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Editorial
Welcome to this, the Autumn edition of the
Journal, which generally follows the look, structure and content of the previous edition. Thank
you to those of you who offered constuctive
feedback on the ‘‘new look’’ January edition. An
open invitation for feedback at the AACP Conference in March 2007 was greeted by overwhelming approval, and a few positive
comments were gratefully received as well as
some suggestions for future issues that have
been duly considered. In the main, little has been
altered, and the Board has interpreted the limited
feedback received otherwise according to the
dictum that ‘‘no news is good news’’. Should you
have any suggestions or comments on this edition, please feel free to forward them to me at
my contact e-mail address.
Jennie Longbottom’s report will keep you
abreast of all the happenings since the last
edition and merits your undivided attention.
Following this, Sharon Thomas’s Business Manager, and Finance and Secretariat contributions
again detail AACP official activities since the last
updates.
For those interested in all general educational,
training and research matters, please see Nigel
Palastanga’s report. If you are keen to know what
is happening in your area, I am sure you will find
the information and contacts supplied by our
regional representatives of interest. A common
invitation to get involved at a local level is
extended across the majority of these reports, so
please do get in touch with your regional representative if you have not done so already.
The articles in this edition begin with a
follow-up to the Lynley Bradnam-Roberts paper
on clinical reasoning in acupuncture practice
from the January edition. In this contribution,
Lynley makes the logical step from suggesting a
physiological mechanism behind the practice of
acupuncture to presenting a physiologically
based justification of treatment progression using a Western treatment paradigm. As in her
previous article, this goes a long way towards
providing a theoretical framework upon which to
base such a progression.
Following this, we present a review of the
literature investigating acupuncture’s efficacy in
treating fibromyalgia syndrome by Sudir Daya. I
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Editorial
am sure many of our readers who encounter this
condition in practice will profit from reading
through this review and may find that they can
incorporate its findings into their clinical practice.
A reprint of an article previously published in
the British Medical Journal by Thomas et al. follows. This randomized controlled trial (RCT)
compares the outcomes of treating persistent
non-specic low back pain with what is termed
‘‘usual care’’ versus a short course of ‘‘traditional
acupuncture’’. This study, by definition, represents the gold standard of scientific evidence.
However, it must not be forgotten that, while
this quantitive study has high levels of internal
validity in achieving this, the external validity of a
study can be adversely affected. This fact links in
with Val Hopwood’s remarks in a debate about
self-needling regarding the therapeutic value of
the clinical relationship. This qualitive and highly
subjective component of our treatment remains
resistent to distillation into the scientific objectivity necessary for RCT’s.
Our three case reports deal with disparate
clinical presentations reflective of the scope
of acupuncture practice by physiotherapists.
Rebecca Gough details a case of lateral elbow
pain treated with acupuncture, presenting
detailed clincal insight and reasoning in doing so.
A dominant theme at this year’s conference was
the use of acupuncture during pregnancy and its
potential role in fertility treatment. This was
more recently discussed in an edition of Frontline
dedicated to the subject of acupuncture and
fertility. Alison Bourne’s case study adds a practical example in this regard since it concerns

4

itself with treating a patient for pelvic girdle pain
during her pregnancy. The third and final case
report, by Fiona Begg, outlines the specific
considerations and reasoning processes encountered in treating an elderly female patient with
low back pain.
For those of you who were unable to attend
this year’s conference in March, we present
abstracts from the proceedings. These may also
serve to refresh the memories of those in attendance of the breadth of subjects covered, which I
am sure all delegates will agree were, without
exception, highly engaging and informative.
Added to this, Val Jefferys presents a short piece
on Wyboston Lakes, the venue where Conference 2007 took place and the one that will serve
as the location for the 2008 meeting.
As in the last edition, we are grateful to Val
Hopwood and Jennie Longbottom, whose reports on recent texts and software make very
interesting reading.
It only remains for me to again extend an
invitation to anyone involved in acupuncture
research, whether this takes the form of clinical
studies, literature reviews or single-subject case
reports, to consider submitting their work for
publication to me. May I remind all potential
authors, and indeed their supervisors, where
appropriate, to please consult our ‘‘Guidelines
for authors’’ section before submitting draft
copies for publication. These detail both the
suggested content, format and protocol for submission.
Andrew Bannan
Editor
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Report from the Chair

Forgive me for basking in the knowledge that the
AACP Conference 2007 can only be regarded as
the best we have ever provided. These are not
just my thoughts, but the words of the delegates,
the speakers and the trade . . . so they can’t all be
wrong! My sincere thanks go to the Conference
organizing committee, the AACP staff and the
staff of Parks Therapy Centre, who are more
than relieved that their booking skills will not be
required in future – we could not have managed
without them.
The overarching theme of ‘‘integration and
clinical reasoning’’ ran consistently throughout
the Conference and will be the mainstay for all
future events run by AACP. Watch this space. . .
Dean Watson, Dr Jeremy Lewis, Howard
Turner, Neil Quinton and Pat Ronan have all
agreed to run AACP-led courses, in conjunction
with AACP tutors, for the benefit of the membership throughout 2007–2008. These will be
hosted at AACP headquarters in Peterborough
and run at minimal cost for the AACP
membership.
These are exciting times:
‘‘They say that time changes things, but you
actually have to change them yourself.’’ –
Andy Warhol
It is with delight that I watch the AACP
changing itself: changing the Conference; changing the Journal; changing the website; changing
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our working relationship with the Chartered
Society of Physiotherapy (CSP); and with the
proposed AACP strategic plans announced at
Conference, changing our Association into a
flagship for complementary health care research
and clinical practice within the physiotherapy
profession.
My gratitude goes to the four representatives
from the CSP who spoke openly at the preAnnual General Meeting discussion concerning
changes to the structure of the CSP and competence to practise. This year you may have seen
that Ann Green, Margaret Revie and myself are
standing for CSP Council in order to address
many issues, including scope of practice, professional image, graduate skills and increasing
public awareness of the vast diversity of our
professional scope. If you believe that we can
make changes, then vote for us to do this;
without your vote, we cannot be given a chance.
Although it is not customary to name names in
a report from the Chair, I would especially like to
thank Sharon Thomas for steering AACP business this year, Suzanne Charboneau for her
invaluable Conference advice, and of course, my
husband John, who works tirelessly behind the
scenes by giving his support and turning our
ideas into practice.
Jennie Longbottom
Chair
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Business Manager

Office activities to July 2007
First of all, I’d like to formally welcome Gill
Beadle, who joined AACP Ltd on 23 January
2007. Gill will provide vital support for Diane
and me as AACP Ltd membership continues to
increase and services begin to develop. She has
quickly become familiar with the range of membership activities within the office and has settled
into her role well.
I think we’ve all finally climbed down from the
ceiling now after an incredibly hectic first few
months of the year. As soon as the final few
pieces of the Conference 2007 jigsaw were
manoeuvred into place, the pace increased with
pre-conference queries, mountains of printing
and hours upon hours of collating folders for the
delegates. I was confident that the event would
be a great success, and the proof of the pudding
was certainly in the eating. The majority of the
feedback that we received after the event was
absolutely fantastic. The speakers were well
received, the venue was excellent and the hospitality of the staff at Wyboston was second to
none. In the main, everyone had a thoroughly
enjoyable time, and barring a few problems with
the audio-visual equipment at the venue, it all
went remarkably well.
Routine tasks took something of a back seat
immediately prior to Conference, and I extend
my thanks to you all for being so patient with us
in the office. We’re now back on track, even
though we’re already focussing on Conference
2008, so please contact me if you have any ideas
for future events, or indeed, anything you think
would benefit the membership.
This is the second edition of the new-look
Journal and I’m pleased to say that it has been
well received. It’s a good balance between academic contributions, membership information
and advertising. Another major development for
AACP Ltd has been the launch of the new
website. Again, we’ve had lots of positive feedback on the design and ease of use of the site.
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For instance, you can now update your membership details via the membership area, gain information on what’s available for members and
search for practitioners. Please note that, if you
search for yourself, your details will only be
displayed if we hold a practice address for you.
Check out the ‘‘Frequently Asked Questions’’
section, which covers a wide range of topics.
You may recall that I’m in the process of
challenging the current regulation surrounding
licensing for practitioners and their premises.
Our meeting with Mr Shailesh Vara, MP for
North West Cambridgeshire, went well, and he
has written to Ruth Kelly in her capacity as
Secretary of State for Communities and Local
Government asking for her comments. In support of our case, I’ve also posted a query on the
Cabinet Office’s Better Regulation website, and I
should have had a reply by the time you read this
because they’re obliged to respond within
90 days. As always, any significant developments
will be posted on the AACP website.
The office is currently taking bookings for
musculoskeletal roadshows; however, it’s sometimes difficult to secure speakers for these
events. We need several for each day and it’s
good to vary the line-up. If you know of a
suitable venue or have a suggestion for a speaker,
let me know.
Please keep checking the AACP website for
forthcoming courses, hot news and developments in AACP membership services, and do let
us know if you change your e-mail address.
We’re increasingly using e-mail as a means of
communication in order to speed up the dissemination of information and save on postage costs,
so you may be missing out on something really
interesting if we can’t contact you.
Keep your suggestions and comments coming,
and have a fantastic summer!
Sharon Thomas
Business Manager AACP Ltd
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For all your professional needs
– high quality acupuncture
supplies at competitive prices
Why shop around when you can order everything
you need from Acupuncture Supplies Porthcawl:
Seirin Needles
Tia Chi Needles
Needle Moxa
Cupping Sets
Electro-acupuncture
Clinical Devices
Diagnostic Instruments
Acupuncture Accessories
Books and Charts
Wide range of Models
Extensive range of acupuncture needles, moxa and cupping sets always
in stock. We supply to Practitioners and Professionals so you are assured
of the best quality goods at the best prices. For a free catalogue,
contact us on 01797 482 114 or visit www.acupuncturedirect.co.uk

Visit our stand at the AACP Annual Conference, 23-25 March 07
Acupuncture Supplies Porthcawl, 7 Blair Atholl Sawmill Yard, Blair Atholl, Perthshire, PH18 5TL

Tel: 01796 482 114 Fax: 01796 481 493 Email: sales@acupuncturedirect.co.uk
Website: www.acupuncturedirect.co.uk
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Finance and Secretariat Report, April 2007

Introduction
In order to meet the Journal deadline, this report
summarizes all recent AACP Office activity up to
30 April 2007.

Office changes
On 23 January, the recently appointed Administration Assistant, Mrs Gill Beadle, started work
at the Peterborough office alongside Diane and
myself. Gill has quickly familiarized herself with
the routine work on the membership database,
and dealing with various enquiries received both
by e-mail and telephone.

Membership renewal
Membership renewal activities have been very
busy, with some 1200 members being sent
renewal notices for April 2007. For the moment,
the office will continue to work to contact those
that fail to renew membership.
Membership status to date is shown in Table 1.
Direct debit (DD) collection continues to run
relatively smoothly, with only between six and 12
failures at each collection. This requires the
office to contact members whose DDs have
failed to ensure that their memberships do not
lapse.
Database
Members are making use of the facility built into
the new AACP website and are updating their
details online. We are also pleased that many
members are adding a practice address to their
database record, which will mean that they can
be picked up on the practitioner search facility
on the website.
We remain fully up to date with renewals, and
all those arriving are logged into the database
within a couple of days.
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Table 1. Acupuncture Association of Chartered Physiotherapists
membership status as of 30 April 2007
Membership category

Number

Accredited Members
Advanced Members
Probationary Members
Honorary Members

4260
222
53
16

Total number of active members*

4551

*Number of new members who have joined since 1 January 2007=155.

New members are being sent joining packs
within 5 working days. Members renewing by
cheque are also sent their certificates within 5
working days. Membership certificates for those
renewing by DD are sent out immediately after
confirmation of the successful collection of their
subscription.

Current financial situation
General situation
The overall financial situation remains healthy,
and the accounts were audited and presented for
the Annual General Meeting at Conference in
March 2007.
The accounts for the old AACP have now
been closed and the funds transferred into the
AACP Ltd accounts.

Other issues
Website
The new AACP website was successfully
launched in February and has been well received.
It retains the same URL (http://www.aacp.uk.
com), and there are plans in place to phase the
development of the website over the coming
months.
Sharon Thomas
Business Manager AACP Ltd
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Education, Training and Research Committee Report

The AACP Education, Training and Research
Committee (ETRC) has convened twice in
Peterborough.
The first meeting was mainly concerned with
setting up the processes and procedures for the
AACP to recognize courses and tutors. This
involved considerable discussion, and an exercise
in which all committee members considered sets
of course papers and then discussed their findings in detail. This was an attempt to standardize
the procedure, and to allow all members to gain
a feeling of how the process was to work and the
type of problems that might be encountered
in course presentations. During the process, a
number of generic themes were identified, as
well as some that are specific to individual
courses.
It was agreed that courses could be rejected or
approved, where approval may be subject to
certain conditions, which require compliance
within a specified time frame, and recommendations, which have to be considered and complied
with unless a valid reason is be given for noncompliance.
The first set of courses were then divided
between groups of committee members, who
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considered the course, and made their conditions
and recommendations, which were then collated
by the chair. All members considered the
40-Hour Top-Up Course. The course organizer
was informed, and when the conditions and
recommendations had been complied with (and
agreed by the reviewers), the course was recommended to the Board for approval.
The ETRC also considered a number of applications from tutors for approval, and recommendations were made to the Board.
As far as was possible and practicable, all
courses and tutors were considered anonymously, but the course content and experience of
tutors made this difficult.
The second meeting considered the list of
approved courses and resubmitted proposals. A
number of other generic issues were discussed,
as was the proposal to have a meeting for course
tutors following the next ETRC meeting. The
issue of research was discussed, but further
information on the current position would be
needed to take this forward.
Professor Nigel Palastanga
Education, Training and Research Committee Chair
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AACP Conference 2008

To all those who are avid Conference attendees
and those who were unable to book places this
year, we would like to bring to your attention the
following facts:
(1) The date of the AACP Conference has moved. The
2008 Conference will take place from 16 to
18 May 2008. This should ensure lighter,
warmer evenings in which to enjoy the water
sports, golf and barbeque facilities that the
venue has to offer.
(2) The venue remains the Robinson Executive Centre,
Wyboston, Bedfordshire. The majority of attendees agreed that the facilities, food and
accommodation were all excellent. Furthermore, the information technology and video
facilities have been replaced.
(3) The speakers are booked. An equally fascinating
but quite different programme of speakers
has been agreed.

 2007 Acupuncture Association of Chartered Physiotherapists

(4) The number restrictions will remain, owing to the
constraints of the size of the venue. If we choose a
bigger venue, the price nearly doubles.
(5) Booking will start in January 2008, so please book
early to avoid disappointment. You can book by
credit card to secure your place (Tel: 01733
390012).
(6) The theme will remain the integration of acupuncture
within varying areas of physiotherapy interest. The
feedback from Conference 2007 confirmed
that this was what the membership wanted.
(7) Your attendance is welcome and encouraged. The
majority of feedback stated that, ‘‘It was the
best Conference yet.’’ As a member-centred
organization, we will endeavour to supply
what the members ask for . . . within reason!
AACP Conference Team
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AACP ANNUAL CONFERENCE
16 - 18 MAY 2008

ROBINSON EXECUTIVE CENTRE, WYBOSTON, BEDFORDSHIRE.

