrated
that acupressure resulted in decreased dyspnoea,
anxiety and fatigue, as well as increased exercise
tolerance (6 MWD) in patients with COPD.
Tsay et al. (2005) showed a decrease in respiratory rate, dyspnoea and anxiety with the use of
acupressure in patients with COPD who were on
prolonged mechanical ventilation. More recently,
Suzuki et al. (2008) reported an increase in
exercise tolerance (6 MWD), ADLs, lung function and respiratory muscle strength in patients
with COPD who were treated with acupuncture.
Although COPD has a different disease process
to CFA, airway inflammation is a primary cause
of breathlessness in both patient groups. Therefore, treatments that have been proven to
decrease breathlessness in COPD may also be of
benefit to patients with CFA.
In a different patient group, Filshie et al.
(1996) demonstrated decreased respiratory rate,
dyspnoea and anxiety after acupuncture in
patients with cancer-related breathlessness.
There is also evidence that acupuncture
decreases anxiety levels. Yang et al. (1994)
reported that acupuncture was more effective
than amitriptyline in decreasing anxiety, Eich
et al. (2000) showed that anxiety disorders
improved with acupuncture and Wang & Kain
(2001) demonstrated that pre-surgical anxiety
was decreased with acupuncture.
The initial treatment consisted of discussing
the cause of the symptoms with the present
subject and his wife, and relating this to his
diagnosis. Methods to control dyspnoea were
taught and explained, including positions of ease,
relaxed breathing control, pacing and energy
conservation. These were all reinforced by written information for the subject and his wife to
 2011 Acupuncture Association of Chartered Physiotherapists
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Table 1. Summary of treatment and acupuncture point rationale:
(LV) Liver; (LI) Large Intestine; (RR) respiratory rate; (ASAD)
anxiety, sickness and dyspnoea; and (PC) Pericardium
Variable

Details

Session 1: assessment and conventional treatment
Aim
Subject awareness and understanding of
symptoms
Treatment
Breathing retraining, advice on breathlessness
management
Session 2: acupuncture treatment 1
Aim
Decrease anxiety
Acupoints
LV3 and LI4 bilaterally
Rationale
‘‘Four Gates’’: anxiety disorders, chest
oppression and pain
Session 3: acupuncture treatment 2
Aim
Decrease anxiety, breathlessness and RR
Acupoints
LV3 and LI4 bilaterally, ASAD points
Rationale
ASAD

Figure 1. Stimplus II electroacupuncture device.

refer to at home. Acupuncture was discussed as a
possible treatment for symptom control, and
an information sheet was given to the subject
to read before the next session, as per Trust
policy.
At the second treatment session, the subject
reported that he had experienced some improvement in his breathlessness after implementing
the above techniques, which were then reinforced by his wife during episodes of acute
breathlessness. Acupuncture was initiated during
this session to further relieve the subject’s
breathlessness, minimize his anxiety levels and,
thereby, maximize his exercise tolerance prior to
his cruise (i.e. to achieve his goal).
At session 5, the subject was loaned a Stimplus
II electroacupuncture device (Body Clock Health
Care Ltd, London, UK) (Fig. 1) for selfmanagement of his symptoms. The Stimplus is a
form of non-invasive electroacupuncture that the
individual is able to use to self-treat. It assists the
subject in finding the acupuncture points and
then stimulates these points with an electrical
impulse.
Acupuncture point rationale
A summary of the treatment and the rationale
for acupuncture points used is given in Table 1.
 2011 Acupuncture Association of Chartered Physiotherapists

Session 4: acupuncture treatment 3
Aim
Decrease anxiety, breathlessness and RR
Points
LV3 and LI4 bilaterally, ASAD points, PC6
bilaterally
Rationale
PC6 strengthens spleen (immune response),
warms lungs
Session 5: acupuncture treatment 4
Aim
Start to self-manage symptoms
Points
LV3 and LI4 bilaterally, ASAD points, PC6
bilaterally, Stimplus taught for peripheral points
(LV3, LI4 and PC6), and acupressure over the
sternal points (ASAD)
Rationale
Stimplus (30 s at 4 Hz, to be used as required)
Session 6: Stimplus review
Aim
Review of self-management prior to cruise
Treatment
Acupressure and Stimplus checked
Session 7: final review
Aim
Evaluate treatment goal and outcomes
Treatment
Advice given for further management

Physiological reasoning for point selection
Large Intestine (LI) 4 is a powerful point that is
used to relieve pain, decrease swelling in the face,
neck, throat, nose and mouth, and alleviate
respiratory tract congestion (Tsay et al. 2005).
Liver (LV) 3 helps to balance emotional energy,
reduce tension and pain in the chest, and
decrease high blood pressure. In traditional
Chinese medicine (TCM), LI4 and LV3 (known
as the ‘‘Four Gates’’) are said to relieve Liver
depression Qi stagnation by enhancing Qi circulation, which has a calming and analgesic effect
(AACP 2007). It has been suggested that these
points deactivate the limbic system and activate
serotonergic responses, thereby reducing anxiety
and depression (Cho et al. 1998). The present
subject displayed several signs and symptoms of
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Table 2. Summary of pre- and post-treatment outcome measures: (bpm) breaths per minute; and (MBS) Modified Borg Scale
Post-treatment
Outcome measure

Pre-treatment

Conventional treatment

Conventional treatment
plus acupuncture

Respiratory rate (bpm)
Exercise tolerance (m)
Breathlessness (MBS)

20
7
5

19
10
3 for 2 days

16
30
2 for 2 weeks

Liver depression Qi stagnation (i.e. irritability,
chest oppression and thoracic pain), as well as
respiratory tract congestion and high blood
pressure, and therefore, the Four Gates were
chosen for the initial treatment.
Filshie et al. (1996) reported using the anxiety,
sickness and dyspnoea (ASAD) points with LI4
to decrease RR, dyspnoea and anxiety. The two
ASAD points are located over the sternum, the
first 1.5 cun below the sternal notch and the
second one fingerbreadth below this. These
points are used in palliative care units for
patients with advanced cancer-related dyspnoea,
often those who have not responded to steroids,
opioids or oxygen. Although the present subject
did not have a diagnosis of cancer, he was
suffering with a ‘‘life-threatening illness’’, and
therefore, fitted the World Health Organization
(WHO) description of palliative care: ‘‘Palliative
care is an approach that improves the QoL of
patients and their families facing the problem
associated with life-threatening illness, through
the prevention and relief of suffering. . .’’ (WHO
2010). Because the subject reported both anxiety
and dyspnoea, which had not responded positively to steroids or oxygen, it seemed reasonable
to incorporate these points into his treatment
regime.
Pericardium 6 (PC6) was added to the treatment regime since it is used in TCM to regulate
Qi and Blood circulation, and in combination
with LR3, to relieve chest oppression (AACP
2007). It also strengthens the Spleen, warms the
Lung (Maa et al. 2003), relieves a stuffy chest,
soothes irritability and decreases palpitations
(Tsay et al. 2005).
The subject was loaned a Stimplus machine
and was shown how to use this at 4 Hz for the
points LI4, LV3 and PC6 bilaterally. Although
no research was found for the use of Stimplus in
breathlessness, Lau & Jones (2008) reported that
one session of electroacupuncture, delivered in
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the form of transcutaneous electrical nerve
stimulation over acupoints (Acu-TENS) at 4 Hz,
results in an increased forced expiratory volume
in one second (FEV1 ) and decreased dyspnoea
in patients with COPD. A low frequency has also
been shown to inhibit the migration of immune
cells (Kim et al. 2007), and to stimulate the
release of endorphins and enkephalins for pain
relief (Ulett et al. 1998). Since the ASAD points
lie over the sternum, Stimplus was deemed
inappropriate for these points and the subject
was taught to use acupressure as an alternative
for 30 s at a time.
Outcome measurements and results
Table 2 summarizes the results using outcome
measures of respiratory rate, exercise tolerance
and dyspnoea at rest [Modified Borg Scale
(MBS), see Table 3]. Following advice and
breathing retraining, the present subject reported
a 40% improvement in controlling his symptoms
at the second session. After his first acupuncture
treatment, he reported a drop in his MBS score
from 5 to 3 for 2 days post-treatment. After the
next two acupuncture treatments, he reported a
similar improvement in his symptoms for 5 days.
After the fourth acupuncture treatment, the
Table 3. Modified Borg Scale of perceived breathlessness
(Burdon et al. 1982)
Score

Severity of breathlessness

0
0.5
1
2
3
4
5
6
7
8
9
10

Nothing at all
Very, very slight (just noticeable)
Very slight
Slight
Moderate
Somewhat severe
Severe
Very severe
Very, very severe (almost maximal)
Maximal
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subject reported an MBS score of 2 since he was
able to self-manage his symptoms effectively
using the Stimplus and acupressure, and had
maintained this improvement for 2 weeks. He
had purchased his own Stimplus machine and
planned to take this on his cruise. The subject
also reported that he was needing less Oramorph
because his cough was much less troublesome.
By his final review, he had managed to achieve
his goal of being able to walk around the decks
of the cruise ship without the use of oxygen or a
wheelchair.
Limitations
The present case study indicates that acupuncture combined with conventional physiotherapy
treatment is an effective treatment for disabling
breathlessness caused by CFA. Furthermore, the
improvement can be maintained and the symptoms self-managed by acupressure and the use of
Stimplus.
There are obviously limitations to this case
study. No specific outcome measure was used
for anxiety or QoL. In retrospect, it would have
been useful to have employed a questionnaire
such as the Hospital Anxiety and Depression
Scale, which allows users to separate anxiety and
depression scores. A health-related QoL assessment such as the 36-Item Short Form Health
Survey would have given measurable data on
physical function, role function, bodily pain,
general health, vitality, social functioning, emotional well-being and mental health (Fallowfield
2009).
The treatment regime was not based on a
validated protocol because of the lack of available
research on acupuncture and CFA. Therefore,
the points chosen related to specific symptoms
and patterns of symptoms, as opposed to the
medical diagnosis of the subject. This is in line
with common physiotherapy practice, where
treatment regimes are routinely devised to treat
symptoms, but not the diagnosis specifically,
whilst bearing in mind the underlying pathology.

Discussion
The treatment for the present subject was
chosen according to his reported symptoms and
his goal, whilst taking into account the underlying pathology and his prognosis. Conventional
 2011 Acupuncture Association of Chartered Physiotherapists

methods to reduce and control breathlessness
were used initially since these have been shown
to improve breathlessness (Hochstetter et al.
2004; Henderson 2009).
In this case, conventional treatment combined
with acupuncture produced good results for
decreasing RR, improving exercise tolerance, and
decreasing breathlessness and anxiety. Several
mechanisms can be proposed for the positive
outcome of acupuncture in this subject, as outlined below.
Jobst et al. (1986) speculated that hypothalamic stimulation resulted in decreased dyspnoea
as a result of endogenous opiate release. The
hypothalamus is part of the limbic system, which
Napadow et al. (2005, p. 198) described as forming ‘‘a widely interconnected network with structures at multiple levels of the brain, [which] is
crucial in the integration and synchronized
modulation of sensorimotor, autonomic, and
endocrine functions, cognition, mood, and motivated behavior’’. The limbic system has been
shown on functional magnetic resonance imaging to be deactivated when De Qi is achieved at
LI4 (Hui et al. 2000), and this has been used to
explain the decreased levels of anxiety and dyspnoea following acupuncture (Gibson et al.
2007).
Opioid peptides (i.e. enkephalins, endorphins and dynorphins) are released during
acupuncture at a spinal level, producing profound analgesic effects (Ernst & White 1999). In
addition, A- and C-fibres are stimulated when
De Qi is achieved (Wang et al. 1985). This
information is relayed via the spinothalamic tract
to the hypothalamus and on to the pituitary
gland, which secretes adenocorticotrophic hormone and -endorphin (Ernst & White 1999).
Adenocorticotrophic hormone is responsible for
the body’s stress and immune response control,
stimulating the inhibitory neurotransmitter
-aminobutyric acid and disinhibiting dopamine
pathways. -Aminobutyric acid works like anxiolytic drugs (Campbell 1999) to reduce anxiety
and stress levels by decreasing the sympathetic
outflow. This outflow is also responsible for
bronchoconstriction, increased airway resistance
and increased breathlessness (Tsay et al. 2005). It
is probable that the present subject’s improvement in breathlessness is a result of both
decreased anxiety levels and airway resistance.
79

Control of breathlessness caused by cryptogenic fibrosing alveolitis
The hypothalamus also relays information to
the medulla via the periaqueductal grey matter.
Within the medulla is the respiratory centre
responsible for the rhythm of respiration. Lau &
Jones (2008) suggested that the effect of AcuTENS on increasing FEV1 and decreasing
dyspnoea in patients with COPD may be partly
caused by the modulation of respiration within
the medulla.
Interestingly, Cho et al. (2006) suggested that a
dampening effect on inflammatory mediators
could be achieved by acupuncture, an effect that
would bring about a decrease in dyspnoea. Joos
et al. (2000) found a decrease in eosinophils
when patients with asthma were treated with
acupuncture, and Arranz et al. (2007) reported
that acupuncture modulates the level of lymphocytes. Patients with CFA have been shown to
have increased levels of eosinophils on bronchoalveolar lavage (Wells et al. 1998) and increased
numbers of lymphocytes (Wallace et al. 1996). It
is possible that the airways will be less congested
and breathlessness will be decreased by decreasing the immune response in CFA.
Notably, Jobst et al. (1986) also reported that
opiates such as morphine are used as respiratory
depressants to modulate dyspnoea. The present
subject was taking Oramorph as a cough suppressant, but found that he required this less
often after acupuncture treatment.

Conclusion
The present case report has described the physiotherapy management of a subject with end-stage
CFA. Conventional breathing retraining and
breathlessness management initially produced
some improvement in breathing and anxiety.
When acupuncture was added to the treatment
regime, there was a marked improvement in
exercise tolerance, respiratory rate and breathlessness. The subject was also able to maintain this
improvement and self-manage his symptoms by
using a Stimplus machine and acupressure.
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Acupuncture in the treatment of anxiety and hyperventilation
syndrome
C. R. Hearne
School of Health and Emergency Professions, University of Hertfordshire, Hatfield, Hertfordshire, UK

Abstract
This case study evaluates the acupuncture treatment of a 58-year-old female with chronic
obstructive pulmonary disease who presented with disabling dyspnoea that appeared to be
associated with anxiety and hyperventilation syndrome. Acupuncture and transcutaneous
electrical nerve stimulation over acupoints were used alongside more conventional techniques
with the aim of reducing pain, dyspnoea and anxiety, and improving sleep. Subjective
improvements in sleep and dyspnoea were noted, but the treatment episode could not be
completed as a result of the subject’s admission to hospital and, therefore, final outcomes could
not be measured.
Keywords: acupuncture, anxiety, chronic obstructive pulmonary disease, hyperventilation syndrome, transcutaneous electrical nerve stimulation.

Introduction
Chronic obstructive pulmonary disease (COPD)
is associated with considerable morbidity. Dyspnoea and reduced exercise tolerance can significantly limit function, independence and quality
of life (QoL) (Putman-Casdorph & McCrone
2009). Anxiety and depression are common
co-morbidities of COPD that can have a large
impact on the health status of patients. Lack of
treatment is associated with poor QoL, reduced
compliance with medical treatment, increased
primary care utilization and an increase in the
frequency of hospital admissions (Maurer et al.
2008).
The most significant symptom of COPD is
dyspnoea. Alongside the incidence of pain, commonly in the thorax, chest or neck, dyspnoea is
associated with high levels of symptom distress
and anxiety (Blinderman et al. 2009; Lohne et al.
2010). The prevalence of anxiety amongst
patients with severe COPD has been reported to
be as high as 50–75% (Maurer et al. 2008).
Dyspnoea, loss of energy, fatigue, loss of
appetite, difficulty sleeping, drowsiness, dry
Correspondence: C. R. Hearne, 17 Fernbank Road,
Bristol BS6 6QA, UK (e-mail: crhearne@yahoo.co.uk).
 2011 Acupuncture Association of Chartered Physiotherapists

mouth, feeling nervous, worrying and irritability
are commonly reported by patients with COPD
(Blinderman et al. 2009; Lohne et al. 2010), and
are also associated with anxiety. Symptoms of
anxiety include dyspnoea, agitation, difficulty
concentrating, drowsiness, insomnia, dizziness,
pins and needles, palpitations, tachycardia, sweating, dry mouth, stomach upset, and headache
(Maurer et al. 2008). Symptoms of anxiety and
panic can also be a side effect of high-dose
steroid or 2-agonist use (Putman-Casdorph &
McCrone 2009).
Anxiety is also associated with breathing pattern disorders such as hyperventilation syndrome
(HVS). This syndrome has been described as
abnormal breathing that results in ‘‘air hunger’’
or the inability to take a satisfying breath (Bott
et al. 2009). Breathing in excess of metabolic
requirements (i.e. ‘‘over-breathing’’) can result in
hypocapnia, which then leads to a rise in arterial
blood pH. Hypocapnic alkalosis can exert effects
on neuronal excitability and vasoconstriction,
affecting cerebral, coronary and peripheral blood
flow (Gardner 1996). A variety of symptoms
including atypical chest pain, paraesthesia, headache, visual disturbance, tremor, palpitations and
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Table 1. Subjective and objective examinations: (COPD) chronic obstructive pulmonary disease; (VAS) Visual Analogue Scale; (PADLs)
personal activities of daily living; (ABGs) arterial blood gases; (CXR) chest X-ray; (MRC) Medical Research Council; (GOLD) Global
Initiative on Obstructive Lung Disease; (FEV1 ) forced expiratory volume in one second; (BMI) Body Mass Index; (SpO2 ) oxygen saturation;
(RA) room air; (HR) heart rate; (BP) blood pressure; (RR) respiratory rate; (Borg) Borg Rating of Perceived Exertion Scale; and (HADS)
Hospital Anxiety and Depression Scale
Variable
Subjective
Past medical history
Drug history
Cough
Sputum
Wheeze
Dyspnoea
Exercise tolerance
Sleep
Pain
Function
Objective
Investigations
COPD status
Observation
Auscultation
BMI
Resting observations
Active observations
HADS
Breath hold (s)
Nijmegen Questionnaire

Results

COPD, anxiety, multiple allergies, hay fever
Ventolin (salbutamol), Spiriva (tiotropium bromide) and Seretide (salmeterol/fluticasone propionate) inhalers;
salbutamol nebulizer; prednisolone and amoxicillin during exacerbations
Occasional
Only in the morning (normally white/clear), easily cleared
Occasional
Feels breathless all day; usually just after minutes of exertion, but occasionally feels breathless at rest
Limited: able to walk to her car; can get around supermarket with a trolley; generally feels weak
Feels tired all the time, but can’t get to sleep at night; wakes often; breathless when wakes
Intermittent left lower rib/intercostal pain (difficult to pinpoint), tight ache? (VAS=4–5/10)
Manages all PADLs independently, but gets very breathless with washing/dressing; sister helps with household
tasks and shopping
Last review with respiratory consultant one month previously, ABGs/spirometry not available, no new CXR
changes
MRC Dyspnoea Scale=4, GOLD classification=moderate (FEV1 =68% of predicted)
Apical breathing, accessory muscle use, breathes in the middle of sentences, often takes deep breaths when
talking
Quieter bibasally, no added sounds
Height=160 cm, weight=45 kg, BMI=17 (underweight)
SpO2 =97% on RA, HR=98 bpm, BP=136/85 mmHg, RR=22, Borg=1
Up and down stairs1, Borg=7, SpO2 =96% on RA
Anxiety=14, depression=10, total=24
18
26

dizziness can result (Gardner 1996; Bott et al.
2009).
The aetiology of HVS is often multifactorial,
but historically, anxiety has been thought to be a
key aspect. Other organic factors including pain,
neurological disorders and respiratory disease
have been reported to be associated with hyperventilation (Gardner 1996). Asthma is particularly strongly associated with HVS (Gardner
1996; Bott et al. 2009), but evidence of hypocapnia has also been reported in patients with
COPD (Gardner 1996).
Physiotherapy techniques such as breathing
retraining and relaxation are recognized as being
effective tools in the management of patients
with dyspnoea and anxiety related to both
COPD and HVS (Bott et al. 2009). Acupuncture
is a modality available to physiotherapists that
has also been reported to reduce perceived
breathlessness in advanced COPD (Bausewein
et al. 2008), and symptoms of anxiety (Van der
Watt et al. 2008) and HVS (Gibson et al. 2007).
The present single case study investigates the
use of acupuncture as an adjunct to the treat84

ment of a client referred to a COPD domiciliary physiotherapy service (Nottingham West
Pulmonary Rehabilitation Service, Nottingham,
UK).

Case report
Assessment
A 58-year-old female patient was referred to a
domiciliary COPD pulmonary rehabilitation
service for assessment (Table 1). She had been
diagnosed as having COPD many years ago. The
subject described three main symptoms: breathlessness, poor sleep and rib pain. She was breathless on minimal exertion, which she described as
very frightening. At rest, the subject sometimes
felt like she ‘‘couldn’t get enough air in’’. She
found it difficult to get to sleep and woke
frequently throughout the night. The subject
reported an intermittent ache around her left
lower ribcage, which had been occurring for
many months. The pain was variable in intensity
and location. It was not affected by taking a deep
breath or coughing, but was eased by adopting a
 2011 Acupuncture Association of Chartered Physiotherapists
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Figure 1. Relationship between chronic obstructive
pulmonary disease (COPD), dyspnoea and anxiety.

more slumped posture, with the subject’s arms
crossed around her ribcage for support.
On objective assessment, she demonstrated a
high resting respiratory rate, with frequent deep
breaths during sentences. The pattern was apical,
with some accessory muscle use. Oxygen saturation (SpO2 ) was good both at rest (SpO2 =97%)
and on exertion (SpO2 =96%) despite the subject having a Borg Rating of Perceived Exertion
Scale (Borg) score of 7 on ascending and
descending the stairs. She reported distress
and anxiety with regard to her dyspnoea. Her
Hospital Anxiety and Depression Scale (HADS)
score was positive, particularly for anxiety. The
subjective information, breathing and speech
patterns, and disproportionate dyspnoea led to
the decision to assess the Nijmegen Questionnaire and breath-hold time, both of which were
positive for an element of HVS.
There is a complex relationship between
COPD, dyspnoea and anxiety (Fig. 1). Chronic
obstructive pulmonary disease results in exertional dyspnoea, which can produce feelings of
anxiety or panic. The physiological symptoms of
anxiety, which include dyspnoea, then exaccerbate the initial symptoms and a vicious cycle can
begin. Pain and other distressing symptoms of
COPD compound the anxiety (Blinderman et al.
2009).
A further complex relationship exists between
anxiety and HVS (Fig. 2). Hyperventilation syndrome is often associated with underlying anxiety
or stressful triggers, which result in the development of a disordered breathing pattern (Gardner
 2011 Acupuncture Association of Chartered Physiotherapists

Figure 2. Relationship between hyperventilation
syndrome, chronic obstructive pulmonary disease
(COPD) and anxiety.

1996). Anxiety related to COPD symptoms,
living with a long-term condition or other external factors could theoretically be a trigger for
HVS. The subject also reported multiple stressful
family factors.
She reported a number of symptoms that are
common to anxiety, hyperventilation and
COPD, such as breathlessness, difficulty coordinating breathing and talking, atypical chest pain,
fatigue, light headedness, headache, stomach discomfort, and muscular tension around the neck
and shoulders.
Treatment plan
The joint treatment goals were to reduce pain,
improve sleep pattern, and improve perceived
levels of dyspnoea and management of dyspnoea. The outcome measures to be reviewed at
each session were the 10-point Visual Analogue
Scale (VAS) for pain, subjective reporting of
quality of sleep and Borg score. Changes in the
underlying anxiety and hyperventilation components would be assessed by repeating the
HADS and Nijmegen Questionnaire at the end
of the episode of care.
Other treatments included strategies for managing breathlessness, breathing control, breathing retraining (i.e. nose breathing and slower
breathing), postural correction and relaxation
techniques. Alongside this, the subject’s general
practitioner was contacted to inform him of the
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Table 2. Acupuncture points selected, and Western and traditional Chinese medicine (TCM) rationales: (LV) Liver; (LI) Large Intestine;
(Acu-TENS) transcutaneous electrical nerve stimulation over acupoints; (ST) Stomach; and (SP) Spleen
Variable
Session 1
Acupoints
Aim
Rationale:
Western

Results

LV3 (bilaterally) and LI4 (bilaterally) for 10 min
Analgesia, improve sleep, reduce anxiety, reduce dyspnoea

‘‘Four Gates’’: distal points to influence pain modulation via descending inhibitory mechanisms and endogenous opioid
release
TCM
LV3: source point of the Liver channel; regulates Qi, calms the mind, useful for intercostal pain and central nervous
system disorders
LI4: most important analgesic point for the whole body; harmonizes Qi, disperses Lung Qi
Other treatment Breathing control, management of breathlessness
Session 2
Points

LV3 (bilaterally) and LI4 (bilaterally) for 30 min; also taught subject Acu-TENS to same points, advised 30 min per
day
Analgesia, improve sleep, reduce anxiety

Aim
Rationale:
Western
Acu-TENS: to provide daily treatment in place of more-frequent acupuncture sessions
TCM
As above
Other treatment Breathing control and retraining, relaxation
Session 3
Points
Aim
Rationale:
Western
TCM
Other treatment
Session 4
Points
Aim
Rationale:
Western
TCM

LV3 (bilaterally), LI4 (bilaterally) and ST36 (bilaterally) for 30 min; reinforced use of Acu-TENS
Analgesia, improve sleep, reduce anxiety
Additional point added to amplify treatment effect
ST36: He-Sea point for the Stomach meridian; regulates Qi and harmonizes the mind
Breathing control and retraining, relaxation
The treatment plan was to add in SP6 (left) and SP21 (left)
Analgesia, improve sleep, reduce anxiety

Addition of a local point to influence dorsal horn pain modulation via the pain gate mechanism.
SP6: ‘‘booster’’ point; tonifies Blood and Qi, useful in conjunction with ST36
SP21: thoracic pain, dyspnoea, depression
Other treatment Not applicable because the subject was admitted to hospital

high HADS score and request a review with
regard to further management. A referral was
sent to a psychologist specializing in COPD for
further assessment. On discharge from the domiciliary service, it was hoped that the subject
would be ready to commence a group pulmonary
rehabilitation programme since these have been
shown to be effective in improving anxiety,
depression and QoL scores (Bott et al. 2009).
Acupuncture rationale
Acupuncture treatments were carried out in
accordance with Acupuncture Association of
Chartered Physiotherapists and departmental
policy for precautions, contraindications,
informed consent and acupuncture procedure
(Table 2). Session 1 consisted of a 10-min
acupuncture trial, along with standard breathing
control techniques and advice on managing
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breathlessness. De Qi was achieved for all four
points and there were no adverse effects following treatment.
The initial points used were the ‘‘Four Gates’’,
Liver (LV) 3 and Large Intestine (LI) 4. The
aims of treatment were to reduce pain, dyspnoea
and anxiety. One pathway by which distal points
such as these are able to modulate pain is by
descending inhibition of pain. Acupuncture
influences the activity of many central nervous
system sites, including the hypothalamus and
pituitary gland, stimulating the release of endogenous opioids for pain modulation (Audette &
Ryan 2004; White 2006).
Liver 3 and LI4 were used by Gibson et al.
(2007) for the treatment of HVS. Large Intestine
4 was also used by Lewith et al. (2004) to reduce
disabling dyspnoea in COPD. Endogenous opioids may not only modulate pain, but may also
 2011 Acupuncture Association of Chartered Physiotherapists
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modulate dyspnoea via the opioids’ action as a
respiratory depressant (Lau & Jones 2008). Lau
& Jones (2008) also suggested that acupuncture
stimulation can influence the hypothalamus and
the respiratory centre in the medulla, thereby
modulating respiration. The reduction in inflammatory mediators seen following acupuncture
may also have a dampening effect on airway
inflammation, which may reduce the work of
breathing and dyspnoea in patients with COPD
(Lau & Jones 2008).
Deactivation of the limbic system and activation of a serotonergic inhibitory pathway are
thought to be mechanisms of action through
which acupuncture can reduce anxiety and
improve sleep (White 2006). Functional magnetic resonance imaging scanning has shown that
acupuncture stimulation of LI4 produces significant decreases in the activity of the posterior
cingulate, an area of the limbic system that is
related to emotional processes (Kong et al. 2002).
In session 2, the subject reported no significant change in symptoms, probably because of
the short treatment time in session 1. The same
points were treated for 30 min and transcutaneous electrical nerve stimulation (TENS) over
acupoints (acu-TENS) was added to the treatment plan. Service demands meant that only a
once-weekly visit was possible. The effects of the
activation of descending inhibitory pathways last
less than 24 h (Audette & Ryan 2004); therefore,
TENS was used in order to maintain the beneficial effects throughout the week and also to
provide a modality that the client could potentially continue to use herself following the relatively short treatment length of 6 weeks available
with the domiciliary team. A high-intensity, lowfrequency (4 Hz) setting was used in order to
activate opioid-related descending inhibitory
pathways (Audette & Ryan 2004).
In session 3, the subject reported an improvement in sleep quality on the night of the previous
acupuncture session, but had not used the TENS
machine regularly because ‘‘there never seemed
to be a good time to do it’’. She had regularly
practised the breathing control techniques and
her Borg score during the stairs activity was 5–6.
Stomach (ST) 36 was added to the acupuncture
treatment. The addition of a Stomach meridian
point may also have been helpful for the nutritional status of the subject. She was clearly
 2011 Acupuncture Association of Chartered Physiotherapists

underweight, a common problem for individuals
with COPD partly because of the increased
metabolic cost of breathing (Ambrosino et al.
2006). The subject reported that her appetite was
poor, and that she experienced stomach ache and
nausea when she tried to increase her food
intake. The reported action of ST36 in regulating
and supporting the stomach may have been
useful here (Hecker et al. 2008) since it has been
shown to improve peristalsis and gastric acid
secretion, possibly by generating parasympathetic
stimuli via vagal nerve pathways that correspond
with sections of the stomach meridian (Kavoussi
& Ross 2007).
For session 4, the treatment plan included the
addition of Spleen (SP) 6 and SP21. The Spleen
meridian was chosen since it crossed the area of
the client’s pain. Spleen 6 was selected because it
is reputed to interact well with ST36, and have
boosting and tonifying qualities (Hecker et al.
2008). Chronic anxiety can have a depressive
effect on immune function (Arranz et al. 2007).
Acupuncture protocols including SP6 have been
shown to increase white blood cell count in
patients who are neutropoenic (Lu et al. 2009),
and improve immune function in anxious
women with impaired chemotaxis, phagocytosis
and lymphocyte values (Arranz et al. 2007).
Spleen 21 was chosen as a local point to target
the rib pain on a local level, utilizing the effects
of acupuncture on the pain gate inhibitory mechanism within the dorsal horn of the spinal cord
to modulate pain (Audette & Ryan 2004). Unfortunately, the subject was admitted to hospital
with Clostridium diﬃcile infection and then developed nosocomial pneumonia. A lengthy hospital
stay meant that the treatment course could not
continue at that time, and the HADS and
Nijmegen Questionnaire could not be repeated.