THE FIVE PRINCIPLES

Professor Thomas Lundeberg
Dr Peter White
Jane Dixon
Dr Panos Barlas
Dr Nadine Foster
Dr Hugh MacPherson
Jennie Longbottom
Professor Walter Zieglgänsberger
Neil Quinton
Andrew Andrews
Kim Wager
Sue Cox
Tom Lawrence

Supported by CSP and Physioﬁrst
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Regional reports

East Anglia
After some initial teething problems, I’m gradually establishing a workable communication system through e-mail, which enables me to inform
members about training opportunities in our area
(Fig. 1). However, there are still quite a few
people for whom I don’t yet have any e-mail
contact details. If you are one of them and would
like to be included, please forward your e-mail
address to me. It’s been great to receive your
comments, queries and support on a range of
issues, so many thanks to everyone who has
contacted me.
The first continuing professional development (CPD) evening at the AACP office in
Peterborough took place on 14 March. Jennie
Longbottom ran a session on clinical reasoning
that went down extremely well. It was lovely to
see so many people there, one from as far afield
as Billericay! The topic for the next meeting on
16 May was scheduled to be electroacupuncture.
Ideas for future meetings include pelvic pain,
acupuncture and pregnancy, headaches, and
depression and anxiety. My intention is to make
the most of the facility in Peterborough, but also
to organize some sessions at other venues
around the west of East Anglia area, so if you
have the ideal venue and would like a local
meeting, please do contact me.
‘‘What about the east of East Anglia?’’ I hear
you ask. Well, I’m delighted to tell you that
Lynne Fanning is joining me as the alternate
representative for the area. Lynne is based in the
Norfolk area and you’ll hear from her in the
next edition Journal, but if you want to

Figure 1. Debbie Yates.
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contact her in the meantime, her e-mail is
<Lynne.Fanning@nwmhp.nhs.uk>.
Our plan is to divide the area into east
(Cambridgeshire, Bedfordshire and Hertfordshire) and west (Norfolk, Suffolk and Essex) for
the purpose of local interest meetings and
events, but work together to keep you all
informed of what is going on around the whole
area. (If you aren’t being kept informed, please
give me your e-mail address!)
If you haven’t checked out the new AACP
website (www.aacp.uk.com), courses are now
being advertised there, as well as there being lots
of other information, so have a look.
I hope you have a great summer and look
forward to hearing from you!
Debbie Yates

Jersey
I have volunteered to be the area representative
for Jersey, and hope to make contact with any
physiotherapists practising acupuncture within
the Channel Islands. Anyone who’d like to volunteer to share this role would be welcomed.
I’ve worked in Jersey for nearly 5 years in
neurology, but I’m interested in all areas of
physiotherapy using acupuncture as a treatment
modality. I’ve been practising acupuncture since
1998, when I completed the basic course at my
last place of work in Burton-on-Trent. I’m presently completing a pilot study with one of my
colleagues. This looks at whether acupuncture
can assist in alleviating fatigue in multiple
sclerosis. A big thank you to everyone in AACP
who has advised us, especially Panos Barlas, our
supervisor.
We plan to continue with an in-service training
programme that we organize over the year within
the physiotherapy department. These sessions
include feedback from courses people have
attended, but also case studies and practical
sessions. At our next session, we hope to discuss
the possibility of arranging an intermediate
course at Jersey.
15

Regional reports
If you’d like to contact me, please get in touch
by e-mail.
Sally Lyons

London
I have recently taken on the responsibility of
being the regional representative for London,
and I’m excited to have this opportunity to
contribute to the Association and help organize
activities for the local interest group (Fig. 2).
I am a physiotherapist working in both community and outpatient settings in the National
Health Service (NHS). I obtained my physiotherapy degree from the Hong Kong Polytechnic
University in 2002, and underwent my fundamental acupuncture training there as well as at
the Beijing University of Chinese Medicine. I
have a strong interest in acupuncture and have
been practising this treatment modality since my
graduation.

anyone out there who would still like to get in
touch to give me more food for thought, you’re
most welcome to contact me.
I’ve been a bit delayed in pulling everything
together because I’m stuck in the middle of a
restructure at work (sound familiar, anyone?).
Things should settle within the next couple of
weeks and I’ll then get things moving again.
Please bear with me since I feel that I’m starting
from scratch and it’s quite a big region, so getting
to grips with the geography and trying to coordinate everything is no easy task! It seems that
there are a few people who are a little isolated in
terms of their acupuncture practice, and it would
be nice if we could ultimately link these people
up to form special interest groups or maybe they
could join existing ones. My aim is to arrange at
least a couple of events in the region this year,
and if anyone has ideas about suitable venues,
then it would be great if you could get in touch.
I hope you’ve discovered the new AACP
website, which is a great source of information
generally and where you’ll be able to find courses
that are running in the region.
I’ll be in touch soon with those of you who
e-mailed me, but as I said earlier, it would be
great for others to get in touch.
Bye for now.
Trish Bailey

Figure 2. Tat Hei Luk.

Midlands West

Because I’ve just started in my role as the
London representative, I’d like to build up a
contact database of members in our area. I’d be
grateful if you could send me an e-mail so that I
can keep you informed about any upcoming
activities. Moreover, your ideas regarding any
CPD activities would be greatly appreciated.
I look forward to hearing from you!

Hello all, I have volunteered as the new regional
representative for the West Midlands region (Fig.
3). I was born and raised in Birmingham, and
after a 10-year career in the automotive industry
as an information technology/logistics analyst
and part-time fitness coach, I retrained at the
University of Birmingham to become a chartered

Tat Hei Luk

Midlands East
I would like to start by thanking the members
who contacted me after my message on the iCSP
website. I got some ideas about what sort of
activity already goes on in the region and others
about what people would like to see. If there’s
16
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physiotherapist and an accredited member of the
AACP.
On a non-professional front, some life highlights for me include: flying a biplane over the
Malvern Hills; supervising a teen camp in
Oxfordshire; going to the Arsenal versus
Barcelona Champions League football final and
after party in Paris for free; and dining with
friends while watching the sun set in Pangea,
Marbella, Spain, or Café Del Mar, San Antonio,
Ibiza. Other high spots include an activity weekend in Newry involving rock climbing, archery,
bouldering, kayaking and jet skiing, and spending
time with my 90-year-old grandmother in
Barbados, who, no matter what’s occurred in
your life, she’s done it all, thrice, and has a story
to prove it!
Introduction to Acupuncture courses are
currently being successfully run at City Hospital
where I work, and over 20 physiotherapists here
will soon be AACP members. We’re also in the
process of setting up clinical interest groups,
which is a great way of enhancing your evidencebased knowledge, hands-on experience and
continuing professional development.
I have a passion for raising the profile of
acupuncture and physiotherapy within the wider
community, and I’m currently in the process of
establishing links with physiotherapists in the
public and private sector. Moreover, there are 16
primary care trusts and 652 hospitals in the West
Midlands region. This is a big challenge, but it’s
one we regional representatives relish, feeling
that it’s crucial in improving communication
between the AACP and its members. This can
only be achieved with your help, so if you’re
interested in being a single point of contact to
exchange information between the Association
and your place of work, if you’re involved in any
clinical interest group(s) or simply if you want to
make general enquiries, please e-mail me at
<midlandswest@aacp.uk.com> or contact the
AACP office via the website.
I look forward to hearing from you all soon!
Jamie Holder

North East of England
I volunteered to be the North East representative after spending years trying to encourage
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Figure 4. Karen Ogle.

Kam Mak-Wah to restart a previous clinical
interest group (Fig. 4). At present, I have little
experience at this, so if anybody would like to
help out, act as a speaker or be my alternate, then
please get in touch.
I work in Morpeth, Northumberland, but have
worked mainly in the Tyne and Wear area. I’ve
used acupuncture since qualifying in 1996, after
Kim Roberts carried out acupuncture on my
aching knee as a student. The pain disappeared
miraculously, and Kim told me that I should
come to work for her upon qualifying and that
the first postgraduate course would be acupuncture. I did this, and to coin a phrase, it has
become an invaluable addition to my physiotherapy tool-box.
We ran our first regional meeting on
29 March, following Conference, with an excellent guest speaker, Bryan Rouse. Bryan gave us a
brief but comprehensive overview of traditional
Chinese medicine acupuncture and stress, and all
who attended said they would definitely like to
hear more from him. The date of our next
meeting hasn’t yet been agreed, but it should
happen in September and will feature another
brief overview, this time on the topic of Korean
hand therapy. Details will be posted on the
AACP website as soon as I’ve been given a date
by our speaker. Places will be allotted on a
first-come, first-served basis, so if you’re interested, do get in touch.
Finally, to reiterate: get in touch, get involved,
let me know what others are doing in the region
with regard to CPD, and remember, I do still
need an alternate officer. I hope to see a lot of
you soon at our meetings.
Karen Ogle
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North West of England

Northern Ireland

It was good news when Carol Shapley volunteered to represent the North West: the North of
England did seem too vast to be just one region.
When the e-mail was sent out asking for more
representatives, I replied, saying that I would
help if I could be useful on the west coast of
Cumbria (Fig. 5). I went to a representatives’
meeting at AACP headquarters in Peterborough,
and found it interesting to see how decisions are
made and how the system works. Carol seemed
happy for me to help her out in the Cumbrian
area, so here I am, the North West alternate!

It has been a busy time for me because a change
of role at work has meant that I’ve had to do a
bit of learning on the job, with all that this
entails. On the acupuncture side of things, I’ve
had responses from most of the trusts in
Northern Ireland, and the general consensus is
that we should formalize some sort of working
group to disseminate and gather information
from across the province. Therefore, further
work will be carried out over the next few
months to foster this improved communication
network.
I’m still looking for an alternate representative
for the region, but my appeals have fallen on
deaf ears. Maybe another appeal in the Journal
could work! As we develop the new communication network, perhaps someone will become
obvious as an alternate and then I can volunteer
their services!
Further work is being carried out to reconfigure the Introductory Acupuncture module at the
University of Ulster. It’s hoped that this will be
passed to the Education Committee in the very
near future so that we can have the course up
and running again. There has been a good deal of
interest in the introductory course in Northern
Ireland, and much effort has been put in to
arranging a course locally with little result. I hope
that this will be addressed in the very near future.
In the meantime, I’m developing a mailing list
for those people who have contacted me with an
interest in doing a course, and I’ll let them know
when there is any change in the situation. If
you’d like to be put on the mailing list, please
forward your e-mail address to me.
Finally, to reiterate, if anyone’s interested in
becoming an alternate member for the region,
please feel free to contact me to find out what’s
involved.

Figure 5. Dianne Allan.

I work in a private practice alongside two
other physiotherapists, one of whom practises
acupuncture and is also an AACP member. My
original training was with the Society of Biophysical Medicine 23 years ago and I joined the
AACP a few years later.
I have a list of Cumbrian hospitals, and I’ll
contact them by mail when the standard, recommended letter has been circulated. I hope to
build better communications in the area. I’m very
happy to answer any queries from anyone in
Cumbria. If I don’t know the answer straight
away, I’ll endeavour to find out.
A local acupuncture interest group convenes
at the Cockermouth Cottage Hospital about
three times a year, and I’ll be giving a talk about
AACP at our next meeting. Please let me know
of any other meetings or courses in Cumbria
so that the information can be passed on to
interested people.
I’ll also repeat Carol’s call for more local
representatives since the more we communicate,
the more effective we can be.
Dianne Allan
18
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Scotland
It’s all change here at the moment. As you’ll
recall from previous reports, Carol and I
intimated that we would be hanging up our
representative boots this year because, after
5 years or so, it’s definitely time for some new
blood to take over the reins (Fig. 6)! Carol has
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now stepped down and is off enjoying a break in
France. I’m still here till September since I
agreed to be Chair of the Regional Representatives Committee for a year. As yet, I haven’t
found anyone to replace me as Scottish representative (I have been trying!), so I’d be delighted to
hear from anyone who is enthusiastic about
furthering their acupuncturing experience by
promoting and being more involved with
AACP – it’s an excellent way to expand your
professional boundaries!
Wearing my Regional Representatives Chair
hat now, I’d like to take this opportunity to say a
very big thank you to Carol Stevenson, my best
regional representative buddy, for all the hard
work, commitment and enthusiasm that she’s
put into the role, and for the fun we’ve both had
together while organizing events. During our
time in office, AACP has undergone huge
changes and developments that have been very
exciting and challenging to be involved in, and
it’s also been a great learning experience for us. It
has been a real privilege to represent the Scottish
membership and to have got to know so many of
you over the years, either through e-mailing
about various queries or meeting you at courses
and so on, and we’d like to say thank you to all
of you for your support.
Now, before reaching for another box of
tissues . . . it’s with great pleasure that I welcome
Theresa Sheldon as a new Scottish representative. Theresa works at Edinburgh’s Royal
Infirmary and has been practicing acupuncture
for 8 years. She set up an acupuncture clinical
interest group within the physiotherapy department there, and her area of special interest is
hand rehabilitation.
At the time of writing, Theresa and I are
meeting to plan some events for the membership
that will take place later this year. So far, we’re
proposing a 40-Hour Top-Up Course with Chris
Norris, a one-day course with Lynn Pearce and
perhaps an evening event to top up CPD hours.
Information about these and any other events
will be posted on the website, so remember to
check! Also, if you’re running any courses in your
area, please e-mail the AACP webmaster
(webmaster@aacp.uk.com) with details so that
these can be put up on the website. This is
essential to let everyone in AACP know what is
going on and where; it also keeps the member 2007 Acupuncture Association of Chartered Physiotherapists

Figure 6. Marna Howie.

ship informed, and even more importantly,
the regional representatives! If you have any
ideas or suggestions that you would like to
make, please get in touch with either Theresa or
myself.
There is a Foundation Course being run in
Stirling with Val Hopwood and Sara Jeevanjee in
August (see website – at the time of writing,
there are still places available). Also, Annie Griffiths in Aberdeenshire is currently organizing
an AACP Musculoskeletal Roadshow for the
northern area with our Business Manager,
Sharon Thomas, which is great news because this
is a really good event and nothing like it has been
done before in the north. So, let’s hope it’s well
supported. Well done, Annie!
To return to the subject of the 40-Hour
Top-Up Courses and statutory regulation, it
would appear that the Government have now
moved the deadline again, and it will be 2010
instead of 2008 before this comes into force.
This is good news in that it gives those who have
let their AACP membership lapse, or have never
joined, a longer opportunity to make up their
hours to those required for statutory regulation
(80 h). So, please encourage your non-AACP
acupuncture colleagues to take up the 40-Hour
Top-Up Courses. It would be a great loss to
these physiotherapists professionally and also to
their patients, who would lose out in service
provision, if they were no longer permitted to
carry on performing acupuncture after statutory
regulation is enforced.
And finally, I would like to say a big thank
you to those of you who have responded to
the letter we sent out to the various health
boards requesting a contact person’s name and
e-mail address in your department. We’ve had
a good response so far, so keep them coming
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in – it’s very encouraging for us and much
appreciated. All the regional representatives in
the UK are doing this, and our aim is to
establish closer links between AACP and its
membership. We hope that having named contacts will enable us to disseminate information
and generally have a quicker two-way system of
communication.
The opportunties for physiotherapists practising acupuncture continue to develop, so keep
focused and enjoy your practice!
Have a great summer! I hope to see you at
some of our events!
Marna Howie

South Central England
Hello to everyone and welcome to new members. Please continue to contact me with any
enquiries regarding training, CPD, or finding
other members in your area to discuss matters
with or arrange meetings. You can contact me
or my alternate, Carolyn Neeson, through our
website <www.sthcentralaacp.bravehost.com/
index.html> or via the AACP website.
A successful CPD day with Val Hopwood
took place at the Alderney Hospital, Poole, on
26 February. At the time of writing, a local
interest meeting is also planned to be held at the
Alderney Hospital on 17 May. Please check the
websites for details of any courses being run in
your area.
Christine Yerbury

South Wales
I am Dave Graham-Woollard, a Senior Outpatient Physiotherapist working at Morriston Hospital, Swansea, in private practice and as the
Senior Physiotherapist at Llandovery RFC –
who, at the time of writing, have just made it to
the final of the Konica Minolta Cup at the
Millennium Stadium in Cardiff – so when this
comes out, my qi will either be seriously
enhanced or depleted, depending on which way
it goes in the final!
It’s my first year as Regional Representative
and I haven’t quite got into the swing of it yet,
but I hope to organize events, including the
40-Hour Top-Up Course and the Musculoskel20

etal Roadshow, in the next 12 months. We run
an acupuncture special interest group at my
Trust and another aim for the year will be to
organize some evening events based on this
format – watch the website for details.
Obviously, I would appreciate any and all
assistance in this role, including ideas for events,
offers of help and any useful information. In line
with the other regional representatives, I hope to
develop a network between all the NHS trusts
and as many private practices as possible in order
to improve information pathways. So please
contact me, if you’re able and willing to be the
contact at your place of work. It would make my
life easier and allow for a more personal touch.
Finally, to anyone running events that they
think AACP members in Wales would be interested in, please get in touch.
Dave Graham-Woollard

South West of England
Devon, Somerset and Bristol
I have now attended three regional representatives meetings, the last by teleconference (Fig. 7).
On each occasion, we collectively felt that a solid
foundation for networking is taking shape. This
will assist members with all matters pertaining to
acupuncture and promote a vibrant clinical
group. However, we need your help, and the
best way in which you can do this is by
communication.
In the Devon area, we have a thriving special
interest group within the local NHS trusts
(25 members plus) who meet four times a year
at Honiton Hospital, Honiton, from 13.30 to
16.00 h. Case studies, peer review, reflective
practice and practical sessions are all catered for.
For more details, contact Nicola Parfitt
(nicola.parfitt@eastdevon-pct.nhs.uk).
I have also set up a similar special interest
group for Ministry of Defence personnel in the
South West, meeting at the Commando Training
Centre Royal Marines, Lympstone. Civilian practitioners are also welcome to attend (we currently
have in excess of 20 practitioners registered
already). We plan to meet two or three times a
year from 13.30 to 16.00 h, but may consider
evening sessions should afternoons prove to be
difficult. If you’re interested, you’re most
 2007 Acupuncture Association of Chartered Physiotherapists
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Figure 7. Mike Chapman.

welcome to contact me at <chaps@
oldcuriosity.fsnet.co.uk> for more details.
I think the message is clear: there is profound
interest in this speciality. Regular attendance at
these sessions alone qualifies as required CPD
for AACP members, but primarily, it allows
like-minded people to interact and exchange
ideas. To that end, can I ask for some feedback
from our members. The South West is a huge
area, and I’m sure that there are many other such
groups that are well-organized and supported. It
would be helpful to know where they are, so
please get in touch.
Penny Keen has kindly organized 40-Hour
Top-Up Courses at Torbay Hospital, Torbay, on
18–19 July and 5 September. This is an ideal
opportunity for local practitioners to attain the
necessary educational requirement for full AACP
membership, so thanks to Penny for her proactive efforts. It’s important that non-AACP
members are privvy to this information, so if
you’re aware of anyone who needs to know,
please tell them. For more details, visit the
AACP website and access ‘‘Training’’, or e-mail
<sec@aacp.uk.com>·
Regional representatives are currently finalizing boundaries by postcode.
Devon, Somerset and Bristol should incorporate the following: BA1–20, BS1–49, EX1–34,
PL2–30 and TQ1–14. Should you reside or work
in any of the above areas, please feel free to
contact me.
For those of you with the following postcodes
in Cornwall, PL ‘‘west of the River Tamar’’
and TR1–27, contact Averil Bainbridge
(averil.bainbridge@tiscali.co.uk).
Remember: please communicate!
Kind regards to all members.
Mike Chapman
 2007 Acupuncture Association of Chartered Physiotherapists

Cornwall
Since Mike Chapman and I came on board as
joint representatives for the South West Region
in November 2006, there has been a great deal
of discussion regarding our role within the new
AACP and about education issues (Fig. 8). I
hope to understand the current situation soon
and be able to report back to members in
Cornwall.
You may be aware that there will be no more
Ashi News; see ‘‘Hot News’’ on the AACP
website instead.
Mike and I will be writing to all NHS departments in Cornwall with information regarding
changes for registration with the Health Professionals Council and the need for 40-Hour
Top-Up Courses. Please pass on the information
to anyone you may know working solely or partly
in private practice.
In Cornwall, I know of regular meetings at the
Mobility Centre at Treliske, Truro. The next one
was scheduled for April. These are an opportunity to discuss professional issues, practice
issues (e.g. interesting treatment scenarios), published articles, adverse reactions and CPD, and
have lively debates. There are so many changes
afoot that we need to keep up and promote
adequate communication. For information
regarding these meetings, contact Janine Browne
(janine.browne@RCHT.cornwall.nhs.uk).
If anyone has an idea that they want to pursue,
please bring it up at the next meeting in Truro, or
contact me or Janine.
I don’t know what else is going on in the
county with regard to either formal or informal
meetings of members, so please let me know
about any.
The Association are planning a Roadshow
Day in Bristol at the University of the West
of England in September 2007. Check out

Figure 8. Averil Bainbridge.
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‘‘Hot News’’ on the website for up-to-date
information.
Please let me remind you to contact
<sec@aacp.uk.com> if you have any comments
on the new-look Journal, the website or anything
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related to acupuncture practice.
Regards to you all.
Averil Bainbridge
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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
Debbie Yates

gadebah@waitrose.com

01480 462112

Jersey
Sally Lyons

S.Lyons@health.gov.je

07797 816522

London
Tat Hei Luk
Vacant

tathei80@yahoo.co.uk
–

07886 126569
–

Midlands East
Trish Bailey

trish.bailey@virgin.net

01332 881229

Midlands West
Jamie Holder

Jamie.Holder@swbh.nhs.uk

07915 615625

North East of England
Karen Ogle

karenphysio@aol.com

01670 511930

North Wales and Chester
Vacant

–

–

diannedonallan@yahoo.co.uk
carol.shapley@btinternet.com/
carol.shapley@centrallancashire.nhs.uk

01946 820483
01772 644520

dp.kerr@ulster.ac.uk

028 9036 6608
01475 520444

Theresa Sheldon

marna.howie@irh.scot.nhs.uk/
marna.howie@btinternet.com
treezsh@yahoo.com

01506 834148

South Central England
Christine Yerbury

jtyerb@btinternet.com

01425 461497

South East of England
Vacant

–

–

South Wales
Dave Graham-Woollard

dgwphysio@hotmail.com

01792 537648

Averil.bainbridge@tiscali.co.uk/
Averil.bainbridge@RCHT.cornwall.nhs.uk
chaps@oldcuriosity.fsnet.co.uk

0121 286 8243

North West of England
Dianne Allan
Carol Shapley
Northern Ireland
Danny Kerr
Scotland
Marna Howie

South West of England
Averil Bainbridge
Mike Chapman
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CLINICAL COMMENTARY

A physiological underpinning for treatment progression of
Western acupuncture
Lynley Bradnam-Roberts
Movement Neuroscience Laboratory, University of Auckland, Auckland, New Zealand

Abstract
Many physiotherapists use acupuncture to treat musculoskeletal conditions using an approach
that has become known as Western acupuncture. Segmental acupuncture is useful for
nociceptive pain; however, complex chronic pain problems are not so easily treated with this
simple method. For progression of treatment and for conditions of a chronic nature,
acupuncture could be used to activate the sympathetic nervous system and higher centres within
the brain to influence chemical changes in the brain and body. An understanding of chronic
pain mechanisms and how acupuncture may affect the brain could offer an alternative method
of treatment progression for physiotherapists practising acupuncture. The specificity of point
selection to influence brain activity is still unclear. Future research may prove or disprove the
theories outlined by the present author.
Keywords: physiological mechanisms, treatment progression, Western acupuncture.

Western acupuncture
Physiotherapists using acupuncture to treat musculoskeletal pain often approach therapy from a
‘‘Western’’ biomedical perspective, and this
method has become known as Western acupuncture (Filshie & Cummings 1999). Western acupuncture knowledge is underpinned by the
disciplines of anatomy, neurophysiology and
pathology. An orthodox medical model is used
to diagnose the patient’s condition, and acupuncture treatment is implemented on the basis of the
neuroanatomical principles of acupuncture point
selection (Filshie & Cummings 1999). Recent
advances in the understanding of pain neurophysiology and acupuncture mechanisms suggest
that there is a scientific basis for Western
acupuncture, and would appear to support its
use (Andersson & Lundeberg 1995; Filshie &
Cummings 1999; Carlsson 2002; Lundeberg &
Stener-Victorin 2002). Andersson & Lundeberg
Correspondence: Lynley Bradnam-Roberts MHSc(Hons)
DipPhty(Auck) ADP(OMT), Movement Neuroscience
Laboratory, University of Auckland, Private Bag
92019, Auckland 1142, New Zealand (e-mail:
l.roberts@auckland.ac.nz).
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(1995) and, more recently, Lundeberg &
Stener-Victorin (2002) have proposed that
acupuncture stimulates receptors in skeletal
muscles that activate neuronal centres within the
brain. In turn, this influences physiological outputs such as autonomic outflow, and endocrine
and immune functions, initiating analgesic pathways in the central nervous system (CNS)
(Andersson & Lundeberg 1995; Lundeberg &
Stener-Victorin 2002).
Acupuncture needles can be applied segmentally, whereby points are chosen in order to
activate afferent nerve fibres that share innervation with the damaged tissues or the area of pain.
Points situated in proximity to the injured body
part induce a strong segmental pain inhibitory
effect (Andersson & Lundeberg 1995). Needles
can also be inserted extrasegmentally into points
around the body that are remote from the
injured or painful site, often in the hands or feet.
According to Barlas et al. (2006), a combination
of proximal (local) and extrasegmental (distant)
points is commonly used in clinical practice.
A problem with the Western approach has
been in deciding how and when to progress
treatment, and how to modify treatment to
25
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improve effectiveness. Historically, practitioners
have used the parameters of time and intensity as
progressions, with the usual methods being:
adding more needles; leaving these in situ for
longer; applying a greater intensity of stimulation; or increasing the number of treatments.
Much of this was applied with limited knowledge
of the underlying physiological mechanisms or a
clear clinical reasoning process. In many cases,
particularly for acute nociceptive pain, a simple
segmental approach is successful. However,
when the patient’s condition has become
chronic, alterations in the processing of afferent
information within the spinal cord and brain may
mean that local needling to induce segmental
effects will, for various reasons, be less effective
(Lundeberg 1999; Lundeberg & Ekholm 2001;
Lundeberg & Stener-Victorin 2002).
Anecdotal evidence has suggested that many
practitioners switch to the traditional Chinese
acupuncture (TCA) paradigm when faced with a
recalcitrant problem in the belief that the efficacy
of acupuncture under the Western model had
been exhausted. A greater understanding of pain
neurophysiology and acupuncture mechanisms
may allow the practitioner to continue to treat
chronic conditions using the Western model with
greater success and surety of prognosis by using
different neural pathways within the CNS
(Andersson & Lundeberg 1995; Lundeberg &
Stener-Victorin 2002). A clinical reasoning
model for Western acupuncture has been proposed, but not tested by primary clinical research
(Bradnam 2003, 2007).

Using the sympathetic nervous
system to progress treatment
One method that is suggested by the above
model of treatment progression is to turn to the
sympathetic nervous system (SNS), which may
be underactive and thereby delay healing, or
alternatively, overactive, with associated signs
and symptoms. The SNS can be stimulated
segmentally using Bladder (BL) meridian and
Huato Jiagi points over the appropriate levels of
the thoracic and upper lumbar spinal column
(Bradnam 2003, 2007). High-intensity stimulation will increase sympathetic tone, increasing
blood flow to the muscles (Carlsson 2002),
which may be useful in a chronic, slow-healing
26

musculoskeletal condition. Indeed, it was shown
by Hsu et al. (2006) that 2-Hz electroacupuncture
(EA) applied to BL15 increases heart rate and
pulse rate, and decreases skin conductance over
acupuncture points on the upper limb, all signs
of increased sympathetic outflow. This experiment was undertaken on healthy volunteers and
the above authors compared the experimental
group to a sham EA group. Alternatively, when
patients exhibit signs of an overactive SNS (e.g.
oedema, sweating and severe pain; Longbottom
2006), low-intensity stimulation may decrease
sympathetic outflow and reduce the secretion
of adrenaline and noradrenaline from the
adrenal glands (Carlsson 2002). An alternative
approach is to stimulate the parasympathetic
system to achieve the same effect. According to
Longbottom (2006), points that influence the
cranial (BL10) and sacral nerves (BL28) stimulate
the parasympathetic nervous system and can be
used in chronic regional pain conditions. Support
for these ideas comes from a study by Wang et al.
(2002), who showed that needling four points
on the scalp around Governor Vessel 20
(Sishencong points) for 30 min to stimulate the
parasympathetic nervous system suppressed
sympathetic activity in healthy humans compared
to control subjects.
In addition, direct needling to the muscle itself
can induce sympathetic outflow, increasing
muscle blood flow. In anaesthetized rats,
Noguchi et al. (1999) found that high-intensity
EA increased muscle blood outflow to a hindlimb muscle following needling. Similarly, blood
flow to the knee was improved following EA to
the vastus medialis muscle in rats (Loaiza et al.
2002). In healthy humans, blood flow to the
tibialis anterior was increased when deep stimulation eliciting de qi was applied for 20 min
(Sandberg et al. 2003). Therefore, to increase
blood flow to a muscle by stimulation of the
SNS, it seems that strong stimulus of the muscle
under treatment is required.

Chronic pain conditions
In order to understand how acupuncture can be
used to treat chronic pain, it is necessary to view
the ongoing pain state as one of stress (Gifford
1998). The stress response drives humans to alter
behaviour in order to facilitate healing. These
 2007 Acupuncture Association of Chartered Physiotherapists
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behavioural responses may include psychosocial
or physiological outputs. The stress response
induces biochemical changes within the brain
and body over time that include the sensory
nervous system and SNS, and also the immune
and endocrine systems (Gifford 1998). Ongoing
central sensitization within the nervous system
and an overactive SNS will continue to drive the
pain state. An ongoing state of stress will suppress the immune system, decreasing T-cell and
natural killer (NK) cell production (Kandel et al.
2000). Hence, physical injury can affect the body
in many ways over and above the tissue processes at the injury site. Therefore, it becomes
obvious that, in order to treat a chronic pain
state and influence this altered physiology, acupuncture must be targeted at the brain, where
the chemical changes are occurring. Repeated
acupuncture treatment applied with the correct
parameters may normalize neurochemical production in the brain to improve the functioning
of the body. Research has demonstrated that
repeated treatments stimulate the synthesis of
various neuropeptides in the brain (Bucinskaite
et al. 1996; Wyon et al. 1998; Lundeberg &
Stener-Victorin 2002). Hence, acupuncture may
be effectively progressed by the Western acupuncturist from simple segmental needling for
acute pain to applying treatment in a manner so
as to activate the brain and its outputs in chronic
pain. Reasoning based on scientific evidence may
avoid the need for physiotherapists to change
their treatment paradigm in order to help these
patients with acupuncture.

Treating the brain
According to a proposed clinical reasoning
model (Bradnam 2003, 2007), any points can be
used in order to stimulate supraspinal effects, but
stimulus intensity must be strong and the treatment time long (30–40 min). Since we are still
gaining the evidence to tell us which points to
use for best effect, the present author suggests
following those suggested by TCA until the
evidence base has been gathered. Although TCA
uses a complex reasoning process to decide upon
a treatment regime, many points are in common
usage and have common features. Most are
situated anatomically below the elbows and
knees, or on the head or face. These have
 2007 Acupuncture Association of Chartered Physiotherapists

become known as distant or distal points. The
extremities have a strong sympathetic nerve
supply, and hence, these points may be more
effective at inducing peripheral sympathetic
responses than points situated elsewhere on the
body. Points on the upper limbs and face, and to
a lesser extent, the lower limbs have a large
representation on the sensory cortex (Kandel
et al. 2000). Strong stimulation of distal points
may create a sensory stimulus akin to a ‘‘loud
noise’’, generating greater firing of neurones
within the brain.
It might be expected that stimulation of these
points would activate a larger area of sensory
cortex and so induce a greater response. Uchida
et al. (2000) supported this idea to some extent in
the rat, when they showed that cortical cerebral
blood flow increased when manual acupuncture
was applied to the cheek, upper arm and paws,
but no change occurred when the back, chest or
lower leg were stimulated. The present author
suggests that a further mechanism rendering
these points powerful may be that they may have
a larger peripheral nerve plexus, so that less
stimulation is required to fire the receptors.
Human acupuncture points were recently
mapped in rats by Li et al. (2004). These authors
found that the points are strongly associated with
the receptive fields of A and C-fibres from both
skin and muscle. Li et al. (2004) proposed that
acupuncture points in humans were likely to be
excitable muscle/skin-nerve complexes with a
high density of nerve endings; therefore, it is
plausible that this density is higher or that
receptive fields are larger in some points in
comparison with or relative to others. Some of
the points around the hands and feet are superficial, and it may be that fascial connective tissue
or the periosteum is directly stimulated, providing a strong and perhaps painful sensation.
In summary, stimulating these points may
create more ‘‘noise’’ or sensory input into the
cerebral cortex. This may mean that these points
are more effective at stimulating neuronal centres
within the brain.

Evidence for strong points and
the brain
Over recent years, there has been an explosion of
research into the effects of acupuncture on the
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human brain using imaging techniques such as
positron emission tomography (PET) scans and
functional magnetic resonance imaging (fMRI)
to assess changes in blood flow. These studies
have been reviewed recently by Lewith et al.
(2005), Campbell (2006) and Dhond et al. (2007),
and the interested reader is referred to these
discussions. It seems that acupuncture applied to
several points (all of them colloquially referred to
as ‘‘strong points’’) stimulates brain activity in
both the cortical and subcortical regions. This
activation seems to be relatively non-specific and
is closely related to areas activated by painful
stimuli, through what is known as the pain
matrix (Lewith et al. 2005). In addition, the
regions activated by acupuncture are also closely
related to those areas mediating placebo analgesia and expectation (Lewith et al. 2005). Dhond
et al. (2007) made the point that the actual effect
of acupuncture itself may not be understood
until studies are performed that use both
positive and negative expectations of acupuncture outcome.
Regardless of how much of the effect of
acupuncture is a result of the needle itself, and
how much can be attributed to expectation and
placebo, there are other aspects of these studies
that must be considered before the findings can
be applied in practice. First, most of the work
was performed on healthy subjects until two
recent studies that are reviewed below. Most
investigations compared a single needle insertion
with a placebo or alternative acupuncture point,
and treatment times were generally short. This
makes the findings somewhat less clinically relevant. Furthermore, it is not known if the
so-called ‘‘strong’’ points activate the brain more
effectively than other points, since only ‘‘strong’’
points have been studied so far. The majority of
experiments have not correlated the changes in
brain blood flow with physiological or psychological outcome measures for pain or sensory
thresholds, and therefore, it is not known if
changes on a brain scan actually signify any
meaningful outcome for patients.

Hypothalamus
Bearing this in mind, research has shown that
acupuncture can increase blood flow to many
brain regions, including the hypothalamus. The
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hypothalamus is an important regulator of body
functions because it is responsible for maintaining homeostasis (Kandel et al. 2000; Cho et al.
2001). Several authors have recently suggested
that acupuncture influences blood flow to the
hypothalamus, stimulating the release of neurochemicals that, in turn, influence organs and
other functions (Andersson & Lundeberg 1995;
Lundeberg & Stener-Victorin 2002).
The points Large Intestine (LI) 4, Lung (LU)
5, Gall Bladder (GB) 34, Spleen (SP) 6, Stomach
(ST) 36, GB40 and Liver (LV) 3 have all been
shown to increase blood flow to the hypothalamus (Wu et al. 1999, 2002; Hui et al. 2000; Biella
et al. 2001; Hsieh et al. 2001; Zhang et al. 2003;
Fang et al. 2004; Yan et al. 2005), as shown by
changes in both fMRI and PET scans. Electrical
stimulation of ST36 in the anaesthetized rat
produces marked expression of the c-fos gene in
the arcuate nucleus of the hypothalamus and
pituitary gland (Pan et al. 1994).
The hypothalamus makes up approximately
0.33% of the total brain mass and is located in
the centre of the brain; it has extensive connections to the thalamus, cerebral cortex, limbic
system and brainstem (Cho et al. 2001). The
primary functions of the hypothalamus are to
integrate and balance autonomic responses,
humoral and endocrine functions, and neurochemical production (Kandel et al. 2000). Other
functions of the hypothalamus include the regulation of emotion, satiety and hunger, body
temperature, bladder function, and reproduction
(Kandel et al. 2000). It is of interest to acupuncturists treating pain that the hypothalamus activates the descending inhibitory pain pathways to
the spinal cord, promoting analgesia. Autonomic
outflow is controlled by the hypothalamus via
the vasomotor centre in the medulla; hence,
central sympathetic responses can be modulated
by acupuncture (Andersson & Lundeberg 1995;
Lundeberg & Stener-Victorin 2002).
The hypothalamus also controls the hypothalamic–pituitary–adrenal and hypothalamic–
pituitary–ovarian axes (Stener-Victorin et al.
1996, 2002). Adrenocorticotropic hormone is
released from the anterior pituitary gland, acting
on the adrenal gland to produce corticosteroids
and opioids. The hypothalamic–pituitary–ovarian
axis influences insulin and blood glucose levels,
and hence, acupuncture may be able to affect
 2007 Acupuncture Association of Chartered Physiotherapists
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both of these systems. Beta-endorphin is also
released from the anterior pituitary gland and
regulates the immune system, increasing the
activity and number of T-cells and NK cells. The
posterior pituitary gland secretes vasopressin,
which serves to regulate blood volume, and
oxytocin, a hormone involved in reproduction
and pain relief (Kandel et al. 2000). It is obvious
that the ability to influence the hypothalamus
with acupuncture offers the possibility of treating
a wide variety of body processes that may be
altered in chronic pain conditions.