Discussion
When choosing additional points to include in
sessions 3 and 4, a number of other points were
considered. The Heart meridian could have
been useful because of its effects on regulating
mood and anxiety (Hecker et al. 2008). The
inexperience of the present author led to her
reluctance to use a strong emotional point such
as Heart 7 at this stage and in such an anxious
subject.
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Acupuncture for anxiety and hyperventialtion syndrome
A trial by Gibson et al. (2007) investigated the
use of acupuncture as a treatment for HVS.
Using LI4, LV3 and ST36 bilaterally in a randomized crossover pilot study, these authors
reported statistically significant improvements in
HADS anxiety scores (P=0.02) and Nijmegen
Questionnaire scores (P=0.03) for acupuncture
plus breathing retraining compared to breathing
retraining alone. Mean HADS anxiety scores
were reduced from 12 to 8 (11 being the score
suggestive of clinically relevant anxiety).
Nijmegen Questionnaire scores were reduced
from 31 to 24, although>23 is still positive for
HVS. Gibson et al. (2007) commented that the
margin of difference between groups may appear
smaller as a result of a possible carry-over effect
in the group who received acupuncture first,
but this was not statistically evident because of
the small sample size (n=10). The study used
two, 30-min sessions per week, which was not
possible in the present case study. The longterm effects of their intervention were not investigated by Gibson et al. (2007), nor was the
dose–response relationship established.
Lau & Jones (2008) carried out a randomized
controlled trial using acu-TENS over Extraordinary Back 1 (Dingchuan) bilaterally in subjects
with COPD. Using a low frequency (4 Hz) and
the highest tolerable intensity, acu-TENS was
employed for one, 45-min session. The above
authors reported a clinically significant difference
in the reduction of dyspnoea of 11 mm compared to the sham-TENS placebo group. A
10-mm change on a 100-mm VAS scale is
thought to be clinically significant (Davis et al.
2001). A P-value of statistical significance was
not reported. The effects of both acu-TENS and
placebo may have been overestimated since
many of the subjects had to walk to the research
centre, and even with a 30-min rest period, their
baseline dyspnoea score may have still been
elevated. The Lau & Jones (2008) study does not
provide evidence of treatment effects over a
longer course of acupuncture or the longer-term
effects of the single treatment.
In the present case study, the subject demonstrated disappointing adherence to her prescribed programme of acu-TENS. Poor
compliance with medical management has been
documented in patients with COPD (Maurer
et al. 2008), but this may also have been a result
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of the choice of points used. Using TENS over
LI4 and LV3 on the hands and feet means that a
patient can do little else during the treatment
time. With the points used by Davis et al. (2001),
the present subject would be able to move
around as normal whilst wearing the TENS unit.
As an alternative to the acu-TENS employed in
the present case, a more-effective treatment
option might have been the use of vaccaria seeds
to provide acupressure to the auricular acupuncture point, Shen Men. This point is has been
reported to be useful for calming, relaxation and
improving sleep (Hsu et al. 2007; Lee et al. 2009).
Acupuncture stimulation of Shen Men has been
found to produce significant improvements in
insomnia-related scale scores and reductions
in heart rate variability, suggesting a reduction in
sympathetic hyperactivity (Lee et al. 2009). Electroencephalographic analysis during Shen Men
acupuncture stimulation has shown evidence of
parasympathetic activation and sympathetic inhibition (Hsu et al. 2007). Using vaccaria seeds
in situ over Shen Men would allow patients to
stimulate the point whenever necessary and might
make it easier for them to comply with treatment.
If the course of treatment had continued,
more attention could have been given to the
intermittent rib pain. Although a manual
approach would have to be used with caution in
view of the long-term steroid use of the present
subject, an approach to the acupuncture session
involving more segmental loading could have
been useful.
Before the treatment episode ended as a result
of the present subject’s hospital admission, the
therapy was beginning to produce improvements
in sleep quality and dyspnoea. Because of the
lack of post-treatment HADS and Nijmegen
Questionnaire scores the improvement is hard to
quantify. Since acupuncture treatment was carried out alongside other treatment techniques,
the improvements in her symptoms cannot be
attributed solely to one technique. The inexperience of the present author with regard to effective acupoint selection and loading is likely to
have affected the outcome.
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CASE REPORT

Use of acupuncture as an adjunct in the rehabilitation of a
neurological outpatient
M. Falk
Neurological Physiotherapy Outpatient Service, Bristol General Hospital, Bristol, UK

Abstract
This report describes the case of a 65-year-old man who was referred to a neurological
outpatients department with a history of falls, leg weakness and severe low back pain (LBP). It
was found that, rather than a neurological condition, he was suffering from LBP that had not
improved despite a one-month stay in hospital and high levels of analgesia. The decision to treat
the subject with acupuncture was made in an attempt to control his pain prior to a planned back
operation. Acupuncture treatment resolved the man’s pain, he commenced active exercises and
the back surgery was postponed indefinitely.
Keywords: acupuncture, low back pain, neurological outpatients.

Introduction
Neurological outpatient services deal with many
unusual clinical presentations that have only a
vague diagnosis in individuals who exhibit a
variety of clinical signs and symptoms. Sometimes these patients are referred on to colleagues
for further assessment and treatment, but
generally, the approach is very holistic and allencompassing.
Damage to nerves can either be central, spinal
or peripheral, and treatment will vary according
to the site of the injury. A large selection of
treatment modalities and approaches are used
to improve quality of life and function. The
majority of patients have progressive neurological conditions that require management rather
than a cure.
Acupuncture is a very useful adjunct to treatment for this group of patients, who often have
complex drug regimes and want to minimize any
further medication to control pain. Back pain is a
common symptom in the general public, with
60–85% of the population being affected by the
condition (Meng et al. 2003), and therefore, this
Correspondence: Melanie Falk, Neurological Physiotherapy Outpatient Service, Bristol General Hospital,
Guinea Street, Bristol BS1 6SY, UK (e-mail:
melanie.falk@UHBristol.nhs.uk).
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problem will also affect many individuals in
conjunction with their neurological condition as
a result of poor posture and muscle tone.

Case report
Subjective assessment
A 65-year-old man was referred to the Neurological Physiotherapy Outpatient Service, Bristol
General Hospital, Bristol, UK, with a possible
diagnosis of Guillain–Barré syndrome, spinal
compression secondary to cancer or another
form of peripheral neuropathy. His symptoms
were a history of low back pain (LBP) that had
become worse over the past 3 months. He had
intermittent constipation and diarrhoea, and
had experienced rapid weight loss ( >19 kg). The
subject had bilateral leg weakness with some
numbness of both feet. He had recently been
admitted to hospital after a history of falls
culminating in a more serious one while at home.
His legs had been giving way on a regular basis.
The subject had been using a stick for the past
2 months and had been having great difficulty
managing stairs. He had a series of tests and
remained bed-bound in hospital from 22
November 2008 to 16 December 2008. While in
hospital, he underwent a magnetic resonance
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imaging scan that revealed thickened nerve roots,
and a computed tomography scan and a chest
X-ray that were both normal. Nerve conduction
tests showed mild axonal sensorimotor neuropathy with partial denervation of the lumbar
cord. A high level of protein in his cerebrospinal
fluid suggested a diagnosis of Guillain–Barré
syndrome. Tests for cancer were negative.
The subject was offered an assessment in the
Neurological Physiotherapy Outpatient Service,
but telephoned prior to the appointment to
explain that he would not be attending because
he had just been given an appointment to see the
neurosurgeon in 6 months’ time. He was contacted again: it was suggested that he should still
attend his appointment since he was in severe
pain and relatively immobile, and that the
Outpatient Service might be able to offer him
some help prior to his appointment with the
surgeon.
On assessment, the subject presented with a
slow, laboured gait and a very flexed posture. His
general appearance was of being unwell and he
had a grey pallor. He needed assistance from his
wife to undress and was unable to remain in any
one position for more than a few minutes. He
was evidently in very severe pain and moderately
depressed.
Objective assessment
The initial assessment was hampered by the
acute nature of the subject’s pain. His reflexes
were normal. Muscle power in his lower limbs
was generally weak, mostly because of the pain
and deconditioning through lack of exercise. His
skin hung in folds since he had lost so much
weight over such a short period of time. Sensation was normal. There was a noticeable ‘‘dip’’ at
L4 that was tender to the touch. Pain also
radiated down the back of both his legs.
Impression
This appeared to be a case of very acute LBP as
opposed to a neurological condition, but the
subject was very disabled by his pain and unable
to function. On questioning about his short- and
long-term goals, all he and his wife could focus
on was ‘‘getting a life, as enough was enough’’,
and he was unable to contemplate going on with
this level of pain. He assessed his pain level as
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10/10 on a Visual Analogue Scale (VAS) and
said that it reduced him to tears.
The problem was far too acute to consider any
form of rehabilitation; therefore, the present
author suggested a course of acupuncture to see
whether this would reduce his pain. She also
tried a transcutaneous electrical nerve stimulation
machine, but even at the highest setting, the
subject was unable to feel any effects.
Treatment regime
The subject took an acupuncture leaflet home
with him in order to consider whether to have
the treatment and he returned to his next
appointment positive about trying it.
It was decided that three treatments would be
performed initially, and if there was a positive
response, this regime would be continued in
conjunction with gentle exercises when it was
possible for the subject to tolerate these. The
plan was to attempt to reduce his pain to a
tolerable level prior to the back surgery that was
planned in 6 months’ time.
The first treatment employed distal points
since the subject could not tolerate his back
being touched. Later on, the author was able to
treat the local points while still using the distal
ones to strengthen the effect. The first three
treatments involved distal points, and thereafter,
needling involved all the points described in
Table 1 twice a week for 8 weeks. The Governor
Vessel (GV) 20 point was only used twice
because the subject’s mood had considerably
improved overall.
The final 2 weeks of acupuncture involved a
reduced treatment frequency of once a week.
Bladder (BL) 57 was no longer used, and neither
was the Huatuojiaji (HJJ) point because the
strong initial effect was no longer needed.
Treatment
Sterile 30-mm-long, 0.30-mm-diameter Seirin
B-type tubeless needles (Seirin Corp., Shizuoka,
Japan) were used throughout the treatment.
Point selection varied between sessions depending on the clinical presentation of the subject and
the outcome of the previous treatment (Table 2).
Several acupuncture points on the Bladder
meridian were selected, including BL23, which
has been identified as the Shu (transport) point
 2011 Acupuncture Association of Chartered Physiotherapists
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Table 1. Acupuncture points used: (LV) Liver; (GV) Governor Vessel; (HJJ) Huatuojiaji; and (BL) Bladder
Treatment
Acupuncture
point

De Qi

Duration
(min)

Rationale

LV4

Yes

20

Major analgesia point that promotes Qi flow

GV3

Yes

20

Local point with a close affinity to the spinal cord

GV4

Yes

20

Local point at same level as BL23 that enhances the effect of the latter and connects strongly; also has
a tonifying effect on Kidney yang

GV20

Yes

20

Sedation point for treating insomnia, reducing anxiety and improving mood

HJJ*

Yes

20

Local point for local pain control

BL23

Yes

20

Strengthens the back and stimulates kidney function

BL25

Yes

20

Local point

BL40

Yes

20

Treats lumber back pain and clears meridian blockage

BL57

Yes

20

Treats sciatica problems and lumbar spine pain; also a distal point on Bladder meridian

BL60

Yes

20

Strengthens the back and is a major peripheral pain point; treats pain syndromes of the spine

*Level with BL23 and BL25.

Table 2. Treatment plan: (LV) Liver; (BL) Bladder; (GV)
Governor Vessel; and (HJJ) Huatuojiaji
Frequency
Weeks (per week) Acupuncture points
1–2
2–8
8–12

2
2
1

LV4, BL40, BL57, BL60, GV20
LV4, GV3, GV4, HJJ, BL23, BL25, BL40
LV4, GV3, GV4, BL23, BL25, BL40

of the Kidney as well as the source point for
back pain (Stux et al. 2003). Other acupoints
employed included the HJJ Extra point and
Governor Vessel points, which are local points,
and BL40 and BL60, which are segmental points.
The points were needled bilaterally since this is
accepted as being more effective because of the
stimulation of the ascending and descending
spinal pathways involved in pain modulation
(Tillu et al. 2001).
Bilateral needling of Liver (LV) 4 was also
used since this is a powerful analgesic point.
Because GV20 is known to have a positive effect
on mood, it was used during the initial treatments to treat the subject’s depression. Needling
of this point was discontinued once he started to
improve since he was elated by his progress.
Treatments were initially performed twice a
week, and once the pain decreased, gentle core
stability and mobilization exercises were begun.
Transverse abdominis contraction and bridging
were used, and the subject developed noticeably
more muscle tone in his trunk. He was encouraged to gradually increase his activity levels,
 2011 Acupuncture Association of Chartered Physiotherapists