Limbic system
Campbell (2006) suggested that acupuncture
effects could be related to the limbic system and
recent imaging studies support this. The limbic
system is where affective and emotional
responses to pain are integrated with sensory
experience (Kandel et al. 2000). Effects on these
areas induced by acupuncture may be important
in attempts to influence chronic pain. However,
there is still some confusion over the effect that
acupuncture has on the limbic system and the
parameters of needling for best effect (Dhond
et al. 2007). Some studies have found that EA
deactivates cortical areas associated with the
limbic system. The points ST36, LI4, LV3, SP6
and GB34 have all been shown to deactivate
areas including the anterior cingulate cortex,
amygdala, hippocampus, putamen and insula in a
single treatment session in healthy subjects (Wu
et al. 1999, 2002; Hui et al. 2000, 2005; Hsieh et al.
2001; Kong et al. 2002; Zhang et al. 2003;
Napadow et al. 2005). However, Yoo et al. (2004)
did not find limbic deactivations using fMRI, nor
did Biella et al. (2001), who used PET scan
imaging; respectively, stimulation of LU5 and
ST36 with manual acupuncture for 25 min
resulted in activation of the limbic region. Hui
et al. (2005) found that the limbic system was
deactivated when de qi was elicited at the point.
However, this switched to an activation of the
same region when the needle response was
painful. This may indicates that the type of de qi
stimulus is important in gaining the desired effect
with manual acupuncture.
The limbic system was also stimulated by EA
in a series of experiments conducted on a rat
model. Repeated applications of EA increased
 2007 Acupuncture Association of Chartered Physiotherapists

concentrations of specific neuropeptides in the
cerebrospinal fluid and hippocampus, while no
changes were shown with manual acupuncture
(Bucinskaite et al. 1994, 1996, 1998).

The motor cortex
Another area of brain research that is in its
infancy but showing promise is the use of
transcranial magnetic stimulation to study the
excitability of the motor cortex following acupuncture. This may have implications for treating
disorders of motor control. These studies have
shown that insertion of needles can induce shortand long-term changes in motor cortical excitability. When Maioli et al. (2006) needled LI4,
they found that the motor cortical area for the
abductor digiti minimi hand muscle was inhibited. However, these authors observed no significant alteration in motor cortical excitability of
the flexor carpi radialis forearm muscle, suggesting that the effects are localized to the region of
the body that is being treated. Interestingly, the
motor cortical areas for both muscles and a third,
the first dorsal interossei, also a hand muscle,
were facilitated following needling applied to a
point in the leg (ST38). Furthermore, Lo et al.
(2005) found that acupuncture to LI10, a point
on the back of the forearm close to the elbow,
resulted in a significant increase in motor cortical
excitability to the area supplying the first dorsal
interossei. These data suggest the acupuncture
stimulus can modulate motor cortical excitability,
and that the effect (excitation or inhibition) is
specific to the investigated muscle and the site of
needle placement. Most interestingly, Maioli et al.
(2006) showed that changes lasted for 15 min
following the removal of the needle stimulus.
These studies seem to support the suggestion
that acupuncture can induce long-term plastic
changes in motor cortical excitability. However,
further studies are needed to clarify the
responses to needling muscles other than those
of the hand, and to make the knowledge clinically applicable by comparing changes in cortical
excitability with motor control outcomes in
patients.

Studies in patients
Two studies have used a patient group to study
the effects of acupuncture on cortical activity.
29

Physiological underpinning for treatment progression
Newberg et al. (2005) used single-photon
emission computed tomography scans from a
group of seven patients with a chronic pain
syndrome of 2 years’ standing and compared
these to a healthy control group. A baseline scan
was obtained, then the patients were needled
using traditional Chinese medicine point selection to choose local and distant analgesic points
based on the location of pain, as reported by the
patients. The acupuncture session lasted between
15 and 25 min, and then the brain scans were
repeated. A similar protocol was followed for the
control group, except that the acupuncture consisted of a standardized set of points. Pain scores
ranked on a 10-point scale were taken before and
after acupuncture. The significant findings were
that the baseline scans of the pain patients
showed asymmetrical activation of the thalami
compared to the controls. This asymmetry normalized itself following the acupuncture treatment. The mean pain scores after the treatment
were statistically significantly reduced (Newberg
et al. 2005). Unfortunately, while this research is
exciting in that it shows a definite change in
cortical activity in patients correlated with a
reduction in subjective pain levels, it is not
known which points were used for each patient,
or how often or strongly the needles were
stimulated. Napadow et al. (2007) used a group of
nine patients with carpal tunnel syndrome and
measured cortical activity using fMRI scanning.
This group of researchers treated the patients
and healthy controls for 5 weeks with acupuncture between scans specifically in order to see if
acupuncture could alter cortical plasticity produced by aberrant afferent inputs. Clinical tests
were also performed, consisting of nerve conduction studies, grip strength, sensory threshold
testing, and testing with Phalen’s and Tinel’s
signs; furthermore, a subjective questionnaire
was completed before and after treatment. Acupuncture was given in a semi-individualized
manner to Pericardium (PC) 7 and Triple
Warmer 5 using EA at 2 Hz for 10 min, followed
by manual needling to points chosen out of
Heart 3, PC3, Small Intestine 4, LI5, LI10 or
LU5. De qi response was always elicited. Patients
were treated three times a week for 3 weeks and
then twice a week for 2 weeks. Following the
5-week period, both subjective and objective
outcome measurements showed significant
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improvements, while abnormal brain activity in
the sensory cortex normalized in comparison to
healthy control subjects (Napadow et al. 2007).

Point specificity and parameters
of stimulation
In terms of needling parameters, some interesting information has come to light. Brain regions
were activated by needles applied to acupuncture
points, whereas, in most studies, the placebo
showed no such activation. These included minimal acupuncture (Wu et al. 1999), real acupuncture applied to sham points (Biella et al. 2001;
Fang et al. 2004) or non-analgesic points (Hsieh
et al. 2001), or tapping the skin at the point with
a von Frey filament (Hui et al. 2005). Wu et al.
(2002) showed that the hypothalamus is weakly
activated by EA applied to a non-acupuncture
point in the leg, close to GB34 and eliciting de qi;
however, it was much less than the activation
following EA to GB34 (Wu et al. 2002).
Supraspinal effects have been suggested to be
related to time and intensity (Andersson &
Lundeberg 1995; Lundeberg & Stener-Victorin
2002). In the study by Wu et al. (2002), the
greater the stimulation intensity (and resulting
de qi), the greater the blood flow activation,
suggesting that the effects are related to intensity. In support of this, Fang et al. (2004) found
significantly greater brain activation when the
needle was stimulated rather than just inserted
into the point. Cerebral blood flow in humans,
as measured by Doppler sonography, increased
with high-intensity manual acupuncture at LI4,
but not with low-intensity stimulation (Backer
et al. 2002). When applying EA stimulation,
Uchida et al. (2000) found that only stronger
stimulation to activate high-threshold muscle
fibres increased cerebral blood flow. Furthermore, Kong et al. (2002) found that manual
acupuncture and EA had opposing effects.
Manual acupuncture applied to LI4 decreased
activity in some brain areas, while EA (3 Hz,
continuous pulse for 30 ms) to the same point
increased activity in other brain regions (Kong
et al. 2002). The above authors concluded that
EA and manual acupuncture modulate effects
via separate pathways. All these findings back
up the suggestion that intensity of stimulation
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is an important parameter to consider when
aiming for supraspinal effects.

Implications for clinical
reasoning and Western
acupuncture
Taking into consideration the body of research
outlined above, it remains unclear if specific
brain areas are selectively activated by different
points. Further study incorporating a direct comparison of the effects of ‘‘strong’’ points with
each other and with other points needs to be
performed on human subjects to support or
refute this suggestion. Differential effects of
acupuncture points were suggested by a study
using manganese-enhanced fMRI in anaesthetized rabbits, whereby it was shown that EA
applied to ST36 for 5 min activated the hippocampus, while EA to GB34 activated the
hypothalamus, insula and motor cortex (Chiu
et al. 2001). Activation of each area became less
specific after 20 min of stimulation. Furthermore, EA stimulation to ipsilateral points led to
bilateral brain activation (Chiu et al. 2001). Perhaps the effect of stimulating for a prolonged
period will result in a more-generalized activation
of the brain. This needs to be investigated
further in human models since it has implications
for treatment duration and specificity of treatment effects.
It seems from the literature that intensity is an
important factor in activating the brain, as is
stimulating acupuncture points and eliciting de
qi. For now, we need to adhere to the idea that
supraspinal effects are time- and intensitydependant, and non-specific, as suggested by
Lundeberg & Stener-Victorin (2002). This may
change with future research. We do know that,
placebo and expectancy aside, several commonly
used points are able to activate the hypothalamus, and perhaps should ensure these are
incorporated into a treatment regime where
descending inputs or hypothalamic influences are
required.
The little research that has taken place in real
patients is encouraging in that it seems to support the premise that changes in cortical blood
flow to brain regions do correlate well with
subjective and objective outcome measurements.
More clinically relevant studies are needed that
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involve different patient groups and document
points used in order to add to the evidence base
for clinicians and researchers alike. Furthermore,
research must be undertaken to demonstrate
whether progressing treatment using Western
acupuncture reasoning will provide a pathway for
the treatment of chronic pain conditions that
may produce better outcomes than prescriptive
treatments or conversion to TCA principles.
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Abstract
Acupuncture is used in the management of fibromyalgia syndrome (FMS) despite the lack of
conclusive evidence for its efficacy. This paper reviews the current literature on the
effectiveness of acupuncture in FMS. In June 2006, the keywords ‘‘acupuncture’’ and
‘‘fibromyalgia’’ were used in a computerized search of all the resources in the National
Electronic Library for Health. The search included only English-language articles that had been
published world-wide in peer-reviewed journals after 1999; no grey literature was reviewed.
Following the literature search, the author completed validity assessment and data extraction.
The studies were not combined for statistical analysis because of variations in methodology.
The search identified four papers that met the criteria: two randomized controlled trials, one
quasi-experimental study and a pilot study. The Critical Appraisal Skills Programme, Standards
for Reporting Interventions in Controlled Trials of Acupuncture and Cochrane guidelines were
amalgamated and modified to critically appraise the studies. The evidence suggests that
acupuncture may have a beneficial effect in FMS; it is not curative, but may be used as an
adjuvant therapy in the management of the syndrome. No recommendation can be given
regarding the prescription of acupuncture for FMS. Furthermore, treatment can result in
temporary minor bruising and soreness, and patients should be informed of this. Further
high-quality research is necessary to provide a definitive answer regarding the efficacy of
acupuncture in the treatment of FMS.
Keywords: acupuncture, fibromyalgia syndrome.

Introduction
Fibromyalgia syndrome (FMS) is a rheumatological condition of unknown aetiology (Sim &
Adams 1998; Millea & Holloway 2000; Cymet
2003; Forbes & Chalmers 2004; Goldenburg et
al. 2004; Mease 2005). Its prevalence has been
reported at 2% in the USA, and it is more
common in females (Wolfe 1995; Goldenburg
et al. 2004). Epidemiological data from the UK is
limited, but an increase in incidence from less
than one in 100 000 to 35 in 100 000 was
reported in primary care between 1990 and 2001
(Sim & Adams 1998, 2003; Gallagher et al. 2004).
Symptoms include widespread muscle pain,
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fatigue, sleep disturbances, early morning stiffness and irritable bowel syndrome (Ledingham
et al. 1993; Lashley 2003; Mease 2005). Diagnosis
is based on the American College of Rheumatology criteria (Wolfe et al. 1990). These standards
were defined for research purposes and serve as
a guideline for clinical diagnosis since the presentation of FMS is variable (Mease 2005). In
Europe, the syndrome has a significant economic
impact, with the average annual disease-related
total societal costs per patient being V7813
(Boonen et al. 2005); the comparative cost for
chronic low back pain is V8533 (Boonen et al.
2005).
Current research into the pathogenesis of FMS
remains inconclusive. There is a neuroendocrine
link, but there is still controversy as to whether it
is a cause or effect of FMS (Gupta & Silman
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2004; Gerwin 2005). Accumulating evidence suggests that peripheral tissues may initiate and/or
maintain central sensitization in FMS (Price &
Straud 2005; Straud 2006a, b). The lack of an
aetiology has spawned numerous management
strategies in an attempt to provide patients with
symptomatic relief. Research suggests that a
multidisciplinary approach consisting of patient
education, cardiovascular exercise, cognitive
behavioural therapy and selective serotonin
reuptake inhibitors may be clinically beneficial
(Sim & Adams 2002; Goldenburg et al. 2004;
Arnold 2006; Gur 2006). Many frustrated
patients with FMS turn to complementary medicine, and acupuncture has proved to be a popular
choice (NHSCRD 2001; Holdcraft et al. 2003;
Noller & Sprott 2003).
Despite its popularity, the effectiveness of
acupuncture in FMS remains unclear since many
studies are of poor methodological quality
(Berman et al. 1999). Technological advances, the
Standards for Reporting Interventions in Controlled Trials of Acupuncture (STRICTA) guidelines and a greater appreciation of the intricacies
of an acupuncture prescription have all been
involved in attempts to improve the quality of
research (MacPherson et al. 2002; Johnson 2006).
The aim of the present paper is to review the
current literature on the effectiveness of acupuncture in FMS.

Materials and methods
In June 2006, the keywords ‘‘acupuncture’’ and
‘‘fibromyalgia’’ were used in a computerized
search of all the resources in the National Electronic Library for Health (NELH). The search
was limited to English-language articles that had
been published world-wide in peer-reviewed
journals. Articles written in English were selected
to avoid misinterpretation (Ezzo et al. 1998). No
grey literature (e.g. editorials and conference
proceedings) was reviewed because it would not
be subject to methodological scrutiny and could
introduce bias. Clinical databases in the NELH
include EMBASE: Rehabilitation and Physical
Medicine (1996 to date), the Cumulative Index to
Nursing and Allied Health Literature (CINAHL;
1982 to date), MEDLINE/PubMed (1996 to
date), the Cochrane Library, and the Allied and
Complementary Medicine database (AMED;
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1985 to date). The initial search identified a
non-systematic literature review that was published in 1999 (Berman et al. 1999), and therefore, it was necessary to refine the search to
include only articles published after 1999. Crossreferences from articles supplemented the
review.
The search produced four papers – two randomized controlled trials (RCTs), one quasiexperimental study and a pilot study – that met
the criteria (Sandberg et al. 1999; Assefi et al.
2005; Martin et al. 2006; Singh et al. 2006).
Currently, four RCTs investigating the effect of
acupuncture in FMS are in various stages of
completion (www.clinicaltrials.gov; www.nrr.nhs
.uk). These studies will not be discussed in the
present paper. The Critical Skills Appraisal Programme, STRICTA and Cochrane guidelines
were amalgamated and modified to critically
appraise the studies (Table 1) (Van Tulder et al.
1997; MacPherson et al. 2002; PHRU 2006).
Table 2 provides guidance on the usage of the
modified critical appraisal tool. This tool had to
be modified to include criteria specific to acupuncture interventions; for example, reporting of
needle placement, needle depth, needle design,
needle stimulation and needle retention time.
The studies were not combined for statistical
analysis because of variations in methodology
(e.g. the acupuncture intervention, the heterogeneity of the sample and the outcomes
measures used). Following the literature search,
the present author completed validity assessment
and data extraction.

Results
Four publications met the inclusion criteria, and
these are listed in hierarchical order of methodological quality (Table 3).
The average age of the subjects was 48.9 years,
with females making up the majority of the
sample. Patient characteristics are described in
Table 4.
An overview of the studies reviewed, including
the methodological score and outcome measures
used, can be seen in Tables 5–8.
Martin et al. (2006) used electroacupuncture
(EA) to treat the intervention group (n=25) and
non-invasive simulated EA on the control group
(n=25). The above authors noticed significant
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Table 1. Modified critical appraisal tool
Heading

Number

Possible
score

Question

Design

1

Did the study have a clearly focused question? The results must be relevant to the aims of the study

1

Sample
selection

2
3
4
5
6
7

Were the eligibility criteria specified?
Was a method of randomization performed?
Was the treatment allocation concealed?
Were the groups homogeneous at baseline?
Was a control group used?
Was the sample size for each group described?

1
1
1
1
1
1

Intervention

8
9
10
11
12
13
14
15
16
17
18
19
20
21
22
23

Was the style of acupuncture described?
Was the rationale of treatment described?
Were literature sources used to justify rationale?
Was the point selection described?
Were the number of needles used mentioned?
Was depth of needle insertion mentioned?
Were the elicited responses of needling described?
Was the method of needle stimulation described?
Was the needle retention time described?
Was the needle type described (e.g. length and make)?
Was the number of treatment sessions mentioned?
Was the frequency of treatment session described?
Was the practitioner’s background (e.g. training and experience) mentioned?
Were co-interventions avoided or comparable?
Were the intervention and control procedures explicitly described?
Was the control intervention appropriate (e.g. sham, inert and non-penetrating)?

1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1

Blinding

24
25
26

Was the patient blinded?
Was the provider blinded?
Was compliance acceptable?

1
1
1

Outcome
measures

27
28
29
30
31
32
33
34
35
36
37
38
39

Was the outcome assessor blinded to the intervention?
Were the outcome measures relevant?
Were the outcomes measures used validated?
Were the outcome measures used reliable?
Were adverse effects described?
Was the withdrawal/drop-out rate described and appropriate?
Was there a short-term follow-up?
Was there a long-term follow-up?
Did the analysis include intention-to-treat analysis?
Were the point estimates and measures of variability preserved for primary outcome measures?
Was the statistical analysis of the results appropriate?
Were the results meaningful?
Can the intervention be replicated?

1
1
1
1
1
1
1
1
1
1
1
1
1

Total

differences between the intervention and control
groups in the total Fibromyalgia Impact Questionnaire (FIQ) score at one month (P=0.007).
This significant improvement was particularly
notable in the fatigue and anxiety subscales of
the FIQ (P=0.001 and P=0.003, respectively).
At one month, the pain and affective distress
subscales of the Multidimensional Pain Inventory also showed significant improvement
(P=0.03 for both). Martin et al. (2006) noted that
general activity levels did not improve (P=0.12)
despite a decrease in pain and fatigue. At the
7-month follow-up, the differences in both outcome measures were no longer significant
(P=0.24 for FIQ total score).
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Assefi et al. (2005) used alternating anterior and
posterior acupuncture points to treat the intervention group (n=21). The control treatment
consisted of three groups (n=57 in total) (Table
5). In one of these groups, the intervention consisted of non-invasive stimulated acupuncture at
the same acupoints as in the treatment group.
This intervention controlled for needle insertion,
i.e. it explored the question of whether penetration of the skin is necessary to cause an effect in
FMS. The other two groups received sham acupuncture interventions that controlled for needle
placement by using non-acupuncture points and
acupuncture points for an unrelated condition.
The three sham acupuncture treatment groups
37
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Table 2. Explanation of quality scoring using the critical appraisal tool shown in Table 1
Question
number*

Guidance

4

Assignment is generated by an independent person not responsible for determining the eligibility of the patients

5

Group similar in age and value of main outcome measures

6

No pre-set cut-off point to determine whether the sample is sufficient; it is based on the most important outcome measure

26

Acceptable compliance is based on reported intensity, duration, number and frequency of sessions for the both control and
intervention groups, i.e. did people comply with treatment?

32

Patient who did not complete the observation period. If the percentage of withdrawal and drop-outs does not exceed 20% at
short-term follow-up and 30% at long-term follow-up, and does not lead to substantial bias, it scores 1

34

Greater than 6 months

35

All randomized patients are reported/analysed for the most important moments of effect measurement (minus missing values)
irrespective of non-compliance and co-interventions

36

Point estimates are means, medians and modes; measures of variability are standard deviations and confidence intervals

*Cross-reference with Table 1.

were combined into a single control group for
statistical analysis. This was a result of missing
data, drop-outs and the lack of statistically significant differences between the groups on initial
analysis. No significant differences were noticed
in any outcome measures between the direct
acupuncture group and the pooled sham group.
The outcome measures used were: pain (P> 0.2);
fatigue (P=0.19); sleep quality (P=0.18); overall
well-being (P > 0.2); and the physical and mental
component of the Short-Form 36 Questionnaire
(P > 0.2). Some minimal improvement was seen
in all groups in the first week, but this rapidly
evened out at 12 weeks. No significant differences were observed in the total number of pain
medications used during the active treatment
between the groups (P>0.2).
Singh et al. (2006) used alternating anterior and
posterior acupuncture points to treat the 20
participants who completed their study. A significant change in the majority of the outcome
measures was noticed at one and/or 2 months
post-treatment. At one and 2 months postintervention, the FIQ (P=0.0001 for both) and
the Beck Depression Inventory (P=0.007 and
P=0.0001, respectively) showed a significant
Table 3. Studies reviewed: (RCT) randomized controlled trial
Study

Design

Martin et al. (2006)
Assefi et al. (2005)
Singh et al. (2006)
Sandberg et al. (1999)

Prospective, partially blinded RCT
Partially blinded RCT
Quasi-experimental
Cross-over design pilot study
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positive change. At 2 months post-intervention,
significant improvement was noted in: the pressure pain threshold; three subscales of the ShortForm 12 Questionnaire (P=0.037, P=0.037,
P=0.000); the Coping Strategies Questionnaire
(P=0.006); the Health Assessment Questionnaire (P=0.022); and four subscales of the Visual
Analogue Scale (VAS) (P=0.002, P=0.007,
P=0.044, P=0.002). No change was noticed in
the helplessness subscale of the Rheumatology
Attitudes Index. The above authors used a linear
regression model that indicated both significant
age (P=0.040) and disability (P=0.012) effects.
In this study, older subjects with more disabilities
had a better response to treatment than younger
subjects with less disabilities.
Sandberg et al. (1999) used a mixture of
acupuncture and trigger points in a cross-over
study design to treat the nine subjects who had
participated in their pilot study. A significant
improvement was observed in eight of the 11
parameters between the intervention (n=5) and
control groups (n=4). The eight parameters
that showed a significant improvement were:
the number of tender points (P=0.03); active
shoulder range of movement (P=0.04);
medication intake (P=0.03); general pain intensity (P=0.01); local upper quadrant pain
intensity (P=0.01); sleep (P=0.05); muscle tension (P=0.01); and a general sense of wellbeing (P=0.05). No significant change was
observed in the VAS for psychological tension,
or in shoulder and neck range of movement.
General pain improvement was found to
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Table 4. Patient characteristics in the studies reviewed: (ACR) American College of Rheumatology; and (FMS) fibromyalgia syndrome
Study

Sample eligibility criteria

Mean age of sample (years)

Martin et al. (2006)

ACR criteria
Acupuncture naïve
No bleeding diathesis
Able to complete consent form and survey instruments
Reside in a geographical range that would allow full participation
in the trial
Attended the Mayo Fibromyalgia Treatment Program

49.8

Assefi et al. (2005)

ACR criteria
English-speaking
18 years
Pre-randomization global pain score of 4 on Visual Analogue Scale
Acupuncture naïve
Kept use of any FMS-related pharmacological or nonpharmacological therapy throughout the study
Not breast-feeding
Not pregnant
Not on narcotics
Not involved in any litigation related to FMS
No bleeding disorders
No needle phobia

47

Singh et al. (2006)

ACR criteria
Acupuncture naïve
Not pregnant
Not immunocompromised
No psychological illnesses
No silicon breast implants
No use of narcotics or prescription analgesics
No bleeding disorder
Willing to discontinue possible co-interventions
Willing to disclose current treatment(s)

53.6

Sandberg et al. (1999)

ACR criteria
Acupuncture naïve
No blood coagulation disorder

45.4

significantly improve only up to 8 weeks following intervention (P=0.01). At long-term
follow-up, subjects either maintained the
achieved improvements from intervention or
returned quickly to baseline after treatment.

Discussion
Two high-quality studies have shown conflicting
results regarding the effectiveness of acupuncture in FMS (Table 5). Lower-quality reports

Table 5. Overview of studies reviewed: (EA) electroacupuncture
Group size completing
intervention

Methods score

(a) EA
(b) Non-invasive simulated EA at the same acupoints
as the treatment group

25

35

(a) Acupuncture
(b) Invasive acupuncture at acupoints for an unrelated
condition (sham)
(c) Invasive sham acupuncture at non-acupuncture points
(sham)
(d) Non-invasive simulated acupuncture at the same
acupoints as the treatment group

21

Study

Intervention

Martin et al. (2006)

Assefi et al. (2005)

25
33

21
19
17

Singh et al. (2006)

Acupuncture

21

22

Sandberg et al. (1999)

Acupuncture

9

24
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support the efficacy of acupuncture in this condition. The differing results of the studies may
reflect the different aetiological and/or pathological mechanisms underlying the symptoms of
FMS. Fibromyalgia is a complex syndrome with
a multiplicity of symptoms. The aetiopathogenesis is not clearly understood, and there is no
objective physiological marker that is key to its
diagnosis (Mease 2005). Central sensitization and
the lack of activation of diffuse noxious inhibitory control are features of FMS (Baldry 2002,
2003; Straud et al. 2003; Mease 2005). Recent
research has suggested that peripheral tissues
may perpetuate the hyperalgesia observed in this
condition (Price & Straud 2005; Straud 2006a, b).
The exact mechanism by which acupuncture
achieves its effect is also not completely understood (Carlsson 2002; Lewith et al. 2005). The
recent development of positron emission tomography and functional magnetic resonance
imaging (fMRI) are facilitating a greater understanding of the neurophysiology of acupuncture
(Lewith et al. 2005), but currently, there is no
objective physiological marker for its clinical
effectiveness (White et al. 2001). It has been
demonstrated that acupuncture increases plasma
and brain-tissue levels of endomorphin-1,
-endorphin,
encephalin
and
serotonin
(Cabyoglu et al. 2006). These chemicals have
analgesic, sedative, metabolic and immunoregulatory effects. It has been shown that acupuncture
increases local blood flow and skin temperature
in healthy subjects and patients with FMS (Sprott
et al. 2000; Sandberg et al. 2004; Sandberg et al.
2005). These effects could explain the potential
mechanism by which acupuncture could work in
FMS. However, none of the studies reviewed
offered a physiological rationale for how acupuncture might work. Proposing such a mechanism would be ‘‘good science’’, can aid study
design, may influence acupuncture prescription
and could greatly improve our understanding of
how acupuncture works (Moffet 2006).
A greater understanding of both FMS and
acupuncture is needed so that appropriate objective assessment tools can be developed (Harris et
al. 2006). All the studies reviewed used numerous
self-reporting outcome measures to monitor the
response to intervention. The lack of consistent
usage of validated standardized outcome
measures for FMS in research introduces varia40

bility and may influence inter-study comparability. Results from non-RCTs using outcome
measures need to be viewed with caution
because clinical outcomes are influenced by
many factors other than the intervention, including placebo effect and the natural course of the
condition (Herbert et al. 2005; Mease 2005).
Martin et al. (2006) noticed that a decrease in
symptoms did not result in a corresponding
increase in activity level. This supports the
hypothesis that acupuncture should be used as
part of the current multidisciplinary approach in
the management of FMS, which consists of
patient education, cardiovascular exercise, cognitive behavioural therapy and selective serotonin
re-uptake inhibitors (Sim & Adams 2002; Goldenburg et al. 2004; Mease 2005; Arnold 2006;
Gur 2006). Further high-quality research is
needed to draw conclusions about the synergistic
effects of acupuncture with both pharmacological and non-pharmacological interventions
(Berman et al. 1999; Sim & Adams 2002; Noller
& Sprott 2003).
Acupuncture tends to be used mainly for pain
relief within medicine (NHSCRD 2001). Martin
et al. (2006) observed that acupuncture had an
effect on pain, fatigue and anxiety in FMS. Thus,
acupuncture appears to influence many of the
complex neurophysiological relationships in this
condition, suggesting that acupuncture has a far
greater scope and application within FMS and
medicine than just pain relief. This hypothesis is
supported by:
(1) fMRI studies (Lewith et al. 2005);
(2) the demonstration of the effectiveness of
acupuncture in the treatment for nausea
(Stux & Pomeranz 1997); and
(3) the numerous indications of acupuncture in
traditional Chinese medicine (Lewith &
Lewith 1983).
The present review highlights some of the
many questions that lie at the heart of the
greater acupuncture debate, including the necessity to penetrate the skin, and how inert sham
and placebo acupuncture interventions actually
are (Margolin et al. 1998; White et al. 2001;
Dincer & Linde 2003; Sherman & Cherkin
2003). The question of what constitutes an
adequate acupuncture prescription for FMS is
pertinent and will be elucidated. Many variables
 2007 Acupuncture Association of Chartered Physiotherapists
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Table 6. Comparative table of the true acupuncture points used in the studies reviewed
Study
Meridian

Martin et al. (2006)

Assefi et al. (2005)

Singh et al. (2006)

Sandberg et al. (1999)

LU
LI
ST
SP
HT
SI
BL
KI
PC
TE
GB
LR
GV
CV
Other

–
4
36
6
7
–
Axial paramedian points in lumbar and cervical spine
–
6
–
–
2
–
–
–

–
11
25
9
–
–
17, 18, 20, 22, 43, 44
7
–
5
–
–
–
12
Yintang

–
4, 11
36, 40
6
–
12
23, 25, 40
25
–
–
20, 21, 30, 34
3, 8
14
–
–

–
4, 11, 15
36, 44
–
–
11, 14
10, 60
–
–
14
20, 21, 34
–
14, 20
–
–

contribute to an acupuncture prescription for
this condition:

(8) number of sessions; and
(9) frequency of treatment sessions.

(1) point selection (i.e. is needling acupuncture
points more effective than needling nonacupuncture points?);
(2) point location;
(3) depth of needle insertion;
(4) de qi response;
(5) needle stimulation;
(6) number of needles used;
(7) duration the needles are left in situ;

All the studies reviewed, except Sandberg et al.
(1999), used fixed-point uniform prescription
(Table 6). Some experts may argue that this is
suboptimal since acupuncture treatment is always
tailored to the individual patient and this could
influence the effect of needling. Individualized
treatment programmes may be particularly
important in FMS because the syndrome itself is
multidimensional (Mease 2005). Currently, no

Table 7. Specific details of acupuncture intervention in the studies reviewed: (EA) electroacupuncture
Study
Acupuncture dose

Martin et al. (2006)

Assefi et al. (2005)

Singh et al. (2006)

Sandberg et al. (1999)

Session frequency and
number

3-week programme, six
sessions

12-week programme, 24
sessions

8 weeks, 16 sessions

2–3 months, 10–14
sessions (two sessions
per week for the first
2 weeks, and then one
per week)

Points used

Traditional

Traditional, alternating
anterior and posterior
body points

Traditional alternating
anterior and posterior
body points

Mixture of trigger points,
and tender and traditional
points in the painful area

Number of needles used

18 in first three sessions,
20 in second three
sessions

Seven to 14 (bilateral?)

Eight or 16 posterior,
nine or 18 anterior
(bilateral?)

Six to eight

‘‘Standard depths’’ and
referenced

1.01–1.52 cm

Not described

Depth of needle insertion Not reported
Elicited responses

De qi was not specifically Not reported
elicited

Not reported

De qi elicited

Needle stimulation

EA 2 Hz LI4, ST36
bilaterally, EA 10 Hz
axial circuits

Not reported

Not reported

Manual rotation two to
three times during session

Needle retention time

20 min

30 min

Not reported

30 min

Number of treatment
providers

2

8

Not reported

1
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Table 8. Outcome measures used the study reviewed
Measurement
intervals

Study

Outcome measures*

Martin et al. (2006)

FIQ
MPI

Baseline
Post-treatment
1 month
7 months

Assefi et al. (2005)

VAS for:
pain
intensity of fatigue
sleep quality
overall well-being
SF-36 (physical and mental component)

Baseline
1 week
4 weeks
8 weeks
12 weeks
3 months
6 months

Singh et al. (2006)

FIQ
VAS
SF-12
HAQ
BDI
CSQ
RAI (helplessness subscale)
Pressure pain threshold with algometer

Baseline
1 month
2 months

Sandberg et al. (1999)

Number of tender points
Shoulder ROM (active and passive)
Neck ROM (active)
Medication intake
VAS for:
general pain intensity
local upper quadrant pain intensity
sleep
muscle tension
psychological tension
general sense of well-being
Global treatment outcome
Local treatment outcome

Baseline
1 week
4 weeks
8 weeks
12 weeks
24 weeks

*Key: (FIQ) Fibromyalgia Impact Questionnaire; (MPI) Multidimensional Pain Inventory; (VAS) Visual Analogue Scale; (SF-36) Short-Form 36 Questionnaire;
(SF-12) Short-Form 12 Questionnaire; (HAQ) Health Assessment Questionnaire; (BDI) Beck Depression Inventory; (CSQ) Coping Strategies Questionnaire;
(RAI) Rheumatology Attitudes Index; and (ROM) range of movement.