mostly walking, as the pain allowed. Back care
advice including postural guidance was reinforced. Goals were set with the patient, and his
progress was re-evaluated at each treatment session and adjusted as necessary. It had initially
been agreed that the present author would treat
this subject in an attempt to reduce the discomfort he was feeling until his operation, but
after discussions with his cousin, who was a
consultant anaesthetist, and the author, the subject spoke to his own consultant neurosurgeon
about postponing his procedure. This delighted
the subject because he had had grave concerns
about having surgery. Because there was no
instability or risk of further damage to his spine,
this was a substantial achievement. After a few
weeks, the frequency of treatment was reduced to
once a week, and at the time of writing, the
subject was about to have a 6-week break from
acupuncture because his pain levels had remained
very low. He still has to be very careful, and on
occasions such as after a long car journey and a
stressful family occasion, his pain has returned.
Fortunately, this recurrence was not at a high
level and the pain disappeared after treatment.
Outcome
Initially, the subject was seen twice a week for
acupuncture. His severe pain levels decreased
dramatically, and the high doses of tramadol and
Oramorph that he had been taking were reduced
and then discontinued. He was able to start living
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a more active life, which included returning to
work as a computer engineer and restarting a
social group that he had not been able to attend
for over a year because of his pain. The subject
began making short trips by car, which had
previously been excruciatingly uncomfortable,
and found that his pain levels remained very low.
After each treatment session, he stood straighter
and left the hospital with no pain at all. He and
his wife also noticed that the quite visible ‘‘step’’
in his lumbar spine was reducing and becoming
more aligned. His VAS score for pain reduced
from 10/10 to 0/10, even though the initial
scoring had been done when he was heavily
medicated and the subsequent scores were done
when he was taking no medication.
The subject’s straight leg raise was also
measured. Initially, this was not tolerated, but
after the treatment was completed, it was 50 and
only restricted by tight hamstrings, which he was
shown how to stretch.
He has been managed since this intervention
with 6-monthly reviews on the Neurological
Physiotherapy Outpatient Service open access
system. At his last review, he was working, taking
no analgesia and pain-free except for some
minor episodes of discomfort that he was able to
manage effectively.
Clinical reasoning
Acupuncture is an effective method of promoting natural healing and pain relief. There are
known to be five different pain moderating
mechanisms that are stimulated by the needles.
Local eﬀects. Research in China has shown that
acupuncture works through the nervous system
because needles have no effect if they are
inserted into an area that has been anaesthetized
by an injection of a local anaesthetic (Chiang
et al. 1973). The sensation known as De Qi,
which is a dull, deep ache, or a heavy feeling, is
thought to be possibly required for the most
effective treatment results and this was obtained
during every treatment session with the present
subject. The process is thought to involve the
activation of the A- and C-fibres in the skin and
muscle, a process that inhibits intradorsal transmission of noxious nocioceptor sensations
(Sandberg et al. 2003).
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Acupuncture also stimulates the release of
vasodilator substances such as calcitonin generelated neuropeptide and histamine. This has the
effect of increasing blood flow since vasodilatation occurs in the needled areas (Sato et al. 2000).
Segmental eﬀects. The action potentials also travel
up the nerve directly to the spinal cord, where
they tend to depress the activity of the dorsal
horn and reduce its response to the painful
stimuli.
Extra-segmental eﬀects. The action potentials then
travel up to the brainstem, where they are able to
stimulate the body’s own pain-suppressing
mechanisms.
The stimulation of type II and III afferents is
thought to affect the periaqueductal grey (PAG)
matter in the midbrain (Takeshige et al. 1980).
The activation of the PAG area results in the
release of -endorphins, adrenocorticotrophic
hormone and leu-enkephalin from the pituitary
gland and the hypothalamus (Andersson &
Lundeberg 1995). These endorphins then can
bind to the opiate sites within the brain, which
reduces the sensation of pain (Cuello 1983;
Smyth 1983; Akil et al. 1984, all cited in
Hopwood et al. 1997). For this reason, it was
important that the subject reduced his oral medication of opiates in order to allow this effect to
occur naturally.
Central regulatory eﬀects. The action potentials then
travel further into the cerebral cortex, where they
stimulate the hypothalamus and limbic system.
This also has the effect of generally calming
patients and improving their sense of well-being.
There is also a further mechanism of analgesia
that acupuncture is able to utilize, i.e. the
descending pain inhibitory system or acupuncture analgesia efferent pathway. When the posterior hypothalamic arcuate nucleus is stimulated
by this mechanism, it releases neurotransmitters
such as serotonin and noradrenaline. These
transmitters send messages to the dorsal horn in
the spinal cord, which then passes these on via
an interneuron to produce either presynaptic or
postsynaptic inhibition of the neuron that is
transmitting the sensation of pain to the brain
(Takeshige et al. 1992).
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Other eﬀects. The final areas that can be affected
by acupuncture are local sites of myofascial pain.
These were not felt to be significant in the
present treatment.
Rationale for point selection
The acupuncture points selected were reassessed
at each treatment session depending on subjective progress since the previous session and
re-evaluation on the day. Any changes in medication or activity were also taken into account.
The subject’s local LBP was treated using
BL23 and BL25, an approach that was reinforced
because BL23 is known to be the source point of
LBP (Stux et al. 2003). Shu is thought to convey
vital energy, i.e. Qi, to the corresponding organs,
and in traditional Chinese medicine (TCM), the
cause of back pain is a deficiency in Kidney yang
(Stux et al. 2003). Both the HJJ point at this level,
and GV2 and GV4 produced a very strong
effect. If the subject was not experiencing such
severe pain, not all these local points were used.
Distal points on the same meridian were used to
reinforce the local points, and BL40, BL57 and
BL60 were all used. These points also lie within
the dermatome of L3–4, which was related to the
source of the pain. A further distal point, LV4,
was included because it is a general analgesia
point that is known to have a strong effect.
Governor Vessel 20 is believed to elevate
mood and induce a feeling of well-being, and
therefore, it was used initially since the subject
was very depressed and despondent. He felt that
nothing could be done and was expecting to
have to undergo surgery that, at best, would only
prevent the situation from deteriorating further.

Discussion
The present subject was in very severe pain at his
first assessment, and in fact, neither he nor the
author expected that there would be very much
potential for improvement because he had
already been told that he needed to have an
operation to fuse his lower lumbar spine, where
one vertebra was out of alignment. The acupuncture treatment followed both TCM and Western
medical ideas about how pain could be controlled, and proved to be very effective. Not only
has this subject now achieved his goal of ‘‘getting
his life back’’, he has also avoided an invasive
 2011 Acupuncture Association of Chartered Physiotherapists

operation and is now fitter. He is also more
aware of posture, the value of exercise, and
general care of his back and health. He has a
realistic view about the possibility that his pain
may reoccur, and now treats his back with more
care and respect. Although the acupuncture
treatment was longer than is normally given, the
long-term analgesic effect appears to be working.
Both the subject and his very supportive wife
have been shown how to obtain positions of
comfort should his pain occur, how to apply
acupressure using chopsticks and how to massage his painful back muscles. Neurological outpatient departments place a strong emphasis on
self-care since many patients have long-term
conditions and staff are keen to not make their
clients dependent on attending the hospital more
often than they have to do so. This approach
worked particularly well in the present case.

Conclusion
The present author has used acupuncture with
good results for over 10 years, but this case
represents one of the most life-changing treatments with which she has been involved. As the
National Institute for Health and Clinical Excellence guidelines (NICE 2009) have recognized,
acupuncture has a major part to play in LBP and
she will continue to use it with confidence.
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Acupuncture treatment for a 28-year-old male with bilateral calf
pain
S. L. Tickler
Physiotherapy Department, Primary Care Rehabilitation Facility Tidworth, Queen Elizabeth Memorial Health Centre,
Tidworth, Wiltshire, UK

Abstract
A 28-year-old male army tank mechanic presented with intermittent stabbing bilateral calf pain
that intensified with exercise. A working diagnosis of pain secondary to both neural and
muscular tight soft tissue structures was applied, and a series of five acupuncture sessions was
undertaken with the goal of pain reduction. Despite a small reduction in pain intensity from
8/10 to 6.5/10 on the Numeric Rating Scale, discussions with several colleagues determined
that this diagnosis was insufficient. Although acupuncture for pain relief could have been of
benefit, it would have been more effective if it had been targeted at a specific pathology. This
patient needs to be investigated for popliteal artery entrapment syndrome. The vascular causes
of calf pain are discussed, and the ongoing need for further professional education and the
benefits of peer discussions are highlighted.
Keywords: acupuncture, bilateral calf pain, neural tightness, popliteal artery entrapment syndrome.

Introduction
Lower limb conditions, including both those
caused by overuse and those resulting from
trauma, account for over half (55.8%) of all
referrals to some British military sports injury
and rehabilitation centres (Strowbridge &
Burgess 2002). Claudicant-type calf pain with
exercise has a differential diagnosis of vascular or
neural causes, and compartment syndrome
(Brukner & Khan 2002).
The subject of this case report presented with
consistently restricted straight leg raise (SLR)
(right=30; left=40), which reproduced his calf
pain and some lumbar pain, and a positive slump
test bilaterally. He had normal distal pulses at rest
and a history of low back pain (LBP), but no
cardiovascular risk factors. These features combined with the bilateral presentation of the symptoms led to treatment being directed at neural
causes with possible spinal influences. As treatment progressed and after further discussion
Correspondence: S. L. Tickler, 24b Elm Grove
Road, Salisbury, Wiltshire SP1 1JW, UK
(ticklysoph@hotmail.com).
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with her colleagues, the present author decided
that vascular causes needed to be investigated
further.
Popliteal artery entrapment syndrome (PAES)
is an uncommon clinical entity that usually
affects young men (age=20–40 years), and bilateral symptoms are common. This syndrome
occurs as a result of compression of the popliteal
artery by adjacent muscular and tendinous
structures (Papaioannou et al. 2009). Its true
prevalence is unknown (Wright et al. 2004).

Case report
Background
A 28-year-old male army tank mechanic was
referred to physiotherapy for bilateral calf pain in
May 2009. He described a 3-month history of
gradual-onset, intermittent, stabbing superior calf
pain that intensified and spread to his lower calf
and lateral/anterior compartment with exercise.
The subject reported posterior thigh cramps and
a feeling of tightness in his calf area. He could be
woken between four and five times a night by a
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stabbing pain that sometimes made him cry out.
In the mornings, the subject felt stiffness that
eased over the first hour after rising, and during
the day, the pain varied with activity. Aggravating
activities included walking, stairs, running and
crouching down. The pain eased with sitting and
he had tried calf stretches, but these had no
effect on his pain.
The subject reported a history of LBP, including an acute episode in 2003–2004 that had
settled with treatment. Initially, he denied a
history of exercise-related calf pain, but later
acknowledged that he often had calf tightness
when playing rugby, but that this had never
limited his activity. The subject worked as a
mechanic on tanks, a job that involves climbing
on and off the vehicles, bending, reaching, twisting, and some heavy lifting. A recent military
exercise had increased his work-load significantly
and coincided with the onset of the stabbing
pains. He described prolonged periods of standing in 15–40 lumbar/hip flexion.
Objectively, the subject had poor bilateral
push off during gait and his calves were tight on
palpation. His lumbar and thoracic spines were
flattened. The subject’s hands were able to reach
his upper shin in standing flexion with a reproduction of bilateral calf pain and general posterior leg tightness. His right and left SLRs were
35 and 40, respectively, and both reproduced
calf pain intensely. The subject’s slump was also
positive bilaterally, with some reduction in pain
on cervical extension. Palpation revealed a painful central and bilateral lumbar spine. This pain
was most intense from L4 to S1. He also has a
stiff and sore low thoracic spine, and a tight
bilateral piriformis muscle. His sensations and
reflexes were normal, and both the dorsalis pedis
and popliteal arterial pulses were present and
equal.
The subject’s main presenting problems were
pain [Numeric Rating Scale (NRS)=8–9/10)]
and disturbance to his sleep (AHCPR 1992).
Functionally, he found it harder to cope with the
pain whilst at work, and had stopped playing
rugby or doing military physical exercise.
Clinical reasoning for acupuncture
During the initial assessment, the present author
decided that, because of the bilateral symptoms
and positive SLR/slump, the subject’s calf pain
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could be caused by a central restriction and/or
sensitization of his neural structures. During the
first treatment session, the subject performed
two sets of 10 repetitions of single-knee-to-chest
stretches with gentle overpressure. His right SLR
immediately afterwards was 60 prior to reaching
a position in which he first experienced any
symptoms of pain. He continued doing the
knee-to-chest and gentle piriformis stretches
between sessions. At the second session, gluteal
massage was added to the treatment programme,
but the subject awoke early in the morning of the
following day with increased and constant calf
pain. Over the next 3 weeks, his pain remained
elevated despite an increase in pain medication,
and manual therapy and heat only gave 2–3 h of
relief. Transcutaneous electrical nerve stimulation (TENS) was used for pain relief at home,
but this only had a good effect in the short term.
The author referred the subject to the regional
rehabilitation unit (RRU) for further management and investigation. The treatment was then
interrupted for 2 weeks because the subject was
away on a military course involving classroom
work. On his return, his pain levels remained
high (NRS=8/10). Magnetic resonance imaging
(MRI) had shown an L4–5 posterior disc bulge
indenting the theca close to the point where the
L5 nerve root emerges, but no direct impingement was visible. The team at the RRU, a
physiotherapist and a doctor, did not believe that
the disc pathology accounted for the pain and
booked the subject on a rehabilitation course
that was to commence 6 weeks later.
At this point, a decision was made in conjunction with the subject to use acupuncture with
the aim of reducing his pain levels prior to the
commencement of the rehabilitation course. The
author decided to use the Western acupuncture
reasoning model of ‘‘layering’’ to treat the subject
(Bradnam 2007). This was chosen as a suitable
approach for this patient because of the intense
chronic peripheral and bilateral pain that he was
experiencing. The temporary effects of manual
therapy and TENS at both the peripheral and
central/spinal regions indicated that treatment at
both the spinal and peripheral areas could have a
positive effect on his pain levels. There is also
evidence that acupuncture stimulation at the
spinal level of disorder is an effective treatment
for nerve root symptoms in patients for
 2011 Acupuncture Association of Chartered Physiotherapists
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Table 1. Treatment plan and outcomes: (NRS) Numeric Rating Scale; (SLR:R) right straight leg raise; (LI) Large Intestine; (LV) Liver; and
(BL) Bladder
Session

Acupoints
(all bilateral)

De Qi

Time
(min)

Outcome

Adverse
effects

1 (14/07/09)
NRS=8/10
SLR:R=20

LI4, LV3

Strong,
numbing
sensation

30

NRS=0/10
SLR:R=20

Nil

2 (20/07/09)
NRS=7/10
SLR:R=20

LI4, LV3,
BL23, BL62

Strong

30

NRS=0/10
SLR:R=20

Nil

3 (23/07/09)
NRS=8/10
SLR:R=30

LI4, LV3,
BL28, BL40,
BL60, BL62

Strong,
especially
BL28 and
BL40

30

NRS=0/10
SLR:R=30

Nil

4 (28/07/09)
NRS=8/10
SLR:R=30

LI4, LV3,
BL28, BL40,
BL60, BL62

Strong

40

NRS=0/10
SLR:R=30

Nil

5 (30/07/09)
NRS=6.5/10
SLR:R=20

LI4, LV3,
BL28, BL40,
BL60, BL62

Strong

40

NRS=0/10
SLR:R=40

Nil

whom general conservative treatment has been
ineffective because of spinal canal stenosis or a
herniated lumbar disc (Inoue et al. 2008).
At the initial acupuncture session (see Table
1), Liver (LV) 3 and Large Intestine (LI) 4 were
chosen for their supraspinal effects. These points
have been investigated and shown to affect
the hypothalamus, which may then work via
descending inhibitory pathways to promote analgesia (Bradnam-Roberts 2007). Carlsson (2002)
suggested that, if the parameters of stimulation
are sufficient, acupuncture may activate nuclei in
the brain for descending pain inhibition. A treatment time of 30 min was chosen and the subject
was monitored closely for any adverse effects
because it was his first acupuncture session.
In the second session, Bladder (BL) 62 and
BL23 were added. Bladder 62 is another strong
distal point and has anti-inflammatory effects,
and BL23 has been identified as a traditional
Chinese medicine (TCM) point for back pain.
During the third session, BL28 was also added
since its location at the S2 level suggested its
usefulness as a spinal point to influence the S2
nerve root distribution over the superior calf.
Stimulation at this level was intended to promote
attenuation of nociceptive input into the dorsal
horn of the spinal cord in relation to the injured
area (Bradnam 2007). Bladder 53 was also used
for these reasons and because it lies close to
trigger points in the gluteus muscles.
 2011 Acupuncture Association of Chartered Physiotherapists

Bladder 40 and 57 were chosen for their
proximity to the area of pain, with greater
consideration being given to the dermatomal
distribution of S2 than the local peripheral
effects of these points. The TCM indications
were also considered: these are good peripheral
points for LBP and BL40 is also a He-Sea point
that improves Blood flow to the calf area. In the
fifth session, Governor Vessel 4 was used
because, according to TCM, it is a strong point
for LBP, canal stenosis and stiffness.
Outcomes
The present subject responded very well to the
acupuncture during each session, reporting no
pain at the end of each session (NRS=0/10) and
describing a feeling of numbness, i.e. De Qi, in
the areas around each needle. There was minimal
carry-over between sessions, although his NRS
was 6.5/10 at the beginning of the fifth session.
The SLR of the subject only increased within a
session once; however, it did improve from 20
to 40 overall.