gold standard exists for the selection of acupuncture points for FMS. The rationale for point
selection was inconsistent between all the studies
and ‘‘experts’’ were consulted in two of the
papers to provide guidance (Table 6). No study
claimed to select points based on neurochemical
effects. Point selection may reflect a training
school, clinical experience or personal belief
(White et al. 2001). In a single-site, single-blind
randomized trial investigating needle placement,
needle stimulation and treatment frequency,
significant pain improvement was noted overall,
but this was not dependent upon needle location
(Harris et al. 2005). Recently, numerous studies
have used brain imaging techniques to demonstrate the different kinds of cortical activity
produced by acupuncture points in comparison
with sham acupuncture (Wu et al. 1999; Lewith
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et al. 2005). There also appears to be a relationship between acupuncture points, meridians and
connective tissue planes (Langevin & Yandow
2002; Ahn et al. 2005). Further research is needed
regarding the importance of point selection in
acupuncture for FMS and other conditions.
If acupuncture points are more effective, then
this raises another question: are practitioners
able to locate them consistently? One study
demonstrated that newly trained practitioners
might be unreliable at locating certain points
(White et al. 2001; PHRU 2006). Table 7 compares the varying number of treatment providers
in the studies reviewed, which range from one to
eight. The experience and training of the treatment provider(s) was only reported in two of the
studies. This variability may influence the quality
and, hence, the effect of treatment.
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Uncertainty exists regarding the optimal depth
of needle insertion. A recent study used photoplethysmography to measure the effect that
depth of needling has in trapezius muscle blood
flow in FMS and normal subjects (Sandberg et al.
2005). In healthy subjects, deep needling was
found to be superior to subcutaneous needle
insertion with regard to increasing skin and
muscle blood flow. In subjects with FMS, subcutaneous needle insertion was found to be even
more effective than deep needling. This suggests
that different groups of patients respond differently to depth of needle insertion. This may be
related to increased sympathetic activity. Only
two of the studies under review reported the
depth of needle insertion, which ranged from
1.01 to 1.52 cm. This may influence comparison
between the studies and treatment effect.
De qi is the feeling of numbness, fullness and
soreness experienced as a result of needling. It
may be called propagated sensation along the
channel (Lewith & Lewith 1983; Stux & Pomeranz 1997). Controversy exists as to its importance within acupuncture administration. One
study has suggested that de qi occurs equally
frequently in both true and sham acupuncture
(Martin et al. 2006). Only two of the studies
reviewed reported the responses that were elicited: one (Sandberg et al. 1999) sought to elicit de
qi, while the other did not (Martin et al. 2006).
Again, this introduces variability between studies,
further affecting comparability.
In situ acupuncture needles can be left
unstimulated, or can be stimulated manually,
electrically and by warmth (moxibustion) (Lewith
& Lewith 1983; Stux & Pomeranz 1997; White
et al. 2001). If stimulation of acupuncture needles
is important, then this raises a number of questions: for instance, which one of the three forms
of stimulation (i.e. heat, manual and electrical) is
superior? Furthermore, how often, for how long
and how strongly should needles be stimulated?
Research has demonstrated that low-frequency
current (2–4 Hz) causes endorphin release and
has a cumulative effect, while high-frequency
current (50–100 Hz) is associated with serotonin
release and is short-lived (Berman et al. 1999). In
FMS, both these effects of electrical stimulation
are desirable and alternating current has been
shown to be effective (Deluze et al. 1992).
Evidence supports EA being the best form of
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stimulation, with high intensities eliciting a significant effect and two-phase stimulation being
superior to one phase (Deluze et al. 1992; Ma
2004; Barlas et al. 2006). Needle stimulation was
only reported in two of the studies reviewed:
manual stimulation in one (Sandberg et al. 1999)
and electrical in the other (Martin et al. 2006).
Martin et al. (2006) used 2 Hz on Large Intestine
4 and Stomach 36, and 10 Hz on paramedian
bladder meridian points. Paramedian bladder
meridian points in the lumbar spine were stimulated in three out of the six treatment sessions.
For the remaining three sessions, paramedian
bladder points in the cervical spine were stimulated. No rationale was given for this choice of
stimulation.
There is a dearth of evidence on the number
of needles required for an optimal prescription
(White et al. 2001). Three of the studies reviewed
reported the number of needles used; this ranged
from six to 20 with variability from one session
to the next.
Limited evidence is available suggesting the
duration needles should left in situ (White et al.
2001). Three of the studies reviewed reported
needle retention time; this ranged from arbitrary
times of 20 to 30 min.
There is a lack of consensus as to the number
and frequency of treatment sessions needed for
acupuncture to be effective (White et al. 2001).
This may also depend on the nature and duration
of the condition being treated. There was great
variability in the studies reviewed. The number
of sessions ranged from six to 14 over periods
ranging from 3 weeks to 3 months. Studies have
suggested that, in cases of FMS, an increased
frequency of treatment intensifies its analgesic
effect (Harris et al. 2005).
There is no consensus in the literature as to
what constitutes an optimal acupuncture dose
and prescription. This makes investigating the
effect of acupuncture in FMS particularly difficult. Besides this problem, researchers investigating the effect of acupuncture in FMS face other
challenges, including blinding, placebo effect and
sample size (Margolin et al. 1998; White et al.
2001; Dincer & Linde 2003; Sherman & Cherkin
2003). Moffet (2006) argued that:
‘‘[A]cupuncture may stimulate self-regulatory
processes independent of the treatment
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objective, points, means or methods used; this
would account for acupuncture’s reported
benefits in so many disparate pathological
conditions.’’
This line of thinking supports the assertion
that research should be more focused on the
exact mechanism of acupuncture, as opposed to
the intricacies of what constitutes an optimal
prescription. As our understanding of both the
pathophysiology of FMS and the mechanism
behind acupuncture increases, so to should our
ability to prescribe confidently and assess definitively the effectiveness of our treatments.
Recommendations for future research
The present author makes the following recommendations:
+ The STRICTA guidelines should be used
when reporting results from an acupuncture
study (MacPherson et al. 2002).
+ Guidance should be obtained from the International Acupuncture Research Forum prior
to setting up an acupuncture study (White
et al. 2001).
+ Clinical trials should attempt to offer a rationale for the mechanism of acupuncture (Moffet
2006).
+ Reliable, relevant, validated, standardized outcome measures should be used for FMS
(Burckhardt et al. 1991; Mease 2005).
+ Outcome measures should be completed at
standardized intervals post-treatment so that
the carry-over effect of acupuncture can be
monitored. This has clinical implications for
dosage prescription.
+ The concept of the necessity and effectiveness of a booster dose of acupuncture for
patients with FMS needs to be researched,
i.e. would these patients benefit from receiving one or more sessions of acupuncture
using set points after completing a course of
treatment?
+ Researchers need to explore the feasibility of
a gold standard of acupuncture points for
FMS.
+ The development of standardized sham acupuncture interventions in FMS is necessary to
account for a number of the variables influencing the acupuncture prescription (White
et al. 2001).
44

Conclusion and implication for clinical
practice
The evidence suggests that acupuncture may
have a beneficial effect in FMS; it is not curative,
but may be used as an adjuvant therapy in the
management of the syndrome. No recommendation can be given regarding the prescription of
acupuncture for FMS. Furthermore, treatment
can result in temporary minor bruising and
soreness, and patients should be informed of
this. Further high-quality research is necessary to
provide more-definitive answers regarding the
efficacy of acupuncture in the treatment of FMS.
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Abstract
Objective. To determine whether a short course of traditional acupuncture improves longer-term
outcomes for patients with persistent non-specific low back pain (LBP) in primary care.
Design. Pragmatic, open, randomized controlled trial.
Setting. Three private acupuncture clinics and 18 general practices in York, UK.
Participants. Two hundred and forty-one adults aged 18–65 years with non-specific LBP of
4–52 weeks’ duration.
Interventions. Ten individualized acupuncture treatments from one of six qualified acupuncturists
(160 patients) or usual care only (81 patients).
Main outcome measures. The primary outcome was 36-Item Short Form Health Survey (SF-36)
Bodily Pain, measured at 12 and 24 months. Other outcomes included reported use of
analgesics, scores on the Oswestry Pain Disability Index, safety and patient satisfaction.
Results. Thirty-nine general practitioners referred 289 patients, of whom 241 were randomized.
At 12 months, average SF-36 pain scores increased by 33.2 to 64.0 in the acupuncture group
and by 27.9 to 58.3 in the control group. Adjusting for baseline score and for any clustering by
acupuncturist, the estimated intervention effect was 5.6 points [95% confidence interval (95%
CI)=0.2–11.4] at 12 months (n=213) and 8.0 points (95% CI=2.8–13.2) at 24 months
(n=182). The magnitude of the difference between the groups was about 10–15% of the final
pain score in the control group. Functional disability was not improved. No serious or
life-threatening events were reported.
Conclusions. Weak evidence was found of an effect of acupuncture on persistent non-specific
LBP at 12 months, but stronger evidence of a small benefit at 24 months. Referral to a qualified
traditional acupuncturist for a short course of treatment seems safe and acceptable to patients
with LBP.
Trial registration. ISRCTN80764175.
Keywords: acupuncture, low back pain, randomized controlled trial.

Introduction
Non-specific low back pain (LBP) is typically
intermittent and recurrent, and associated with
Correspondence: Dr Hugh MacPherson, Research
Director, Foundation for Traditional Chinese Medicine,
296 Tadcaster Road, York YO24 1ET, UK (e-mail:
hm18@york.ac.uk).
 2006 BMJ Publishing Group Ltd

high health, social and economic costs. About
16% of the adult population in the UK consult
their general practitioner (GP) yearly for back
pain, and most episodes are managed in primary
care with drugs or other non-surgical treatments
(CSAGBP 1994; DH 1999). Cochrane Reviews
exist for 13 different non-surgical treatments
for back pain, including acupuncture, but the
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evidence is largely inconclusive and the best way
to manage simple LBP remains unclear (van
Tulder & Koes 2003; MacAuley 2004). For
chronic LBP, there is evidence of short-term
pain relief and functional improvement using
acupuncture compared with no treatment or
sham therapy, but evidence for long-term effectiveness is sparse (Furlan et al. 2005).
Acupuncture is used by an estimated 2% of
adults in the UK each year for a range of
conditions, including back pain. Less than 10%
of provision is through the UK’s health service,
mostly in primary care (Thomas et al. 2001,
2003). The largest single group of professional
acupuncturists in the UK are registered with
the British Acupuncture Council, which requires
3 years’ training or equivalent, and these acupuncturists practise traditional acupuncture
based on the principles of Chinese medicine.
The present authors determined whether
referral to a short course of traditional acupuncture delivered in a non-National Health
Service (NHS) setting improves longer-term outcomes for patients with non-specific LBP in
primary care. They also monitored safety and
acceptability of acupuncture to patients. A costeffectiveness study was carried out alongside this
pragmatic, open, randomized controlled trial
(Ratcliffe et al. 2006).

Participants and methods
The present authors recruited to their study
patients aged 18–65 years with non-specific LBP
of 4–52 weeks’ duration who were assessed as
suitable by their GP for primary care management. They excluded patients who were receiving current acupuncture treatment, who had
possible spinal disease (e.g. carcinoma), severe or
progressive motor weakness, prolapsed central
disc, past spinal surgery, bleeding disorders (e.g.
haemophilia), or pending litigation. Thirty-nine
GPs from 16 practices identified suitable patients
at consultation. The study researcher (L.T.)
assessed eligibility, obtained consent and
recruited patients to the trial.
Outcome measures
The present authors’ primary outcome was the
Bodily Pain dimension of the 36-Item Short Form
Health Survey (SF-36) at 12 months, scored on a
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0–100 (no pain) scale. This assesses pain experienced in the past 4 weeks, and has been validated
for use in primary care and in patients with back
pain (Brazier et al. 1992; Ware & Sherbourne 1992;
Bronfort & Bouter 1999). After a progress review
and analysis of partial data for 3 months, the
present authors amended the protocol to include
economic data at 24 months, along with an
additional clinical end point at 24 months.
Their secondary outcomes were scores on the
Oswestry Pain Disability Index (Fairbank et al.
1980), the McGill Present Pain Index (Melzack
1987), and the seven remaining dimensions of
the SF-36 Health Status Questionnaire (Ware &
Sherbourne 1992).
Each was administered at baseline and at 3, 12
and 24 months. Satisfaction with treatment was
assessed at 3 months (Deyo et al. 1992). The
present authors included questions on concerns
about back pain (Deyo et al. 1992) and current
use of analgesics at 12 and 24 months. At
24 months, they collected patient reports of back
pain in the past year. Follow-up was carried out
by post; when this was unsuccessful, they sought
main outcome data by telephone.
The present authors assessed safety by monitoring adverse events reported by patients at
each acupuncture session, and at follow-up of
those who did not complete treatment. They also
collected standardized information on responses
to treatment directly from patients. Acceptability
was assessed through the uptake of acupuncture,
drop-out rates, and patient completed items on
satisfaction with aspects of care and willingness
to try acupuncture again.
Intervention
The present authors randomized patients to
receive either a short course of traditional acupuncture or usual care only. The six participating
acupuncturists were registered with the British
Acupuncture Council, and each had at least
3 years’ experience. The first appointments were
held in one of two non-NHS clinics in York,
UK, usually within 2 weeks of randomization.
Acupuncture care comprised up to 10 individualized treatment sessions over 3 months. Acupuncturists determined the content and the
number of treatments according to patients’
needs. The acupuncture needles were disposable.
All patients remained under the care of their GP.
 2006 BMJ Publishing Group Ltd
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Patients in the usual care group received NHS
treatment according to their GP’s assessment of
need. The present authors collected information
from patients at 3, 12 and 24 months on treatments received for LBP.
Randomization and blinding
The study statistician (M.J.C.) provided a
computer-generated, blocked randomization
sequence. After consent and baseline measures
had been obtained, the study researcher (L.T.)
was told the individual treatment assignments
by telephone. The number of cases in each
randomization block was not revealed to the
researcher. Allocation to practitioner was by
availability of appointments and convenience
to patients. As this was an open trial, neither
participants nor researchers were blind to treatment assignment. However, analysis of the
primary outcome was repeated by a second
statistician (S.J.W.), who was blind to treatment
allocation.
Statistical analysis
On the basis of a pilot study (MacPherson et al.
1999), and allowing for a 10–15% drop-out rate,
the present authors determined that they needed
100 patients in each arm to detect a difference in
outcome between the groups of 10 (SD=19.3)
points for the SF-36 pain score at 12 months, at
90% power and a two-sided 5% significance
level. The number of patients was subsequently
increased to 240, retaining the original power,
but with a 2:1 randomization to the acupuncture
group to allow for effects between acupuncturists to be tested. Data were analysed using SPSS
Version 11.5 and Stata Version 8. Analysis was
undertaken on an intention-to-treat basis, using
analysis of covariance for outcomes at 12 and
24 months, with baseline SF-36 pain scores as a
covariate. The present authors undertook a complete case analysis after exploration of known
characteristics. The adjusted estimated effect and
95% confidence intervals are reported for all
results.
Clustering of intervention patients by acupuncturist may inflate the standard error of the
treatment comparison (Lee & Thomson 2005).
The present authors estimated clustering by acupuncturist using robust standard errors, which
 2006 BMJ Publishing Group Ltd

Figure 1. Flow of patients through trial.

allows for separate estimates of variance for each
patient in the control group and a shared variance for each cluster of patients assigned to a
particular acupuncturist. They undertook a sensitivity analysis using a more complex regression
model comprising baseline covariates that were
observed to affect outcomes at 3 months, and
by undertaking analysis using last observation
carried forward to deal with missing values. The
present authors carried out exploratory analysis
using analysis of covariance to examine the
interaction between the effect of acupuncture
and two variables: patients’ expectations of
improvement to LBP and patients’ belief that
acupuncture might help, assessed before randomization.

Results
Overall, 241 patients were recruited to the trial
between August 1999 and January 2001. Two
patients subsequently withdrew (Fig. 1). Table 1
shows the baseline personal and clinical characteristics of patients in each group. Both groups
had, on average, recurrent episodes of back pain
for 4 months, and about half the patients
reported more than five previous episodes of
back pain. With the exception of inability to
work because of LBP, no significant differences
were observed between the groups at baseline.
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Table 1. Baseline characteristics of patients with non-specific low back pain (LBP) who were randomized to acupuncture care or to usual
care only. Values are numbers (percentages) unless stated otherwise: (SF-36) 36-Item Short Form Health Survey
Characteristic
Mean (SD) age (years), range
Mean (SD) weeks with back pain, range
Mean (SD) SF-36 Physical Functioning score
Male
Female
Work status:
works full-time
works part-time
housewife
retired
student
permanently unable to work owing to LBP
permanently unable to work for other health reason
No of previous episodes of LBP:*
none
1–5
>5
Presence of leg pain
Expectation of back pain in 6 months:
better
same or worse
don’t know
Thinks acupuncture will help with back pain
Drugs for LBP in past 4 weeks
Major health problems in addition to back pain
Ever used private acupuncture for any reason

Acupuncture care
(n=159)

Usual care
(n=80)

42.0 (10.8), 20–64
17.1 (13.5), 4–48
55.5 (25.2)
60 (38)
99 (62)

44.0 (10.4), 26–64
16.7 (14.6), 4–48
60.0 (21.8)
34 (43)
46 (58)

82
40
13
7
3
11
3

(52)
(25)
(8)
(4)
(2)
(7)
(2)

45
22
7
4
1
–
1

(56)
(28)
(9)
(5)
(1)

25
57
77
106

(16)
(36)
(48)
(67)

13
23
44
59

(16)
(29)
(55)
(74)

80
78
1
111
140
44
20

(50)
(49)
(1)
(70)
(88)
(28)
(13)

30
49
1
51
72
25
7

(38)
(61)
(1)
(64)
(90)
(31)
(9)

(1)

*Period of LBP separated by at least 3 months of being pain-free.

Treatments
All patients randomized to acupuncture accepted
the referral. Pain resolved in nine patients before
treatment; the remaining patients received an
average of 8.1 treatments. Adjunctive care
received from acupuncturists or GPs included
massage, and advice on diet, rest and exercise
(Fig. 2). Details of the acupuncture treatments
are published elsewhere (MacPherson et al.
2004).
Usual care comprised a mix of interventions.
Half the patients randomized to usual care
received physiotherapy or manipulation during
the first 3 months. Other interventions included
drugs and recommended back exercises (Fig. 2).
Follow-up
The drop-out rate was within the range expected
at 12 months. The rate was higher at 24 months,
but similar in both groups. Those lost to
follow-up were younger and had poorer SF-36
pain scores at 3 months. This pattern was
observed in both groups, indicating no evidence
of a difference between the groups in those lost
to follow-up (Thomas et al. 2005).
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Clinical outcomes
Table 2 shows pain scores for patients completing follow-up at 12 and 24 months. Table 3
shows the adjusted differences between groups.
An intervention effect of 5.6 points [95% confidence interval (95% CI)=0.2 to 11.4] was found

Figure 2. Proportion of patients reporting at least one
treatment (0–12 weeks) by treatment and allocation
group.
 2006 BMJ Publishing Group Ltd
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80
80
80

64.0 (25.6)
20.6 (19.3)
1.43 (1.1)

147
134
135

58.3 (22.2)
19.6 (15.4)
1.53 (0.9)

Mean
(SD)

Usual care

68
57
57

No. of
patients

67.8 (24.1)
18.3 (16.5)
1.42 (1.1)

Mean
(SD)

123
114
113

No. of
patients

Acupuncture care

24 months

59.5 (23.4)
21.0 (14.2)
1.71 (1.1)

Mean
(SD)

Usual care

191
191
192
192

McGill Present Pain Index
Unadjusted scores
Difference adjusted for baseline pain score and clustering by acupuncturist

0.55
0.67

0.68
0.85

162
162

164
164

0.3 (0.7 to 0.1)
0.2 (0.6 to 0.1)

2.7 (7.1 to 1.6)
3.4 (7.8 to 1.0)

8.2 (0.8 to 15.7)
8.0 (2.8. to 13.2)
9.0 (1.8. to 16.2)

Difference*
(95% CI)

*Improvement is indicated by negative change for Oswestry Pain Disability Index and McGill Present Pain Index, and by positive change on the SF-36.
†Baseline covariates include duration of current episode of low back pain in weeks, expectation of back pain in 6 months, SF-36 Physical Functioning and reported pain in legs.

0.1 (0.4 to 0.2)
0.1 (0.4 to 0.3)

0.9 (3.8 to 5.8)
0.5 (5.1 to 4.2)

182
182
179

Oswestry Pain Disability Index
Unadjusted scores
Difference adjusted for baseline pain score and clustering by acupuncturist

0.11
0.06
0.07

215
213
212

SF-36 Bodily Pain score
Unadjusted difference
Difference adjusted for baseline pain score and clustering by acupuncturist
Difference adjusted for baseline pain score and other baseline covariates†

5.7 (1.4 to 12.8)
5.6 (0.2 to 11.4)
6.0 (0.6 to 12.6)

No. of
patients
P-value

No. of
patients

Variable

Difference*
(95% CI)

24 months

12 months

59
50
49

No. of
patients

0.1
0.21

0.22
0.21

0.031
0.003
0.015

P-value

Table 3. Difference in outcome scores between acupuncture and usual care groups at 12 and 24 months: (95% CI) 95% confidence interval; and (SF-36) 36-Item Short Form Health Survey

*Scored on a 0 to 100 (no pain) scale.
†Scored on a 0 (no pain) to 100 scale.
‡Scored on a 0 (no pain) to 5 scale.

159
159
159

30.4 (18.0)
31.4 (14.2)
2.70 (1.0)

30.8 (16.2)
33.7 (15.4)
2.64 (1.0)

No. of
patients

All cases:
SF-36 Bodily Pain*
Oswestry Pain Disability Index†
McGill Present Pain Index‡

Mean
(SD)

Mean
(SD)

Mean
(SD)

Variable

No. of
patients

Acupuncture care

Usual care

Acupuncture care
No. of
patients

12 months

Baseline

Table 2. Observed mean pain outcome scores over time by acupuncture or usual care groups: (SF-36) 36-Item Short Form Health Survey
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Table 4. Other outcomes reported at 24 months’ follow-up after acupuncture care or usual care. Values are numbers (percentages) unless
stated otherwise

Outcome
In the past 12 months, have you had low back pain or leg pain?
Yes
No
During the past 4 weeks, have you used any medicine for low back pain?
Yes
No
Compared with the worry you felt 12 months ago, how worried are you
about your back pain problem now?
Much less or less worried
Same
More or much more worried

Percentage
difference
(95% CI)

Acupuncture
group

Usual care
group

93 (82)
21 (18)

46 (92)
4 (8)

10 (20 to 2)

0.06†

45 (40)
68 (60)

29 (59)
20 (41)

19 (35 to 3)

0.03†

79 (71)
22 (20)
11 (10)

19 (39)
23 (47)
7 (14)

32 (15 to 46)

<0.01‡

P-value*

*Chi-square test.
†1 df.
‡2 df.

on the primary outcome SF-36 pain dimension
in favour of the acupuncture care group at
12 months. At 24 months, a statistically significant difference was found between the groups,
with an estimated effect of 8.0 points (95%
CI=2.8–13.2). The acupuncture group had better scores on the Oswestry Pain Disability Index
and the McGill Present Pain Intensity measure.
These differences failed to reach statistical significance in most analyses (Table 3).
Patient-perceived treatment benefits
At 3 months, patients in the acupuncture group
were significantly more likely to be ‘‘very satisfied’’ with their treatment and with their overall
care compared with patients receiving usual care,
but showed no such difference in satisfaction
with information received. At 24 months, the
acupuncture group were more likely to report
fewer concerns about their back pain, less likely
to report current use of analgesics for their pain,
and more likely to report no pain for the past
12 months (Table 4).
Adverse events
No serious adverse events (an event resulting in
admission to hospital or permanent disability, or
both, or death) were reported by patients in the
acupuncture care group. Four of the 16 patients
who withdrew from acupuncture care mentioned
specific minor adverse events, including transient
pain at the site of needling. Of the patients who
received at least one acupuncture treatment and
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who provided data at 3 months, 23% (30/133)
reported a temporary worsening of LBP during
the treatment phase that bothered them ‘‘a lot’’
or ‘‘a great deal’’ at the time. However, 86%
(112/133) experienced acupuncture treatment as
relaxing, and 91% (126/139) were willing to have
acupuncture again.
Prior expectations and beliefs
Comparison of groups classified according to
expectations of improvement in back pain and
belief that acupuncture might help, both stated
before randomization, showed evidence that
expectations of improvement had a positive
treatment effect, and weak evidence of an
interaction effect whereby positive belief was
associated with less benefit than neutral belief.
(Table 5).

Discussion
Weak evidence was found of an effect of acupuncture care on non-specific LBP at 12 months,
but stronger evidence of a small benefit at
24 months.
On the basis of pilot data, the present study
was designed to detect a larger difference of 10
points, which was not achieved at either 12 or
24 months. A difference of at least five points in
the mean score of the SF-36 Bodily Pain dimension is, however, considered to represent a clinically worthwhile benefit (Ware & Sherbourne
1992), and a difference of between five and nine
points can be viewed as a moderate effect (Ware
 2006 BMJ Publishing Group Ltd
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Table 5. Exploratory analyses of baseline expectations of improvement to back pain and belief that acupuncture might help, with 36-Item
Short Form Health Survey (SF-36) pain scores at 24 months’ follow-up after acupuncture care or usual care

Baseline question
How do you expect your back pain
to be in 6 months?
Much better or better
Same or worse
Do you think your back problem
may be helped by acupuncture?
Yes
Don’t know or no*

Mean scores for SF-36 Bodily Pain
at 24 months
Acupuncture care

Usual care

Estimated treatment
effect adjusted for
baseline pain score

82
97

73.1
62.7

56.9
60.6

16.7
1.2

0.04

128
56

66.4
71.0

62.8
52.6

3.3
18.2

0.07

No. of
patients

P-value for
interaction

*Only one patient stated ‘‘no’’.

et al. 1993; Angst et al. 2001). In the present
study, the magnitude of the effect extends to
eight points at 24 months, a difference between
groups of about 10–15% of the final pain score
in the control group, and achieves statistical
significance. The authors found no evidence of
functional improvement. Other patient-relevant
outcomes included patient satisfaction with acupuncture care, reduced concerns about back
pain, and reduced use of analgesics.
One limitation of the present study is the
possibility of an effect of clustering by practitioner (six acupuncturists delivered the treatment) on the statistical significance of the
outcome. In this case, cluster analysis made little
difference to the primary outcome of bodily pain
at 12 and 24 months. Sensitivity analysis taking
into account baseline covariates increased the
intervention effect, but did not alter the main
results. Groups were well balanced at baseline
with the exception of 11 patients who described
themselves as permanently unable to work
because of LBP, all of whom were in the
acupuncture arm. Excluding these patients
increased the estimated effect of acupuncture at
12 months (Thomas et al. 2005).
Secondary outcome measures showed mixed
effects. Those measuring the effect of pain on
daily living did not show a significant acupuncture effect at 12 or 24 months. Detailed analysis
of item responses to the SF-36 and Oswestry
Pain Disability Index could help to identify the
specific effect of acupuncture on LBP. Patients
in the acupuncture group reported a substantial
reduction in concerns about their back pain that
was not observed in the usual care group. A
qualitative investigation is indicated to explore
 2006 BMJ Publishing Group Ltd

the meaning to patients of this reduction in
worry, its relation to patient coping strategies,
and its implications for the care and management
of this group of patients.
The present authors evaluated a package of
care and cannot isolate the components of acupuncture treatment that are associated with the
outcomes observed in the acupuncture group.
Beyond the needling itself, several aspects of
acupuncture care in this trial could contribute to
its observed effectiveness, including the individualizing of treatment (Thomas et al. 1999), the
interaction effect generated by the combination
of specific effects (Kaptchuk 1998), the practitioner’s skills at developing good therapeutic
relationships (MacPherson et al. 2003), process
benefits such as protected time and attention
from the practitioner (Meenan 2001), and the
widely reported relaxing experience of the treatment itself (MacPherson et al. 2001).
An open pragmatic trial avoids the potential
problems associated with using sham acupuncture as the control (Dincer & Linde 2003). Such
a design may, however, be vulnerable to confounding or bias owing to prior patient beliefs
about how acupuncture might help, especially
when using subjectively assessed outcome
measures, such as perceived pain. Positive patient
beliefs about acupuncture have been cited as a
possible mechanism for non-specific effects
observed in acupuncture trials (Kalauokalani et al.
2000; Lewith et al. 2002). The present authors’
exploratory analysis does not seem to support
this hypothesis. Patients in the acupuncture
group with a prior positive belief in the effectiveness of acupuncture fared little better than those
randomized to usual care. In contrast, patients
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Persistent non-specific low back pain
with neutral prior belief gained relatively more
benefit from acupuncture care. In addition, positive expectations of improvement in back pain
seem to reinforce the effect of acupuncture care.
Overall, 76% of the present participants were
followed up at 24 months. The authors detected
no difference between groups in the known
characteristics of missing cases, and sensitivity
analysis substituting missing values with prior
observations did not change the main findings,
but the effect of the missing data is unknown.
The strengths of the present study were the
pragmatic randomized design, successful patient
recruitment, wide eligibility criteria, and a nonrestrictive treatment protocol that allowed acupuncturists to treat patients as they would do in
everyday practice (Thomas & Fitter 1997). The
acupuncturists were selected through reproducible criteria, and the ratio of six practitioners to
16 general practices is similar to the national ratio
of acupuncturists registered with the British
Acupuncture Council to general practices. All
these factors enhance the relevance of the results
by replicating conditions under which an acupuncture service might be offered and used in
NHS primary care.
Recruitment to the trial suggests that GPs are
able to identify suitable patients for referral. In a
retrospective survey, participating GPs estimated
that they had identified about half the eligible
patients seen in the recruiting period. No evidence was found of reluctance by GPs to refer
patients for acupuncture. The results from this
trial on the safety and possible benefits of
acupuncture care for LBP will be of interest to
GPs who are asked about such treatment by their
patients, and to patients considering acupuncture
care outside the NHS. However, the generalizability of the authors’ findings rests on the
assumption that participating acupuncturists,
GPs and patients in York are similar to those
found elsewhere.
Studies of interventions for LBP are particularly susceptible to effects arising from a regression to the mean; patients will tend to seek help
at the point when the pain is at its worst or least
bearable, and the clinical course of the condition
is that the pain will reduce substantially for most
people, with or without treatment. Commentators have indicated a need for more evidence
of longer-term effects, particularly related to
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discrete, short-term interventions delivered early
in an episode of persistent LBP, that result in
a reduction in recurrence and persistence of
symptoms (Croft et al. 1997). The present study
contributes evidence for a short-term acupuncture intervention compared with usual GP care
for non-specific LBP. Further clinical research is
indicated to investigate the optimum timing for
such an acupuncture treatment package, and to
assess the value of repeated courses of acupuncture for patients experiencing recurrent episodes
of LBP.
To address the question of whether the clinical
benefits observed justify the cost of the therapy,
the authors report the cost effectiveness of this
intervention in an accompanying economics
paper (Ratcliffe et al. 2006).
What is already known on this topic:
+ Non-specific LBP is typically a recurrent condition associated with high health and social
costs.
+ Many people with back pain seek acupuncture
treatment; however, evidence for long-term
effectiveness is sparse.
What this study adds:
+ Weak evidence was found of an effect of
acupuncture care on non-specific LBP at
12 months, but stronger evidence of a small
benefit at 24 months.
+ Referral to a qualified acupuncturist seems
safe and acceptable to patients with LBP.
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Debate – patients should be encouraged to treat
themselves
Anthony Campbell1 & Val Hopwood2
Retired, London, and 2Department of Physiotherapy and Dietetics, Coventry University,
Coventry, UK
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Abstract
In favour of self-acupuncture, this is a useful way to prolong the effects of acupuncture when
the response is only brief or patients cannot attend frequently. If the patient is capable and the
condition is suitable for self-acupuncture, patients can be taught how to do it and then seen for
review. Patients should be provided with complete information sheets, and one example is
presented. Against self-acupuncture, patient safety is paramount and would be compromised by
teaching them how to do acupuncture. In addition, serious accidents have happened with
self-acupuncture, including a death. Other arguments against it are that it is less effective than
standard acupuncture, the patient misses out on the therapeutic relationship and safer
alternative methods exist.
Keywords: safety, self-acupuncture, self-treatment.

Editorial note
The following debate is reprinted from Acupuncture in Medicine. Adrian White, the editor of the
journal, prefaced the material with the following
remarks:
‘‘We invited two well-known acupuncture
teachers who take opposing views on selfacupuncture to set out their arguments for and
against.
‘‘Another member expressed his concern
about the medicolegal situation of selfacupuncture and obtained a verbal opinion
from his medical defence body. The defence
body had no objection to the practice in
principle, if supported by a body of opinion of
practising acupuncturists. If any complaint
or claim arose, they would look for evidence of the patient’s adequate training
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in self-acupuncture, and the existence of
appropriate protocols for the procedure.’’

For: Anthony Campbell
I started using self-acupuncture at the Royal
London Homoeopathic Hospital, London, UK,
fairly soon after I first used acupuncture there in
1977, though I cannot remember exactly when. I
never sought formal approval for this, but it was
known to the other clinicians that I did so and,
indeed, I know that at least some of them did
likewise. The hospital pharmacy used to sell the
needles, so it was quite open and above-board.
(At that time, some of our patients were also
being taught to inject themselves with Iscador,
an anti-cancer agent.) The patients were always
able to telephone for advice if it proved necessary, though I don’t think any ever did. I know of
only one adverse event: a girl was needling Liver
(LR) 3 while sitting on a couch, and someone
jumped on the couch and threw her into the air.
The needle broke and she ended up in Casualty,
having it removed under general anaesthetic. I
suppose one should include an instruction to
patients to carry out their treatment in private!
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Acupuncture self-treatment
Patients most likely to benefit from learning to
treat themselves are those:
(1) who only have a brief response (some
patients get relief for only short periods,
perhaps a week or two);
(2) who can no longer attend (e.g. because their
funding has been withdrawn); and
(3) who are travelling abroad or live a long way
away.
The following requirements must all be met
before a patient is regarded as suitable for
self-acupuncture:
(1) the disorder is suitable, i.e. one that is known
to respond to acupuncture in this particular
patient;
(2) the patient, or a relative or companion, is
willing to perform the treatment;
(3) the patient, relative or companion is sufficiently intelligent and reliable (a subjective
judgement, obviously);
(4) the area to be treated is anatomically safe;
and
(5) arrangements are in place for needle disposal.
Practical procedures
Having established that the above requirements
are fulfilled, I ask the patient (and relative, if
necessary) to come for a slightly longer session. I
carry out the treatment on one side and the
patient does so on the other side. If all goes well,
the patient can then buy some needles in the
hospital pharmacy and carry out the treatment
as directed for about 6 weeks. He or she returns
for review in about 6 weeks, and again after
about 3 months, after which (in hospital practice), we will discharge them to the general
practitioner.
Patients always used short (15-mm) needles.
The usual site is LR3, although, in some cases,
tender or trigger points are used. In others (e.g.
ulcerative colitis), subcutaneous needling is
chosen, which is safe provided there is an
adequate amount of subcutaneous fat in the
abdomen.
Effectiveness is generally very good, although
some patients say that it is not as effective when
they do the acupuncture, so they come in for an
occasional top-up. Not everyone needs this,
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however; for example, I recently spoke to a
woman who said that I had taught her friend to
treat herself for migraine several years earlier and
was still getting excellent results. She asked how
could she learn it herself.
It is essential that patients receive written
instructions. My instruction sheet, which has
been modified recently in the light of the paper
by Fagan & Staten (2003), can be found in
Appendix 1.
Conclusion
In conclusion, as others have remarked, if
patients are allowed to inject themselves twice a
day with insulin and to give themselves other
kinds of injections, I can see no objection to
teaching them to insert a small needle once a
week or so into an anatomically safe area. It
does, of course, remain the case that the practitioner continues to be responsible for the
patient unless and until the responsibility is
transferred to another doctor.
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Against: Val Hopwood
Generally, the Acupuncture Association of
Chartered Physiotherapists (AACP) remains
firmly against self-needling by patients. It
perceives the additional risks as too great in
relationship to the benefits.
Is self-acupuncture safe?
The issue of safety is a complex one. Acupuncture needles are invasive, and therefore, carry an
element of risk, even in the hands of a trained
professional. It is even difficult to estimate just
how much information about possible adverse
events to give the patient before training in
self-needling, without scaring them (White et al.
2001a).
Those professionals who deliver acupuncture
treatment in the UK are qualified in different
ways, but united by their rigorous safety training.
They are aware of the absolute contraindications
to acupuncture and equally aware of all the
additional precautions necessary for safe
 2004 British Medical Acupuncture Society
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insertion of needles. All practitioners now insist
on single-use disposable needles and are aware
of potentially risky needle sites; thus, acupuncture in the UK has achieved an enviable safety
record (MacPherson et al. 2001; White et al.
2001b).
It is most unlikely that patients would ever be
taught to needle themselves if acupuncture were
contraindicated, but the precautionary factors
may vary from month to month or even day to
day, and thus, present a risk. For instance, the
drug regime of the patient may change, perhaps
involving prescription of anti-coagulants. In
addition, patients may be tempted to re-use
needles, particularly if new needles are not readily
accessible: the main reasons for recommending
self-needling in the first place may include the
difficulty of reaching a clinic or the long time
between appointments.
The needles themselves are very fine and easy
to fumble, or drop and lose. In home circumstances, the possibility of a subsequent needlestick injury are quite high, perhaps from walking
barefoot on carpeting or simply encountering a
needle in opened packaging. While it could be
argued that the most likely victims would be the
patients themselves, who would be largely
immune to their own bacteria, there is still an
appreciable risk – for example, of hepatitis – to
other family members or carers. There is an
increased risk to children who may not understand the dangers of needles.
More dramatically, the human instinct for
experimentation would be an additional hazard.
The patients themselves may be trained in the
simple insertion of the needles at a modest
number of generally effective points, but there
is little to prevent them attempting to needle
other painful sites that may be far less safe than
orthodox acupuncture points. Information on
different types of acupuncture needling and
more unusual sites can be found on the
Internet or in the local library by any interested
reader.
A cautionary tale is provided by Schiff (1965),
who described the death of an elderly woman
through accidental cardiac tamponade caused by
self-needling with a sewing needle, through the
chest wall. Evidently she had been suffering
cardiac pain for some time and nearby puncture
wounds suggest she had previously been lucky in
 2004 British Medical Acupuncture Society