Discussion
Having only recently begun using acupuncture as
a treatment modality, the present author came to
realize how important diagnosis is to selecting
which points to utilize. There was no research
specifically into acupuncture for neuropathic calf
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pain to guide treatment for this patient, although
Inoue et al. (2008) showed promising results for
acupuncture at the level of the disorder in
patients with a herniated lumbar disc, or spinal
canal stenosis and lower limb symptoms.
Approximately half of the above authors’ subjects showed amelioration of their pain, although
further investigation is required because of the
small sample sizes and an inconsistency in the
number of treatment sessions used in their study.
However, the present subject has not been
diagnosed with either of these conditions.
The present author made an early referral to
the RRU because she could not adequately
explain the subject’s symptoms. An assessment
by a doctor-and-physiotherapist team led to a
working diagnosis of pain secondary to both
neural and muscular soft tissue tightness. However, the subject has recently completed a 2-week
intensive rehabilitation course involving exercises designed to reduce the neural and muscular
tightness, and this, combined with minimization
of aggravating activities, should have lead to a
reduction in symptoms. He has reported no
improvement in his pain score and shows no
improvement in his SLR. The source of his
symptoms now needs to be investigated further.
Popliteal artery entrapment syndrome causes
pain by intermittently reducing blood flow to the
calf/lower leg, which leads to muscular and
possibly neuropathic/ischaemic pain. This condition is indicated if active gastrocnemius muscle
contraction or maximal passive dorsiflexion with
a hyperextended knee lead to a decrease or
disappearance of the pulse of the foot (Rittig
et al. 2007). The results of the present subject’s
SLR and slump tests may have been false positives because the reproduction of symptoms
could also be caused by the occlusion of the
popliteal artery when the gastrocnemius muscle
is in a stretched position. This may also explain
his night pain since, hypothetically, sustained
pressure on the back of the knee during bed rest
may also occlude the popliteal artery. Recently, a
‘‘functional PAES’’ has been described in
patients with a normal anatomy in whom compression of the artery occurs because of a hypertrophic muscle, and although normally seen in
athletes (Wright et al. 2004), similar changes can
occur in heavy vehicle drivers, such as military
personnel who work with armoured vehicles
100

(Radoniæ et al. 2000). This may also have
implications for the present subject.
Popliteal artery entrapment syndrome needs to
be differentiated from chronic posterior compartment syndrome, in which reduced elasticity
of the fascia surrounding the muscular compartments leads to increased pressure as the muscle
contracts with activity, leading to pain. Pressure
studies are used diagnostically and may lead to
surgical release if conservative treatment fails
(Brukner & Khan 2002).
Duplex ultrasonography with provocative tests
is a screening technique for PAES; however,
spiral computed tomography angiography may
be the procedure of choice in young adults
with intermittent claudication. Popliteal artery
entrapment syndrome should be treated by surgery regardless of the degree of symptoms
because it is progressive disease that may lead to
serious vascular occlusive disease and clotting
(Papaioannou et al. 2009).
Acupuncture for pain relief could be continued as an appropriate intervention for this subject. His NRS score changed from 8/10 to
6.5/10 after five acupuncture sessions and was
0/10 at the end of each session, indicating some
immediate and possible carry-over effects from
the treatment. He identified acupuncture as the
most effective pain relief intervention that he has
received so far.
Chronic pain can lead to alterations in the
processing of afferent inputs within the spinal
cord and brain (Bradnam-Roberts. 2007). If
acupuncture were to be continued as a treatment
option for this subject, it may be that LI4 and
LV3 could be used in isolation with a stimulation
time of 30–40 min to trigger supraspinal effects
for pain relief, particularly the hypothalamus,
which activates the descending inhibitory pain
pathways to the spinal cord (Bradnam-Roberts
2007). These are TCM points for pain relief, and
LI4 has also been shown to increase blood flow
to the hypothalamus in a randomized controlled
trial using functional MRI performed by Wu et al.
(1999), although this study was limited by its
small sample size and by the ‘‘healthiness’’ of all
the participants. Bladder 40 is a He-Sea point
that is used in TCM for increasing the blood
supply to the lower leg. Given the pathophysiology of PAES, this could be a beneficial point
with regard to pain control; however, its use
 2011 Acupuncture Association of Chartered Physiotherapists

S. L. Tickler
should be discussed with a specialist before it can
be considered safe.
The lack of a definitive diagnosis for the
present patient was the major limitation of this
case study, meaning that little, if anything, can be
interpreted from the results. During the course
of treatment, the subject also undertook less
physical exercise, less physical work duties and
continued gentle spinal mobilizing exercise that
may have had an impact on his pain. The lack
of consistent and lasting improvement after
any physiotherapy/rehabilitation intervention,
despite being frustrating for both the therapist
and patient, encourages continued thought and
questioning, and should eventually lead to an
accurate diagnosis.

Conclusion
Although acupuncture had some impact on
reducing the present subject’s symptoms, surgery
is nevertheless indicated if a diagnosis of PAES
is confirmed because, if left untreated, the syndrome may result in permanent claudication or
even limb loss (Goh et al. 2005). For this patient,
the most appropriate physiotherapy intervention
is referral back to his medical officer for further
investigation by a specialist. The present author
has found this an interesting and beneficial
learning experience.
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Introduction
Six case reports are now available in the
members-only section of the AACP website
(www.aacp.org.uk). We are pleased to print the
edited abstracts from these studies in the Journal.
John Wheeler
Clinical Editor

Use of Western acupuncture in
the treatment of
sternocleidomastoid trigger
points in a 54-year-old female
with fibromyalgia
L. Partridge
Abstract
Acupuncture was used to treat anterior neck pain
in a 54-year-old female with fibromyalgia. Both
trigger point acupuncture and traditional Chinese
medicine points were employed to affect sternocleidomastoid muscle composition, modify central pain mechanisms and influence insomnia.
The Numerical Pain Rating Scale and subjective
self-reporting were used to determine the effectiveness of the interventions. Short-term relief of
symptoms was achieved after three treatments.
Reassessment at a later date is required to determine the efficacy and long-term implications of
acupuncture upon this type of presentation.
However, it does appear that needling can reduce
the impact of trigger points and associated pain.
Keywords: fibromyalgia, physiotherapy, sternocleidomastoid, trigger points, Western acupuncture.

A 49-year-old female with
subacute neck pain and
restricted movements following a
road traffic accident: acupuncture
as a modality to relieve pain
S. Nicole
 2011 Acupuncture Association of Chartered Physiotherapists

Abstract
A 49-year-old female presented suffering from a
whiplash-associated disorder (Quebec Classification grade=2b). On initial assessment, the subject complained of high levels of pain and
restricted movements. Acupuncture was chosen
to help reduce her pain level in order to allow
other physiotherapy modalities to be utilized in
returning normal movement and function. The
use of needling in treating cervical analgesia was
researched and relevant findings were presented,
and the acupuncture rationale was selected from
these results. The proposed mechanisms inhibiting pain at both the segmental and supraspinal
levels were also researched, and possible changes
in the subject’s pain levels were discussed. The
patient received five sessions of acupuncture
over a period of 3 weeks, during which her
Numerical Pain Rating Scale score dropped by
seven points and normal cervical movements
began to return. These exceptional results are
discussed and possible reasons for the significant
changes in the subject’s pain experience are
explained.
Keywords: acupuncture, cervical pain, pain relief,
pain-relieving mechanisms, whiplash.

Use of acupuncture in the
management of pelvic girdle pain
during pregnancy
S. L. Wong
Abstract
Acupuncture was used to treat pelvic girdle pain
(PGP) in a 28-year-old female. The subject was
22 weeks pregnant, and reported pain in the
lumbosacral area referring to the right buttock
and upper thigh. She described a 4-week history
of gradually worsening pain. She was struggling
to sleep and felt low in mood. Objectively, the
subject had a hyperlordotic posture, limited
range of movement because of her pain and no
103

Website case report abstracts
neurology. Palpation and pain provocation tests
of the sacroiliac joints were positive. She also had
a trigger point within the gluteus maximus
muscle. The initial treatment comprised acupuncture to the localized area of pain at the
Bladder (BL) 28 and Huatuojiaji S2 points.
Subsequent treatment included trigger point
release in the gluteus maximus and the addition
of the BL40 He-Sea point. The subject’s pain
responded to treatment, but her mood remained
low and she struggled to sleep. The acupuncture
points that were then used were BL20, Ren 14,
Governor Vessel 20, Yintang and Triple Energizer 3. The subject reported improved sleep
and that her mood was returning to normal
levels. This case study supports the literature
arguing that acupuncture is beneficial in treating
PGP and mild emotional complaints during
pregnancy.
Keywords: acupuncture, depression, pain, pelvic
girdle, pregnancy.

Acupuncture for the treatment of
shoulder pain and reduced range
of movement in a subject with a
cerebral haemorrhage following
embolization for an arteriovenous
malformation
S. Lindsay
Abstract
Acupuncture was used to treat shoulder pain and
reduced range of movement (ROM) in a subject
with a right occipital arteriovenous malformation
following embolization that was causing an
occipital haematoma and cerebral haemorrhage.
The patient’s sleeping patterns were also severely
affected. After treatment over 11 weeks, the
subject reported significant improvements in all
of the outcome measures used for sleep, pain
and ROM, as well as an improved sense of
well-being. The author expresses some concern
about patients building up a dependency on
acupuncture treatment for post-stroke rehabilitation, and recommends that ways to allow
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patients to take control of their own treatment
should be explored.
Keywords: acupuncture, arteriovenous malformation, range of movement, shoulder pain, stroke.

Shoulder pain following intensive
care admission for relapsed
acute lymphocytic leukaemia
N. Hopkins
Abstract
Acupuncture was used to treat shoulder pain in a
male child who had a long-term intensive care
admission and complex past medical history. It
was suspected that the subject had developed a
critical care neuropathy during his intensive care
admission, which then manifested itself as adhesive capsulitis. Suitable acupuncture points were
limited by the presence of a tracheostomy (which
meant that he was unable to lie prone), residual
respiratory compromise and hypoperfusion
injuries/tissue necrosis sustained on the lower
limbs bilaterally. The subject initially reported a
needle phobia, but tolerated treatment well. The
Visual Analogue Scale pain score given initially,
i.e. prior to treatment, reduced significantly, and
there was improvement in his ability to perform
independent activities of daily living.
Keywords: acupuncture, acute lymphocytic leukaemia, adhesive capsulitis, shoulder pain, tracheostomy.

Use of acupuncture for cervical
spondylosis in a 60-year-old male
A. Guest
Abstract
This study examines the use of acupuncture in
the treatment of a 60-year-old male who presented to a community physiotherapy department with neck pain. The application and clinical
reasoning behind the use of acupuncture are
discussed.
Keywords: acupuncture, cervical spondylosis, neck
pain.

 2011 Acupuncture Association of Chartered Physiotherapists

Journal of the Acupuncture Association of Chartered Physiotherapists, Spring 2011, 105–107

‘‘Mapping the Terrain’’: a report on the autumn 2010
Acupuncture Stakeholder Group meeting

The autumn meeting of the Acupuncture Stakeholder Group (ASG) was held on Saturday 11
September 2010 at the British Conference of
Acupuncture and Oriental Medicine, which was
hosted by the British Acupuncture Council
(BAcC) at Royal Holloway, University of
London, Egham, Surrey, UK. The ASG meeting
was wholly dedicated to discussing the varied
educational standards across the profession and
attempting to map them all on a grid according
to the National Qualifications Framework
(NQF) (Fig. 1). The event was the brain-child of
Jasmine Uddin, Chair of the BAcC Education
Committee, who saw this meeting as an opportunity to explore the range of educational
standards within the field.
In her introduction to the afternoon, Jasmine
described the acupuncture profession as a kind
of family, but she pointed out that, in reality,
none of us really knows what each other does
and there are often fears about claims to superiority. She saw the primary purposes of the
meeting as beginning to develop a common
language and establishing where we all fit into
the complex mosaic of acupuncture practice in
the UK. Val Hopwood, Paul Battersby and
myself represented AACP.
There were three main presentations: Jasmine
talked on behalf of BAcC; I represented AACP;
and Paul Blacker spoke for the Microsystems
Acupuncture Regulatory Working Group
(MAcRWG).
Jasmine represented approximately 4900 professional acupuncturists who use the technique
as a primary treatment. Educational guidelines
that provide a basis for curriculum design have
been set by BAcC, although the exact content of
the syllabus remains at the discretion of the
training provider. The minimum level of a course
must be equivalent to a first degree (levels 4–6
on the NQF). The British Acupuncture Accreditation Board (BAAB) currently endorses all
first-degree courses. The Board focuses on educational standards to ensure that all graduates are
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capable of working independently, and will do so
safely and ethically.
I spoke on behalf of 6500 AACP members
and outlined the educational framework of the
Association. Our Foundation-level course is
based on the Skills for Health NQF, and as a
postgraduate course that takes into account previous physiotherapy training, it is rated at level 6
on the Framework. Master’s-level foundation
courses would be rated at level 7 on the NQF.
Once completed, each AACP member has a
responsibility to pursue ongoing continuous professional development by attending courses,
writing case histories, applying reflective practice
and/or critical appraising research.
Paul Blacker represented the largest group,
approximately 10 000 acupuncture technicians
who use needling for a specific purpose. He
spoke about the decision to form MAcRWG in
recognition of the fact that over 30 000 people
use microsystems who would probably have no
place within a statutory regulatory framework.
Rather than face the possibility of not being
represented, a number of the main organizations
involved have decided to develop a robust model
of voluntary self-regulation. Over 20 different microsystems are now represented by the
Group.
Eligibility to join MAcRWG is extensive and
flexible: one of its main aims is to raise the
standards of training across a very disparate field.
To this end, a number of core standards are
being prepared on which the Group’s membership will vote. Some of the decisions were quite
contentious, such as the requirement for no less
than 3 months of training and a minimum
number of contact hours, and a fixed ratio of
supervisory and contact hours. However, with
the provision of downloadable learning packs,
Paul was optimistic that MAcRWG would affirm
its commitment to these broad principles. His
hope was that all member groups would be able
to speak a common language of qualification and
standards.
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Summary of Professional Roles and

Standards of Education and Training in Acupuncture
Consultation Draft, BAcC / CHAC review group, Draft 2 250609
Gerry Harris, Di Eckersley, Paul Hougham, Felicity Moir, Jasmine Uddin

Professional role

ACUPUNCTURE
TECHNICIAN

PROFESSIONAL
ACUPUNCTURIST

ADJUNCTIVE
THERAPIST

Health/social care worker
using first aid and formulaic
acupuncture interventions.

Professional acupuncturist
employing full diagnostic
framework.

Healthcare professional
using acupuncture as an
adjunctive therapy

Regulatory framework

Voluntary regulation with
FIH

Statutory regulation as an
acupuncturist with HPC

Statutory regulation with
primary regulator for
primary profession

Title

Drugs worker, Mental
Health worker, etc.

Acupuncturist

GP, Nurse, Consultant,
Physiotherapist, etc.

Standards of
Education and
Training for
Threshold level
qualification

Upon recommendation
from

Established by

Upon recommendation
from

HPC Education Committee

HPC Education Committee

NQF level 8/D:
e.g. PhDs; Prof
Docs; MPhil

HPC Education Committee

Postgraduate level
qualifications

National Qualifications Framework (NQF) Education and Training levels

NQF level 7/M:
e.g. Masters; PG
Dips; NVQ 5
NQF level 6/H:
e.g. Bachelors;
Graduate
Certs/Dips

Threshold level
qualification

NQF level 5/I: e.g.
HND; Non-Hons
Degrees, DipHE
& FE, Foundation
Degrees, NVQ4

Access courses to
professional trainings in
acupuncture

NQF level 4/C:
e.g. Cert HE

Threshold level
qualification

NQF level 3: e.g.
A-levels;
Vocational Certs
& Dips, NVQ 3

Threshold level
qualification

NQF level 2: e.g.
GCSE a-c; NVQ
2, Voc Certs &
Dips

Health education based upon philosophy of traditional
East Asian medicines, including acupuncture

NQF level 1: e.g.
GCSE d-g; NVQ
1, Voc Certs &
Dips

Self-help first aid acupressure techniques

NQF level 0: e.g.
Entry level;
Certs of
achievement

Informational introductory lectures and seminars on the history and philosophy of
traditional East Asian medicines, including acupuncture

Formulaic interventions
relating to primary role (e.g.
midwives turning breach),
upon recommendation by
HPC Safe Practice
Committee

Figure 1. Summary of professional roles and standards of education and training in acupuncture: (BAcC) British
Acupuncture Council; (CHAC) Council of Heads of Acupuncture Courses; (FIH) Foundation for Integrated Health;
(HPC) Health Professions Council; and (GP) general practitioner.
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Following the presentations, the attendees
were invited to participate in discussions to
consider:
+ How useful is the draft map of education
standards?
+ Who would benefit from agreeing a map in
which different providers of acupuncture fit
together educationally?
+ Would we consider using a common
approval/accreditation system for educational
expertise, and how would using the services
of a common approval system enhance our
respect for each other?
We were keen to make it clear that AACP
members see themselves primarily as physiotherapists who use acupuncture as part of their
physiotherapy practice. We place an emphasis on
safety, conventional scientific support, and on
our general background knowledge of health and
disease attained at first-degree level. Every treatment must be supported by evidence and by the
level of training that the practitioner has
received. To go outside these boundaries is to
risk being struck off. As chartered physiotherapists, our title is protected, a status for
which BAcC members are currently striving.
Particular concern was expressed about the
MAcRWG claim to recognition as a part of the
wider profession. The question raised was
whether qualified acupuncturists who have
attended a 3-weekend course on adjunctive
physiotherapy can then consider themselves part
of the physiotherapy profession. As physiotherapists, for example, we must always ensure
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that we do not mislead our patients into thinking
that we are acupuncturists.
There was an unresolved discussion about
Master’s-level training, and we were left considering the question of the extent to which postqualification acupuncture training is cognate with
first-degree physiotherapy education. The draft
map was considered helpful, but thought to need
refining and even modification for different
stakeholders. It was felt that it would help to
engender greater respect between the different users of acupuncture and showed the
sophistication of acupuncture training.
The majority view was that degree-level training remained the working minimum to ensure
safe and independent practice, while some delegates expressed concern that the low level of
entry, scope of work and diagnostic skills of
microsystems practitioners would provide leverage for criticism from the profession’s staunchest
opponents.
Some delegates supported expanding the role
of BAAB to consider a common accreditation
system across the profession.
This thought-provoking afternoon provided a
great deal of insight into the educational challenges that face the profession as a whole. I
would like to take this opportunity to thank Val
Hopwood and Paul Battersby for their support
of AACP.
Merian Denning
Chair
AACP Ltd
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AACP ACUPUNCTURE FOUNDATION TRAINING COURSE
March 2011

Dear member
AN OPPORTUNITY FOR YOUR CSP FRIENDS AND COLLEAGUES
The AACP now possesses its own accredited Foundation Training Course,
and will be delivering it to CSP members across the whole of the UK,
wherever demand requires it. These are taught by AACP-accredited tutors.
In the first instance, contact AACP Administration Manager Diane Morgan
at manager@aacp.uk.com or telephone (01733) 390012 as Diane is
organising these AACP Foundation Training Courses. Why not
contact Diane to register interest?
CSP members successfully completing the AACP Acupuncture
Foundation Training Course will automatically receive admission to the
AACP – with no first year membership subscription fees!
Please tell your friends and colleagues.
Thank you for your support
Yours sincerely

Gregory Byrne
CEO – AACP Ltd
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Acupuncture in the Treatment of Pain:
An Integrative Approach
Edited by Marcus Bäcker and Michael G.
Hammes
Churchill Livingstone, Edinburgh, 2010,
560 pages, hardback, £51.99
ISBN 978-0-443-06869-0
The key word in this title is ‘‘integrative’’. The
editors have compiled a very dense volume that
contains a huge amount of information. Many
techniques and ideas are included by the contributors, all offered as combinations or alternative treatments for the types of pain specified.
Unfortunately, this makes for a very confusing
text. The designers are at fault here, I think;
maybe they should simply have used more
pages? It is sometimes really hard to find your
way around this book and that is a shame
because the adventure is certainly worthwhile.
Acupuncture in the Treatment of Pain is aimed at
both beginners and experienced practitioners
who are treating patients with painful conditions.
It provides an integrative approach using conventional and traditional Chinese medicine
(TCM) in the treatment of pain with acupuncture. It is especially suited for conventionally
(Western) trained practitioners who are interested in complementary approaches, and need a
guideline to judge the potential and limits of
acupuncture in the treatment of pain.
The book consists of two parts, both of which
are quite extensive and well written, but although
these contain some interesting ideas, the layout is
rather cramped. The first part (chapters 2–8)
outlines the background to both traditional
Chinese concepts of pathogenesis, diagnosis and
treatment of pain, and the basics of the conventional Western approach to pain treatment. The
second (chapters 9–17) offers detailed information about the integrative treatment of all
common painful conditions. Conventional and
TCM treatment options (including Chinese
herbal medicine) are described for every single
indication, and the value of acupuncture, scientific data about its efficacy and its possible mode
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of action (in Western physiological terms) are
discussed. Evidence in the form of references
to research is offered where this is available,
and precautions and contraindications are also
included. The situations covered include palliative care, psychosomatic disorders, neuropathic
pain, general locomotor pain and pain located in
specific anatomical regions. The techniques covered briefly include auriculotherapy, trigger point
acupuncture, scalp acupuncture, Yamamoto’s
new scalp acupuncture, transcutaneous electrical
nerve stimulation, electroacupuncture, Tui Na
and Chinese herbal medicine.
I like this approach, even if it does smack of
throwing everything at the problem to see what
works. Nevertheless, although this would find no
favour with researchers, it is sometimes the way
patients are approached in the clinic. Sadly, this
can be because we have too few treatments with
which to work our miracles. In practical terms,
what this book does is to offer useful clinical
ideas for dealing with a wide variety of pain
conditions, some common, others more unusual,
but particularly those that have been slow to
respond to basic acupuncture.
Acupuncture in the Treatment of Pain offers a
modern integrative approach, which is generally
based on scientific data and the clinical experience of the authors. Their belief that Western
medicine and TCM complement each other and
can create synergistic effects is of considerable
interest and is well supported.
Dr Val Hopwood FCSP
Course Director
MSc Acupuncture
Department of Physiotherapy and Dietetics
Coventry University
Coventry, UK
Chinese Medical Qigong
Edited by Tianjun Liu and Kevin W. Chen
Singing Dragon, London, 2010, 656 pages,
hardback, £55.00
ISBN 978-1848190238
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This is the first English translation of the only
official textbook dealing with the ancient art of
Qigong. It is a must-read for practitioners of
TCM because it links the traditional principles
of Qigong with current scientific evidence. Chinese Medical Qigong is generally an excellent read,
and it is a splendid introduction to the practice of
this technique for both beginners and experienced practitioners of TCM.
The authors provide an explicit introduction
to the use of traditional Chinese Qigong and
support its integration into Western medicine.
The arduous task of translating modern and
ancient Chinese into English, which has taken
over 4 years of work and the efforts of 20 medical professionals, has been done brilliantly and
with respect to the original Chinese interpretations of practice. The text is separated into four
parts: ‘‘Fundamental Theories’’, ‘‘Practical
Methods and Skills’’, ‘‘Clinical Applications’’ and
‘‘Classical Qigong Literature’’. The start of the
book provides the reader with an introduction
into the origins of Qigong, and then examines its
clinical effects, application and practical use.
Chinese Medical Qigong contains well-referenced
analyses of the effects of the technique on the
cardiovascular, neurological and biomechanical
systems, enabling readers new to TCM to relate it
to Western medical approaches.
Review questions at the end of each chapter
summarize the content and help to consolidate
newly acquired knowledge. I found this particularly useful as a way of developing my understanding of TCM. The book is a rather long, but
as the sole English-language book on the practice of Qigong, it makes an excellent reference
work for any practitioner of TCM. Illustrations
are used judiciously, breaking up the dense pages
of text and making the book easier read.
The authors have successfully accomplished
the difficult task of translating many hundreds of
years of Qigong literature, and integrating Eastern and Western ideas. The broken text in the
later chapters is, unfortunately, an unavoidable
consequence of translation. Personally, as a practitioner using a more Western approach to acupuncture, I found this book to be an excellent
read. It clearly demonstrates the Qigong
approach to many typically ‘‘Western’’ diagnoses,
which I found very useful as a mainly non-TCM
practitioner.
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Overall, Chinese Medical Qigong is an excellent
reference book on the TCM practice of Qigong
and an essential read for any practitioner.
Stuart Elwell
Head Academy Physiotherapist
West Bromwich Albion Football Club
West Bromwich
West Midlands
UK
Tui Na: A Manual of Chinese Massage
Therapy
By Sarah Pritchard
Churchill Livingstone, Edinburgh, 2010,
200 pages, paperback + DVD-ROM, £39.99
ISBN 978-0-443-06903-1
This book will be of particular interest to physiotherapists who have maintained their massage
skills. The manipulation techniques used in TCM
are characteristically simple and forceful, but can
be applied relatively easily in the clinical setting.
The author describes these approaches carefully and Tui Na is accompanied by a fascinating
DVD-ROM that ensures correct practice. That
being said, I think that it would be a very good
thing for physiotherapists to study these in
conjunction with a practical training course in
order to give themselves real confidence. ‘‘Tips
for Practice’’ are highlighted in pink boxes
throughout the book, and these offer helpful
comments to reinforce both the text and the
excellent photographs.
Tui Na avoids being prescriptive, offering
instead the reasoning for and background to
Chinese massage therapy in order to enable a
sensible choice of technique to be made for each
individual condition. There have been other
books on this topic, of course. Lee & Whincup’s
(1983) Chinese Massage Therapy: A Handbook of
Therapeutic Massage was very similar, but it is now
out of print, and while this text was very good on
clinical application, it did not have anything like
the range of beautiful photographs that fill
Pritchard’s book.
While Tui Na can stand alone simply as a
practical guide to this technique, a knowledge of
TCM would be very helpful. There is a very short
but vital introductory chapter offering some
ideas on not only the history and development of
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Tui Na, but also, more importantly, on how the
operator should prepare themselves and look
after their own body when applying this vigorous
but precise stimulus.
Pritchard describes the roots and development
of Tui Na and makes a good case for its
continued use in modern clinics. She is clear that
the technique is not meant to be used in isolation, but can be accompanied by other ancillary
therapies with a primarily mechanical action such
as Gua Sha and cupping. There are some really
helpful case studies that explain not only what
has been done, but also exactly why it was done
and how changes were made to the treatments.
To summarize, Tui Na presents a hands-on
adjunct to acupuncture that may be welcomed by
physiotherapists who are long used to working
with their hands. It would be useful to start by
introducing just one or two simple techniques as
a different way of mobilizing tissues, perhaps
following one of the case histories.
Dr Val Hopwood FCSP
Course Director
MSc Acupuncture
Department of Physiotherapy and Dietetics
Coventry University
Coventry
UK

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

Fascial Release for Structural Balance
By James Earls and Thomas Myers
Lotus Publishing, Chichester, 2010, 288 pages,
paperback, £24.99
ISBN 978-1-905367-18-4
I was delighted to be asked to review this book
on fascial release because I have a special interest
in connective tissue therapy following treatment
for breast cancer and good texts covering this
subject are hard to find. However, I was somewhat disappointed by Fascial Release for Structural
Balance.
The introduction acknowledges tradtional
teaching that identifies muscles and other ana 2011 Acupuncture Association of Chartered Physiotherapists

tomical tissues as being distinct and separate
structures. The authors claim to address the
myofascia, and the continuous sheaths and
planes of strong elastic tissue that constitute
muscles in a much wider sense. There are some
excellent photographs of dissections that show
the continuous nature of the fascia and muscle
connecting the nose to the toes.
The main content of the book then divides the
body up into separate chapters. Structural or
postural imbalances are described, and clear
photographs support the text. Having described
the fascial web, the diagrams throughout the
chapters show individual muscles in a traditionally distinct manner, thus undermining the original intent. By splitting the body into separate
regions, this also undermines thinking about the
body as a contiguous structure.
Practical techniques are very difficult to
describe on paper, and Fascial Release for Structural
Balance is not an alternative to practice-based
learning. The techniques shown are hard to
understand, and I was unable to rationalize how
the descriptions of treatment married with the
underlying theory.
This is a hard book to review because I often
found my thoughts wandering and was not
stimulated by most of the text. There are a
couple of thought-provoking sections and it is
beautifully illustrated, but on the whole, it was a
slog to get through.
In summary, this is not a text that can replace
practical learning, although it may be useful for
reference and ideas once a practical course has
been completed. Nevertheless, I applaud the
work put in by the authors because this really is
a very difficult subject to address in words and
pictures, and it is easy for me to criticize. Perhaps
it will be a stimulus for someone to publish a
book combining anatomy trains with diagrams or
photographs showing the anatomical structures
that complete the trains, thus illustrating how
tension or pathology at one end of the body can
create postural imbalance and problems elsewhere.
Frances West MCSP
Private Practitioner
Wilmslow
UK
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A Guide to Chinese Medicine on the
Internet
By Ka Wai Fan
Routledge, Abingdon, 2008, 312 pages,
paperback, £32.29
ISBN 978-0-7890-3200-3
This book is a bit of a mixed bag!
As an experienced researcher, I bought A
Guide to Chinese Medicine on the Internet unseen,
thinking on the basis of the title that it might
save me a bit of effort when trying to track down
sources of information. I think it still might, but
it covers a huge range of portals, websites,
journals, schools, libraries, databases and bibliographies. It may take some time before I am sure
if it has paid for itself.
To my initial distress, I found that AACP
apparently does not warrant a mention either as
an organization or as the publisher of this
journal. Since the book has been compiled relatively recently, this is a notable gap. Mentions of
the journals Acupuncture in Medicine and Complementary Therapies in Medicine are to be found,
as are references to the British Medical Acupuncture Society and the British Acupuncture
Council.
Guidelines are provided for searching, cataloguing and evaluating various websites, but
these sites seem to have been chosen on an
idiosyncratic basis by the author. Scholars of
Chinese medical history will find plenty to interest them, but those hunting authoritative
research data might do better to look elsewhere;
for example, our Association’s research database,
which is accessible in the members-only section
of the AACP website. To be fair, MEDLINE,
Ingenta, EBSCO, HighBeam, the Cochrane
Database of Systematic Reviews and the usual
suspects are there, but the majority of sites are
fundamentally TCM with a good sprinkling of
Japanese and even Korean sources.
Most importantly, the majority of the websites
listed are English-language sites, only a handful
of Chinese sites and some in Japanese, either
traditional or simplified, are covered.
It would be possible to get hooked on the
search process and spend many happy hours
checking out different websites. My own personal favourite, which I first discovered about
12 years ago, is Vilberto Oliveira’s home page
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(Oliveira 2008). Started in his student days, this
has been maintained and expanded for over a
decade, and repays a visit at any time because of
the range of information available on the website. I was glad to see that this was included in
the book.
It is impossible to quote from what is essentially a long list of web addresses, but if you are
working in research, Chinese medical history or
education, or simply looking for a definitive list
of the (other) journals out there, A Guide to
Chinese Medicine on the Internet is a useful reference
book.
Dr Val Hopwood FCSP
Course Director
MSc Acupuncture
Department of Physiotherapy and Dietetics
Coventry University
Coventry
UK

Reference
Oliveira V. C. (2008) Welcome to Acupuncture & TCM Links
of Vilberto’s Home Page. [WWW document.] URL http://
acupuncture.8k.com/acupvil.htm

The Concise Book of Acupoints
By John R. Cross
Lotus Publishing, Chichester, 2010, 192 pages,
paperback, £17.99
ISBN 978-1-905367-19-1
Still another book illustrating the location of
acupuncture points! As I have said before, there
are now so many available that it is difficult to be
sure that any new publication is adding much to
the field. So what is different about this one?
Well, to begin with, The Concise Book of Acupoints is modestly priced and beautifully illustrated. It does not give all the points on the
meridians, only those considered to be important
by the author. Those chosen are a sensible
collection and will generally fit with the selections recommended at AACP Foundation
Course level. A star rating is also used to
highlight those of greatest usefulness. The pictures are very clear, offering a precise anatomical
location, and the muscles, tendons and other
anatomical features are clearly marked.
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What makes this book different from any
other is the fact that John R. Cross has long
made a study of the links between acupuncture
and ayurvedic medicine in the form of the
Chakras. This means that he tends to allude to a
greater number of points on the Du (Governor
Vessel) and Ren (Conception Vessel) meridians
than the average Foundation text because many
of these correspond to Chakras. There is a brief
section at the beginning of the book that offers
an explanation of the Major and Minor Chakras,
and where they coincide with Chinese acupoints.
This might intrigue a physiotherapist just starting
to combine acupuncture into their National
Health Service practice, but it is not really
enough to allow you to incorporate this into your
toolbox with confidence. Luckily, John has written several textbooks including Healing with the
Chakra Energy System (Cross 2006) that could
provide more information.
Therefore, The Concise Book of Acupoints is a
good publication to get if you are looking for an
attractive illustration of the most important musculoskeletal acupoints or if you have an interest
in Chakras.
Dr Val Hopwood FCSP
Course Director
MSc Acupuncture
Department of Physiotherapy and Dietetics
Coventry University
Coventry
UK

Reference
Cross J. R. (2006) Healing with the Chakra Energy System:
Acupressure, Bodywork, and Reflexology for Total Health.
North Atlantic Books, Berkeley, CA.

Meridians and Acupoints
Edited by Zhu Bing and Wang Hongcai
(advisor: Cheng Xinnong)
Singing Dragon, London, 2010, 352 pages,
paperback, £18.99
ISBN 978-1-84819-037-5
Basic Theories of Traditional Chinese
Medicine
Edited by Zhu Bing and Wang Hongcai
(advisor: Cheng Xinnong)
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Singing Dragon, London, 2010, 192 pages,
paperback, £14.99
ISBN 978-1-84819-038-2
Diagnostics of Traditional Chinese
Medicine
Edited by Zhu Bing and Wang Hongcai
(advisor: Cheng Xinnong)
Singing Dragon, London, 2010, 224 pages,
paperback, £15.99
ISBN 978-1-84819-036-8
These books are part of the International Acupuncture Textbooks series that was originally
published in China by the People’s Military
Medical Press. Several other titles may be
reviewed in these pages in the future, but these
three beautifully produced and very reasonably
priced volumes were sent together and form a
good starting point.
As a former student of Nanjing University in
the 1980s, I recognized the illustrations and, in
fact, a great deal of the text. It is clear that
Essentials of Chinese Acupuncture, which was first
translated in 1979 and is now out of print
(BCTCM et al. 1993), has been revamped and
updated in order present the content in a more
easily handled paperback form. This is the sort of
information that changes very little anyway, of
course.
These are basic texts, and as such, the books
do not add very much to those already available
in the West. However, if you are considering
TCM as a raw beginner, these will provide a full
and straightforward foundation course at a
reasonable cost.
Meridians and Acupoints begins with a brief
historical summary and contains information on
all the acupuncture points. It also offers information on the structures of and links between
the channels and collaterals, and explains
regional distribution and the use of acupoints.
The authors give an in-depth account of the
meridians and acupoints, and the text is reasonably well illustrated, although better and clearer
point atlases are available, including Deadman
et al. (2007), Lian et al. 2000 and WHO (2008),
and reviewed in this edition, Cross (2010, see
above), to name just a few.
The strength of Meridians and Acupoints is its
links with the other two volumes reviewed
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below, which taken together constitute a cohesive foundation in TCM. Location of acupoints
lies at the heart of effective practice of Chinese
medicine and this is well covered. Additionally,
there is a section at the end of the book
describing needling techniques, including how to
insert and manipulate the needles. This is necessarily brief, but it is nonetheless comprehensive.
There is also a glossary that deals mainly with
anatomical terms.
In order to make the best use of the complex
system of acupuncture points, a knowledge of
the fundamental theories of TCM is certainly
desirable, if not absolutely necessary. Traditional
Chinese medicine has a long and complex history, but its basic principles have remained the
same for hundreds of years. Basic Theories of
Traditional Chinese Medicine provides both an introduction to the fundamental theories for beginners and a useful reminder for experienced
practitioners.
The essential characteristics of TCM are introduced with a very brief look at its history. Then
the major theories are tackled in detail with
chapters on yin and yang, the Five Elements,
Zang Fu organs, Qi, Blood and Body Fluids, and
the links with the channels and collaterals. Comprehensive sections dealing with the aetiology of
disease in TCM terms and the effect of pathogenic factors follow, and the simple descriptions
of these ideas are very helpful to a trainee and
would underpin a much more advanced study of
TCM syndromes.
A novice acupuncturist would really need to
be familiar with Basic Theories of Traditional Chinese
Medicine in order to make the best of Diagnostics of
Traditional Chinese Medicine. This is a good account
of how the different strands of theory can be
combined into a comprehensive medical paradigm. The ability to recognize and diagnose
symptoms and complaints correctly is funda-
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mental to deciding on appropriate combinations
of acupoints.
Interestingly, the book does not give endless
lists of points; in fact, it appears to give none at
all! This refreshingly different approach allows
the student to concentrate on the clinical reasoning that will ultimately support the choice of
points. Of course, the reasoning will not contain
any sort of research evidence, but that is not
what these books are about.
There are other textbooks that deal with all the
topics covered by these books, but very few are
published in such an accessible format. If you
want to gently progress from Western medical
acupuncture to a working knowledge of TCM,
then Basic Theories of Traditional Chinese Medicine
would be a good place to start.
Dr Val Hopwood FCSP
Course Director
MSc Acupuncture
Department of Physiotherapy and Dietetics
Coventry University
Coventry
UK
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News from the front

Ancient acupuncture
Reports of the work of ancient acupuncturists
have been in the news recently (Vergano 2010)
because it would seem that needling was taking
place in central Asia, Europe and even South
America millennia ago.
A group in Austria led by Maria Anna Pabst of
the University of Graz’s Faculty of Medicine
recently described tattoos from two body areas
of a mummified man from Chiribaya Alta in
southern Peru in the Journal of Archaeological Science
(Pabst et al. 2010). The team examined the
tattoos on the hands and neck of the mummy
using various microscopic techniques. Aesthetically designed pictures of mythical creatures are
tattooed on the arms, shoulders, chest, back and
right leg.
Pabst et al. (2010) also show that it was not
only men who were tattooed in ancient times: a
clearly high-born female mummy has been excavated in the Altai Mountains in Siberia. Dating
from about 1000 BCE, this mummy is much
more recent, and has tattoos of animals like
‘‘birds, apes, reptiles in addition to symbols’’.
Rings were tattooed on four of the fingers
with soot. Most intriguingly, 12 overlapping
circles tattooed on the woman’s neck resemble
‘‘therapeutic’’ tattoo spots corresponding to
acupuncture points used to relieve neck pain.
In 1991, a 5000-year-old naturally mummified
man was found in the mountains along the
border between Austria and Italy. For the past 20
years, scientists have examined Ötzi the Iceman’s
remains thoroughly, learning much about the
everyday life of ancient Europeans.
One discovery was a complicated system of
tattoos running along the mummy’s back, right
knee and left ankle. While most skin designs are
ornamental in nature, those found on Ötzi’s
body were in the form of simple stripes or
crosses. Since such non-decorative tattoos had
previously been found in similar locations on
mummies in Siberia and South America, some
researchers speculated that these markings were
of therapeutic importance.
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Another group of scientists from the University of Graz theorized that there was a possible
relationship between the tattoos and traditional
acupuncture points. Their findings, which were
first published in The Lancet (Dorfer et al. 1999)
and then updated in Discover magazine (Glausiusz
2000), purport to show that acupuncture or a
system of healing quite similar to it may have
been in use in central Europe more than 2000
years earlier than previously believed.
The research team, led by Drs Leopold Dorfer
and Max Moser, first calculated the Ötzi’s cun by
measuring his femur, tibia and radius. They
converted the measurements of the tattoos to
cun and overlaid the locations of the tattoos to
topographical representations of Chinese acupuncture points. Experts from three acupuncture
societies then examined the locations of the
tattoos. In their opinion, nine tattoos could be
identified as being located directly on, or within
6 mm of, traditional acupuncture points. Two
more were located on an acupuncture meridian.
One tattoo was used as a local point. The
remaining three tattoos were situated between 6
and 13 mm from the closest acupuncture point.
X-rays of the iceman’s body revealed evidence
of arthritis in the hip joints, knees, ankles and
lumbar spine. Nine of Ötzi’s 15 tattoos are
located on the Urinary Bladder (UB) meridian,
which is commonly associated with treating back
pain. In fact, one of the mummy’s two crossshaped tattoos is located near the left ankle on
the UB60 point (Kun Lun), which is considered
by several texts to be a ‘‘master point for back
pain’’ (BCTCM et al. 1980; Maciocia 1989;
O’Connor & Bansky 1996).
Drs Dorfer and Moser noted:
‘‘The fact that not randomly selected points,
but rather corresponding groups of points were
marked by tattoos, seems especially intriguing.
From an acupuncturist’s viewpoint, the combination of points selected represents a meaningful therapeutic regimen.’’ (Glausiusz 2000)
It is worth noting that the late Professor Anton
Jayasuriya believed that Sri Lanka almost
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certainly originated acupuncture. Small pointed
bones and needles of flint, quartz, chert and
other hard substances have been found among
cave artefacts that are over 30 000 years old.
Moreover, ancient Sri Lankan manuscripts depict
acupuncture points mapped onto the human
body. Needling was also used on animals: the
probable reason that the Indian (i.e. Sri Lankan)
elephant was successfully tamed is that acupuncture points were identified that calmed the
beasts, enabling them to be communicated with
and trained.
It is interesting to see that acupuncture, so
widely assumed to be Chinese in origin, was
obviously being investigated in many parts of the
world, but as some ancient civilizations disappeared, so did their knowledge of acupuncture.
Like so many of the world’s discoveries, the
evolution of acupuncture seems to have
occurred in many different parts of the world at
the same time, but we are indebted to the
meticulous records made by the ancient Chinese
for much of the current historical database.
Rosemary Lillie
News Editor
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Shocking news from Professor
Ernst
In a new paper that will cause considerable alarm
in the acupuncture profession, Professor Edzard
Ernst has concluded that ‘‘relatively clear evidence emerged to suggest that acupuncture is
effective’’ for osteoarthritis, low back pain and
lateral elbow pain, and ineffective for fibromyalgia and rheumatoid arthritis (Ernst & Lee 2010).
In an overview of rheumatic diseases and acupuncture, he and his co-author re-examine all of
the papers that have been published on the
subject since 2000. Over 238 were identified,
of which 30 met their inclusion criteria and
generated the conclusions cited above.
As could be expected, this has led several
other authors to check their results to see how
things could have gone so horribly wrong, but at
first sight, it appears that this surprising outcome
is the truth. Many long-term sufferers of tennis
elbow and windsurfer’s elbow are reported to be
stunned by the unexpected prospect of regained
health. However, the Rheumatic Mouse Support
Group, already buoyed by recent reports of the
effects of acupuncture on adenosine levels (see
Wheeler 2010), is overjoyed. A spokesmouse
said: ‘‘Our members welcome this news. One
recent attendee, who has suffered badly after
running up the clock on a regular basis, has seen
his pain levels reduced by at least a half after
treatment following the MICE protocols, and
our hope is that thousands more can now
demand a treatment that is clinically proven.’’
John Wheeler
Clinical Editor
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Extra insurance cover from
Physio First
Following the recent discussions about acupuncture and scope of practice, AACP members may
be interested in the following news.
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News from the front
As of 1 October 2010, Physio First has introduced a top-up to the Professional Liability Insurance (PLI) scheme provided by the Chartered
Society of Physiotherapy (CSP) as part of its
membership benefits. The top-up will double the
level of cover for medical and professional liability insurance from £5 to £10 million per claim.
The extra cover will apply to all members resident within the UK, and applies anywhere in the
world (subject to certain restrictions in Australia,
USA and Canada). The increased cover excludes
treatment of English or Scottish Premier League
footballers, but will apply to all other treatments
within the scope of physiotherapy practice
undertaken after 1 October 2010.
This specialist professional and public liability
insurance scheme is offered to over 500 therapeutic and complementary therapy occupations,
many of which can be included together for the
same price. This also includes physiotherapists
who perform additional activities outside the
CSP’s scope of practice that cannot be included
in members’ PLI cover.
Although access to the scheme is not conditional upon membership of any professional
body or association, practitioners will need to
produce evidence of appropriate qualifications in
order to demonstrate training and competency in
their chosen field(s).
This cover is underwritten by the RSA Insurance Group plc using their latest world-wide civil
liability wording, with levels of cover and options
to suit individual requirements. The policy covers all previous work of a similar nature, subject
to any new claims being reported for the first
time during the currency of the policy.
There is no excess to pay on either compensation claims or any legal defence costs necessarily incurred to protect the interests of therapists.
In addition, when physiotherapists cease to practice, the policy will automatically provide run-off
cover for up to 3 years at no extra cost in order
to deal with any claims from earlier work.
Any member who wishes to learn more about
this additional insurance cover should to contact
Physio First (e-mail: www.physofirst.org.uk; tel:
01604 684960).
Rosemary Lillie
News Editor
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Death can be fatal
The Lord, as we know, giveth and the Lord
taketh away, so after Professor Ernst’s guardedly
supportive article on rheumatic conditions (see
‘‘Shocking news from Professor Ernst’’ above),
it is good to see that he has returned to form
with a paper on cardiac tamponade caused by
acupuncture (Ernst & Zhang 2010). This review
of the literature, which covers over 50 years,
extracted 26 cases, of which 14 proved to be
fatal. The conclusion is that, if you stick needles
into someone’s heart, the effect is likely to be
very conclusive indeed.
There is nothing wrong with systematic
reviews of this type. We have argued as professional associations for many years that, in the
hands of properly trained practitioners working
within the limits of their competence, acupuncture is incredibly safe. Even if you count all of
the international bodgers who have killed people
over the past half century, you still end up with a
death rate that is far, far below the average
annual patientfall from prescription painkillers. A
systematic review of the literature bears witness
to just how safe we actually are.
The problem is that this becomes a bad news
story in the relatively hostile climate that has
recently affected the whole acupuncture profession, both voluntary and statutory, and does not
allow the kind of clarification that such a piece
requires. Many of the recorded instances are not
side effects of treatment, but straightforward
malpractice. The well-documented Norwegian
case over a decade ago (Halvorsen et al. 1995),
where a doctor plunged a needle perpendicularly
into a Ren Mai point without recognizing that
the sternal foramen remains unclosed in 4% of
the population, is not a side effect; it is straightforward negligence. So are several examples
from the Far East in which internally retained
needles or broken sections of needle have travelled. As for the American woman who decided
to self-administer acupuncture by sticking a
knitting needle into her heart, this falls into the
same category as the Englishman who decided
15 years ago to economize on treatment by
nailing a tintack into Du (Governor Vessel) 20
with a hammer.
The challenge, as always, is to grit one’s teeth
in the face of the inevitable smear headlines that
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this will cause, and rather than being defensive,
say with complete conviction that UK training
standards are set at high levels to make sure that
these sorts of incidents do not happen here. Even
allowing for the fact that these accidents happen
at all, as a percentage risk set against the many
millions of treatments administered, acupuncture
is still one of the safest treatments around.
The mice were, as always, contacted for comment, but their resident spokesmouse, the
Korean expert H. D. Doc, was too busy writing
a systematic review for the International Journal of
Chronology, ‘‘Striking clocks and mortality: a
review of current literature’’.
John Wheeler
Clinical Editor
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audit of their waste, or suggesting that they can
provide this service for a fee. What is clear,
however, is that, if it has not been done, the
waste carrier is entitled to refuse to pick up
waste.
For most physiotherapists working in hospitals, this is not a problem. In private practice,
however, it does become an issue. The British
Acupuncture Council (BAcC) had some issues
with the rather heavy-handed demands being
issued by some waste carriers and confirmed
with the Environment Agency that, if waste was
normally being incinerated, the new system did
not apply. Sharps are almost always incinerated,
although there are some waste facilities that
provide alternative treatment. Most yellowbagged clinical waste is also incinerated. If BAcC
members are sure that their waste is being
incinerated, they can use the pro forma letters
that the Council has issued to sidestep the need
for the risk assessment and the pre-acceptance
procedures.
If you are responsible for your own waste
disposal, you may want to check with your own
waste carriers whether sharps and yellow bags
are incinerated. If these are, then the current
advice from the Environment Agency is that
pre-acceptance is unnecessary.

Clinical waste disposal
New rules now apply for the collection of clinical
waste from healthcare establishments. Because
of the pressure on incinerators and landfill sites,
a number of alternative forms of waste disposal
are being encouraged. In order to ensure that the
right type of waste reaches the right means of
disposal, a system called ‘‘waste pre-acceptance’’
has been introduced.
Clinical waste alternative treatment facilities
are required by their permits to obtain additional
detailed information on the composition of any
refuse before they receive it. This information
forms part of their ‘‘pre-acceptance’’ checks. For
clinical waste, data including details of the process producing the waste, the quantity of waste
produced, the individual constituents of the
waste stream and the hazards associated with the
waste are required for each part of the producer
premises.
Many waste carriers are now asking their
customers to undertake a risk assessment and
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Clinical Editor

Erratum
The last sentence of the conference poster
abstract on ‘‘Myofascial trigger point needling for
whiplash-associated pain: a preliminary feasibility
study’’ by E. A. Tough et al. in the Autumn 2010
edition of the Journal (pp. 108–109) should have
read:
Further research will include an RCT testing
the clinical efficacy and cost-effectiveness of
adding acupuncture to the physiotherapy
management of whiplash.
The editors apologize to the authors and our
readers for this error.
Andrew J. Wilson
Corporate Editor
 2011 Acupuncture Association of Chartered Physiotherapists
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Guidelines for authors

Introduction
Always refer to a recent edition of the Journal of the
Acupuncture Association of Chartered Physiotherapists.
Please follow the style and layout of an article or
item that is similar to your own contribution. If
something is submitted for publication, then it is
implied that it has not been simultaneously submitted to another journal or any other type of
publication. Reprints may be considered, but these
must be clearly identified as such and permission
must be obtained from the original publisher.
Templates for clinical papers and case reports
are available on the AACP website (www.aacp.
org.uk) or by e-mail on request. These templates
should be not be deviated from if used. Manuscripts may be returned to authors if they have
not adhered to the guidelines. If necessary, the
Clinical Editor should be consulted in the initial
stages for clarification.
Authors may submit clinical papers, literature
reviews, clinical commentaries, case reports,
book reviews, course reports, news items, letters
or photographs for consideration for inclusion in
the Journal. Academic and clinical papers are
subject to review by the Editorial Committee and
may require revision before being accepted.
A Portable Document Format (PDF) file of
the final version of any academic article is
available free of charge if notice is given to the
Clinical Editor when the article is submitted.
All published material becomes the copyright
of Association.
All submissions should be sent directly to the
Clinical Editor:
Mr John Wheeler
Windsor Centre of Traditional Acupuncture
5a St Leonards Road
Windsor
Berkshire SL4 3BN
UK
E-mail: johnbacc@msn.com

Preparation of manuscripts
Authors should submit material by e-mail or on
CD-ROM. All articles must be typed with wide
 2011 Acupuncture Association of Chartered Physiotherapists

(3-cm) margins and the pages should be numbered consecutively. Articles should be a maximum of 7500 words (excluding the abstract,
references and tables).
Papers should be arranged as follows:
Title
The title of the article should be in sentence case,
bold and ranged left, as in the main title above:
note that there is no full stop and no underlining.
The author’s name(s) and institutional affiliation(s) should run consecutively below the title.
Again, there are no full stops.
Abstract
A summary of not more than 250 words outlining the purpose, scope and conclusions of the
paper should be submitted. This should be
followed by a minimum of three and a maximum
of five keywords that best represent the contents.
Text
The layout of the Journal is that the main heading
of each section is in sentence case and bold.
Notice that, again, there are no full stops and no
underlining.
The first paragraph is left-justified; subsequent
paragraphs in the same section are indented, as is
this part of the guidelines. When including diagrams and photographs, these should be numbered in the order in which they appear in the
text, and should be submitted in separate files
(do not embed images in the text). Any figure
captions should be left-justified and run after the
author’s biography at the end of the text. Any
tables should come after the figure legends, if
there are any. Please indicate placement in the
text (e.g. ‘‘Fig. 1’’ and ‘‘Table 1’’). All figures and
tables must be referred to in the text.
When using numbers in the text, these should
be written out in words up to and including nine
unless they are measurements, numbers in tables
or units of time. Always use the International
System of Units (SI).
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Clinical papers: referencing
All clinical papers must be fully referenced and
the citations verified by the author. No exceptions will be made. The reference list must be
arranged alphabetically by the name of the first
author or editor, following the Harvard style. In
the text, give the author(s) and date of publication in brackets (e.g. ‘‘Smith 1998’’), or if the
main author’s name is part of a sentence, then
only the year is in brackets [e.g. ‘‘as described by
Smith (1998)’’]. For more than one author,
reference can be made in the text to ‘‘Smith et al.
(1998)’’ (note the italics). However, when writing the reference list, the convention is as follows: for up to five authors, write all the authors’
names; for six or more authors, write the first
three author’s names, followed by et al.
For journals, give the author’s surname and
initials, the year of publication, the title of the
paper, the full name of the journal, the volume
number, the issue number in brackets, and the
first and last page numbers of the article (note
the correct use of italic, bold, commas and full
stops):
Ceccherelli F., Rigoni M. T., Gagliardi G. & Ruzzante L.
(2002) Comparison of superficial and deep acupuncture
in the treatment of lumbar myofascial pain: a doubleblind randomized controlled study. Clinical Journal of Pain
18 (3), 149–153.

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

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

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

Please adhere strictly to this style of referencing
in any contribution to the Journal.
Acknowledgements
Please state any funding sources, or companies
providing technical or equipment support.
Photographs
Photographs may be submitted in colour or
black-and-white, but will be printed in monochrome. Images must be in sharp focus. Photographs should be numbered and their placing
indicated in the text. Digital photographs should
be of high resolution (i.e. a minimum of 300 dots
per inch).

Line illustrations
These should follow the style used in the Journal,
i.e. any labelling text should be in sentence case
(10-point, Arial font), graphs should be twodimensional and all images must be monochrome. As with photographs, line illustrations
should be numbered and their placement indicated in the text. All images should be of high
resolution (i.e. a minimum of 1200 dots per
inch).

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

General points to note

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

Please enclose your home, work and e-mail
addresses, and telephone number.
It is the author’s responsibility to obtain and
acknowledge permission to reproduce any
material that has appeared in another journal or
textbook.
A brief biographical note about the author(s)
should be included at the end of a clinical paper
in italics.
All notes and news should have clinical relevance to the AACP. Please refer at all times to
the style and layout of previous issues of the
Journal for whatever you are writing. Using these
guidelines will save time for the editorial team.
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AACP ACUPUNCTURE FOUNDATION TRAINING COURSE
March 2011

Dear member
AN OPPORTUNITY FOR YOUR CSP FRIENDS AND COLLEAGUES
The AACP now possesses its own accredited Foundation Training Course,
and will be delivering it to CSP members across the whole of the UK,
wherever demand requires it. These are taught by AACP-accredited tutors.
In the first instance, contact AACP Administration Manager Diane Morgan
at manager@aacp.uk.com or telephone (01733) 390012 as Diane is
organising these AACP Foundation Training Courses. Why not
contact Diane to register interest?
CSP members successfully completing the AACP Acupuncture
Foundation Training Course will automatically receive admission to the
AACP – with no first year membership subscription fees!
Please tell your friends and colleagues.
Thank you for your support
Yours sincerely

Gregory Byrne
CEO – AACP Ltd

NEW COURSE IN
ACUPUNCTURE
This flexible new course will allow you
to study a full MSc over 2 years or a
postgraduate Certificate over just 1 year
or, if it suits you, study just one module
as a stand-alone or as part of the
full qualification.
The course consists of:
 Acupuncture for Pain Relief
Accredited by the AACP as an acupuncture
foundation course for all Chartered
Physiotherapists
 Extending Acupuncture Practice
Study acupuncture microsystems and
adjunctive acupuncture techniques
 Advanced Acupuncture
Traditional Chinese medicine offers
sophisticated acupuncture ideas
Further information from Dr Val Hopwood
call 023 80845901
Apply now and start the journey this year!
Visit our website for more details

www.coventry.ac.uk
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For All Your Needle
Requirements Just phone

...introducing the New
Tap ‘N Treat technology

0800 612 0772

The standard two
step needle release
procedure of breaking
the glue spot with
a twist or removing
the plastic retainer
is now replaced with
a specially molded
handle and tube
technology

Now Stocking
Dong Bang
Needles

Coiled
C
oiled copper handled
needle with sizes
from 7mm to 125mm

A needle shaft that is at least 25% smoother than
any other make of Japanese or Chinese acupuncture
needle available in the UK and is NOT coated in silicone.
Suitable for sensitive patients and children.

All our needles are silicone free
-0086 from £7.50 per 100

Vacuum formed high purity stainless steel body
with high tensility and springing action. Japanese
style acupuncture needle for sensitive patients
and children. Suitable for electroacupuncture.

Multipack,
5 needles, 1 blister,
1 guide tube, saves
packaging waste

Just Remove
Tap ‘N Treat

Over
on sold
il
5 m li ear.
y
every

Available in the UK from Scarboroughs Ltd
Tel: 0800 612 0772 . www.scarboroughs.co.uk
Plain
metal handle
without loop, the
Silfrei needle is a
good quality needle
at a competitive price

-0086 from £7.50 per 100

S C A R B O R O U G H S LT D

Leading UK Supplier of
Electroacupuncture machines

-0086 from £5.07 per 100

Vacuum formed high purity stainless steel body with
high tensility and springing action. Stainless steel
Chinese wire wound handle with loop. Suitable for
General acupuncture. Our most popular selling needle.

-0086 from £7.96
Seirin Metal
Handled needle,
now available with
or without guide
tube

The new
Tap ‘N Treat
plastic handle
S|needle

Scarboroughs

Offering you more choice

•

Chinese herbal formulas

•

Press tacks, ear seeds, pellets

•

Moxa and magnets

•

Cupping devices

•

Derma rollers and probes

•

Acupuncture models

•

Clinical devices and supplies

•

Electrical and electronic devices

•

Books and charts

per
200

Surgical stainless steel body with good body
tensility and springing action. Chinese style
copper wire wound handle with loop.
Suitable for General acupuncture.

New

tic
Fantase!
Valu
Scarboroughs recommends
Seirin Metal Handled
Needles for use with
Electroacupuncture.

Tel: 0800 612 0772 . www.scarboroughs.co.uk

-0086 from £5.33

per
200

Surgical stainless steel body with good body
tensility and springing action. Chinese style
copper wire wound handle with loop.
Suitable for General acupuncture.

Free samples always available
Acupuncture & Clinical Supplies
Books, Charts and Models
Electroacupuncture & Lasers

We also supply a comprehensive
range of acupuncture products.

Buy on-line
www.scarboroughs.co.uk

Prices exclusive of VAT

For orders or your
free product guide
contact us on
Freephone

0800 975 8000
or visit our website

www.oxfordmedical.co.uk

Oxford Medical Supplies Ltd
Units 11 & 12, Horcott Industrial Estate, Fairford, Gloucestershire GL7 4BX
Freephone: 0800 975 8000 Freefax: 0800 975 8111 Email: sales@oxfordms.co.uk Website: www.oxfordmedical.co.uk
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Classic Plus

Seirin Acupuncture Needles
• The most popular plastic
handle needle
• Suitable for cosmetic
acupuncture
• Available in plastic handle
(B & J type) and all-metal
handle (L & LE type)

Sonic Vital-II Ultrasound
The Sonic Vital-II is one of
the best priced high quality
ultrasound units in its field.
It has been ergonomically
designed with a single pressure
button/rotating knob for
simple parameter selection.
Lightweight and ideal as a
portable treatment unit.

ntly
Permena
s
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c
Low Pri

Digital Stimulators

Moxibusion
AS Super 4 Digital
Acupuncture Stimulator
The AS Super 4 Digital is a
small and handy 4-channel
needle stimulator, offering
30 pre-set programs and 7
free programs. The stimulator
can work on either battery or
main circuit.

Lots more n
io
moxibust
ts
c
u
d
pro
available

Cup ‘n’ Stim

®

Take pleasure in over 10,000 hours
of odour, ash and smoke-free instant
moxibustion therapy. Suitable for use
in hospital environments.

More
rs
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le
b
a
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a
v
a
online

Books

from

Journal of the
Acupuncture Association
of Chartered
Physiotherapists

Sports & Massage Therapy
All kinds of supplies to help
you with sports, taping and
massage therapy are available
from us here at Harmony
Medical. Check our website
for a full range.

We stock a wide and upto-date selection of books,
charts, DVDs and software.
Check our website for the
latest publications.

• Effective rubber suction
cups, no fire required
• Built with a conductive
electrode ring to allow
optional stimulation
by TENS unit
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