her choice of site. No other information is
offered, but one can surmise that she thought
she knew what she was doing. A further cautionary tale was provided by Goldberg (1973) of a
47-year-old man who volunteered himself for
acupuncture at a party in Sydney, Australia.
Apparently needles were inserted into his chest,
one deeply through the nipple, and he subsequently developed a pneumothorax, fortunately
not fatal. It is not seriously suggested that these
are common occurrences, but with the increase
in the availability of acupuncture needles in the
community, they could become so.
It must be acknowledged that patients with
diabetes manage their own testing and insulin
injections with the minimum of problems, but
even they are at risk, particularly elderly patients
(Pegg et al. 1991).
Finally, it is not surprising that the length of
training should show a correlation with the
number of adverse events reported (Bensoussan
et al. 2000). The very basic instruction that is all
that there is time to give patients in their clinic
appointment would be creating an unacceptable
risk.
Is self-acupuncture effective?
The answer to this has to be in the negative.
Acupuncture is essentially a dynamic therapy that
should be individualized every time it is used,
according to the patient’s signs and symptoms. If
the same points are treated at every session, it is
an indication of poor acupuncture. Therefore,
self-needling is at best a compromise and regular
monitoring is essential to check the relevance of
the acupuncture points selected. Review of the
patient should be undertaken at frequent intervals, certainly much more often than annually,
even if only to check technique if the acupuncture points do remain the same.
Are there acceptable alternatives?
It is understandable that therapists who want
the best possible outcomes for their patients
are likely to wish to extend the benefit of
treatment as long as possible, but self-needling is
probably not the best way. There are several
techniques ancillary to acupuncture that are also
non-invasive and which could benefit the
patient.
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Acupuncture self-treatment
Ear acupuncture is effective in chronic conditions, and while the use of indwelling needles is
now discouraged because of the high risk of
infection, sterilized mustard seeds covered by
small adhesive dressings can be used to give
some form of stimulus to tender points in the ear
without breaking the skin.
Transcutaneous electrical nerve stimulation
machines are often issued to acupuncture
patients, particularly those treated by physiotherapists, because the non-invasive stimulus can
be applied over the important acupuncture
points and has been shown to have similar
effects (Chesterton et al. 2003).
Acupressure could be recommended as an
interim stimulus to the patient, even though it is
apparently not as powerful as acupuncture.
Some therapists provide moxa sticks for their
patients to use at home, but these, while also
non-invasive, do carry a high risk of superficial
burns or even domestic fire.
The therapeutic relationship
There is no doubt that the insertion of an acupuncture needle carries with it considerable
psychological impact. It might be argued that
self-needling would continue this non-specific
effect. but I believe much of the effect is caused
by the interaction of the therapist and the patient.
The release of the bonding hormone, oxytocin, is
an important element (Uvnas-Moberg et al. 1993),
and unlikely to be stimulated by self-acupuncture.
The undeniable placebo effect of acupuncture
might be sustained by teaching acupressure to
important points and emphasizing that these can
be used as required, but this is not something for
which needling could be recommended.
Conclusion
In conclusion, it is the view of the AACP that
teaching patients to self-needle is unnecessarily
risky, given the alternatives available. To quote
Vincent (2001), ‘‘While the risks of acupuncture
cannot be discounted, it certainly seems, in skilled
hands, one of the safer forms of medical intervention.’’ We should restrict it to skilled hands.
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Appendix 1
Instruction sheet for self-acupuncture developed
at the Royal London Homoeopathic Hospital by
Dr Anthony Campbell, for use with needles
without introducers.
Instructions for self-acupuncture
(1) Wash your hands in the usual way.
(2) Remove the needle from its envelope without bending it. (If you do bend it, discard it
and use a fresh one.) Hold it in one hand
(the right if you are right-handed). Do not
use a needle that has been dropped on the
floor.
 2004 British Medical Acupuncture Society
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(3) Stretch the skin with the other hand.
(4) Rest the tip of the needle against the skin.
(5) Press the needle quickly right through the
skin, without hesitating.
(6) If necessary, push the needle more until it
has gone in about half an inch (5 mm).
However, avoid inserting it right ‘‘up to the
hilt’’.
(7) Twist the needle gently a few times in both
directions for 10–20 s.
(8) Withdraw the needle, steadying the skin with
your other hand as you do so.
(9) Dispose of the needle safely.
Possible problems
(1) A small drop of blood appears when you
remove the needle. Remedy: wipe it away
with a clean tissue and press the site gently
for a minute or so. If the site you needled
was your foot, keep the leg up until the
bleeding has stopped.
(2) If bleeding persists (very unlikely), apply firm
pressure and seek medical advice.
(3) If a bruise appears where the needle was
inserted, there is probably no need to do
anything, but if it is large or painful, you can
apply ice for about 5 min and seek medical
advice if necessary.
(4) A small ‘‘bump’’ appears when the needle is
removed. Remedy: press and flatten it gently
with a tissue for a minute or two.
(5) Needle breakage (extremely unlikely). Remedy: try to pull the end out with a pair of
clean tweezers or similar implement. If this
fails, consult your doctor or a hospital casualty department.
(6) Infection (extremely unlikely). The acupuncture site becomes red, hot and swollen,
and/or red streaks appear running up the
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limb. Remedy: consult your doctor or a
hospital casualty department.
(7) Very rarely, a needle may be gripped by the
tissues and be difficult to withdraw. Don’t
worry; just wait a few minutes and then it
will come out.
Important notes
+ Use only the needles that have been approved
by your doctor. Check the expiry date on the
box and do not use the needles if this date has
passed. If you are unsure of the instructions,
do not do self-acupuncture.
+ If any difficulty caused by acupuncture
occurs, please feel free to telephone this
hospital to ask for advice. Ask to speak either
to the doctor who treated you or to the
doctor on duty.
+ Please follow the instructions given to you
exactly, especially as regards frequency of
treatment and site(s) of needle insertion. Do
not change these without consulting the doctor. If at any time the treatment ceases to be
effective, ask the hospital to give you a fresh
outpatient appointment.
+ Never put needles into areas of skin that are
sore, infected, bruised or abnormal in any
way.
+ If you become pregnant or are trying to
become pregnant, you should not do acupuncture until you have discussed it with us.
+ If you start taking aspirin, warfarin or other
medicines to thin the blood, you should not
do acupuncture until you have discussed it
with us.
+ Do not try to treat anyone else.
+ If anyone else becomes accidentally injured by
one of your needles, you should get advice
immediately from us or from a hospital
casualty department.
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CASE REPORT

The physiotherapy treatment of lateral elbow pain using
acupuncture
Rebecca Gough
Private Practice, Stalybridge, UK

Abstract
This paper describes the case of a 47-year-old man suffering from chronic lateral elbow pain
that was affecting functional use of his dominant arm. The condition was diagnosed as
myofascial pain syndrome with probable enthesopathy of the common proximal attachment of
the forearm extensor tendons. Traditional Chinese medicine and Western trigger-point
acupuncture approaches were used to treat the pain, promote healing and restore normal
function. When used in conjunction with other modes of physiotherapy treatment, acupuncture
achieved almost complete resolution of the subject’s pain and allowed him to regain normal use
of his dominant arm in the performance of activities of daily living.
Keywords: acupuncture, lateral elbow pain, myofascial pain syndrome, physiotherapy.

Introduction
‘‘Lateral elbow/epicondyle pain is a common
condition causing pain in the lateral elbow and
forearm and lack of strength and function of
the elbow and wrist.’’ (Buchbinder et al. 2005)
Lateral epicondylitis (LE), known colloquially as
‘‘tennis elbow’’, has been reported as being the
most common lesion of the elbow (Teitz et al.
1997). However, despite being first described in
the nineteenth century (Runge 1873, cited in
Goguin & Rush 2003), its aetiology is uncertain
and there is no consensus on the most effective
treatment of this condition (Goguin & Rush
2003).
This condition is generally thought to be an
injury of the wrist and finger extensor muscles
at their common site of attachment to the
lateral epicondyle. Lateral epicondylitis may
involve an enthesopathy of the proximal attachment of the extensor carpi radialis longus
(ECRL) and brevis (ECRB), and the extensor
Correspondence: Rebecca Gough BSc(Hons) MCSP,
Stalybridge Physiotherapy, St Andrew’s House Medical
Centre, Waterloo Road, Stalybridge SK15 2AU, UK
(e-mail: rjgough@tiscali.co.uk).
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digitorum longus (EDL) (Nirschl 1985, cited in
Hertling & Kessler 1996); myofascial trigger
point syndrome may also be implicated (Gerwin 1999). The resulting soft-tissue and tendon
dysfunction at the elbow is widely accepted to
be caused by overuse (Owens 2004; Johnson &
Nirschl 2005; Levin et al. 2005). The risk of its
occurrence is increased when the activity is not
well practised or performed, as a result of
altered forearm muscle forces that then stress
the structures and, hence, cause damage
(Kraushaar & Nirschl 1999). This is of particular relevance to tennis, or indeed, any activity
that involves repeated gripping and puts the
lateral aspect of the elbow under similar repetitive stress and strain (e.g. hammering, computer
work and screwdriver use; NISMAT 2005), and
therefore, the condition does not limit itself to
those who play sport (Boyd & McLeod 1973;
Coonard & Hooper 1973; Cyriax 1982, cited in
Hertling & Kessler 1996).
It has also been reported that increasing age is
a probable contributing factor to the development of tendinopathies; most patients presenting
with this problem are d 35 years old (Boyd &
McLeod 1973; Coonard & Hooper 1973; Cyriax
1982, cited in Hertling & Kesler 1996). In fact,
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the peak prevalence of LE is in the fourth decade
of life, when it is four times more common than
at any other period (Teitz 1997). Increasing age
results in changes in the structure and function
of human tendons as collagen fibres increase in
diameter and decrease in tensile strength. The
ultimate strain, ultimate load, modulus of elasticity and tensile strength of the tendon also
decline. The most characteristic age-related
changes are degeneration of the tenocytes and
collagen fibres, and accumulation of lipids and
calcium deposits (Kannus & Jósza 1991).
Like other tendinopathies, there is still much
debate as to whether LE is inflammatory in
nature (Goguin & Rush 2003), and therefore, the
use of non-steroidal anti-inflammatory drugs
(NSAIDs), which are responsible for over 2000
deaths a year from gastrointestinal bleeds
(Tramer et al. 2000, cited in Webster-Harrison
et al. 2002), for pain relief is questionable.
Acupuncture, on the other hand, is seen to
have a highly therapeutic role in the treatment of
nocioceptive pain of musculoskeletal origin in
place of medications, given that it is safe, relatively inexpensive and can be repeated with ease
(Camp 1998, cited in Alied Training 2005;
Kaptchuck 2002; Zijlstra et al. 2003). The value
of acupuncture in relieving pain and aiding the
return of function is becoming more evident as
more scientific research takes place (Alied Training 2005). In 1999, the World Health Organization approved the use of acupuncture for the
treatment of a number of conditions, including
LE (WHO 1999; CCHH 2002). Therefore, it is
now being widely used as a treatment modality,
either alone or to complement other modes of
treatment, within both primary and secondary
care in the UK by physiotherapists and other
healthcare professionals (Alied Training 2005).
A recent systematic review of published
studies on the effect of acupuncture on lateral
elbow pain reported that there is strong evidence
to suggest that it is effective for short-term pain
relief in patients with this condition (Trinh et al.
2004). Since lateral epicondyle pain can cause
persistent morbidity until it resolves (WebsterHarrison et al. 2002), the present author decided
to use acupuncture and assess its effects, when
used alongside other treatments, for the physiotherapy management of a man suffering from
chronic lateral elbow pain. The following case
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report is presented with reference to why and
how acupuncture was employed, the outcomes
of the treatment, and the limitations of the
study.

Case report
Subjective history
A 47-year-old man, Mr X., initially presented to
the present author’s clinic complaining of a
gradual increase in right (dominant arm) lateral
elbow pain. This had first occurred 2 and 10
weeks previously, almost immediately following
his return home from a 5-day golfing holiday,
during which he had played an 18-hole course on
each of the 5 days.
Mr X. reported that his pain was sharp in
nature, rating it as 5/10 on a Visual Analogue
Scale (VAS). It manifested during activities
involving a gripping action, and he made specific
reference to picking up a cup of coffee or a
kettle, carrying his briefcase, turning taps on and
off, and playing tennis. Following general use of
his arm and especially after performing aggravating activities, Mr X. would more often than not
experience a deep dull ache (VAS=4/10) over
the region of the lateral epicondyle and into the
forearm, which would then last for up to 2 h.
He suffered no sleep disturbances; however,
he complained of increased soreness and stiffness around the elbow first thing in the morning.
Mr X. reported that, other than avoiding
aggravating factors, nothing eased his symptoms,
including the use of NSAIDs.
Objective examination
Mr X. lacked approximately 20 of active elbow
extension, whilst the performance of this active
range of motion was painful and poorly controlled, in that the movement through the available range was jerky and not smooth, as should
be seen with normal agonist/antagonist muscle
activity (Hertling & Kesler 1996). With regard to
passive elbow extension, he lacked approximately 15, and notable tension and twitching
along his forearm musculature was felt. His
active range of wrist extension and flexion was
limited by about 10 in both directions, but
pain-free to perform. Near-to-full range could be
achieved passively, but with noticeable end-range
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stiffness. Active pronation also lacked a small
degree of movement compared to the left side,
with end-range tightness, but near-to-full range
passive movement. Functionally, Mr X.’s handshake was subjectively weak compared to the left
(his non-dominant hand).
Pain was reproduced around the lateral elbow
and into the forearm on: (1) passive wrist flexion
with radial deviation; (2) forearm pronation and
elbow extension; (3) resisted wrist extension with
radial deviation; and (4) resisted middle finger
extension (although pain more pronounced in
his forearm). Mild stiffness was found on accessory glides of the radiohumeral joint. No signs of
adverse neural dynamics were found on upper
limb tension testing.
Exquisite tenderness was produced on palpation of the lateral epicondyle, while the soft
tissues immediately distal to the lateral epicondyle were observed to be swollen compared
to the left forearm. Palpation of the soft tissue
revealed several active trigger points, with local
twitch responses elicited in the ECRB, ECRL,
supinator, EDL, brachioradialis, brachialis and
the medial head of the triceps.
The cervical spine was cleared and ruled out as
a potential source of Mr X.’s symptoms.
Impression
On the basis of the subjective history and
objective examination, it was concluded that the
subject had developed a trigger-point pain syndrome of the right forearm musculature, with the
probable presence of an enthesopathy at the
proximal attachment of the wrist and finger
extensors. (The isolation of a specific tendon is
not possible given that gross and microscopic
anatomy both confirm that the ECRB and EDC
are indistinguishable at the bone–tendon interface; Greenbaum et al. 1999, cited in Goguin &
Rush 2003.)
Mr X. had no contraindications to the use of
acupuncture, and informed consent was gained
for its use as part of the agreed treatment plan,
which aimed to alleviate his pain, promote healing of the involved area and restore the functional use of his upper limb.
Traditional Chinese medicine (TCM) and
Western trigger-point acupuncture approaches
were used, alongside stretching, self-mobilizing
movements of the elbow and forearm, the avoid 2007 Acupuncture Association of Chartered Physiotherapists

ance of gripping activities, a gradual progressive
concentric and eccentric strengthening exercise
programme for the wrist extensors, and advice
regarding activity modification with particular
reference to a return to playing tennis or golf.
Including the initial assessment, Mr X.
attended a total of five sessions of self-funding
private physiotherapy over 2.5 weeks before
self-discharging in the third week.
Acupuncture protocol
Four sessions of acupuncture were carried out,
commencing on his second visit, 2 days after his
initial presentation, during which Mr X. was
taught gentle mobilizing movements of the
elbow (flexion and extension) and forearm (pronation and supination), and gentle self-stretching
of the forearm extensor muscles; he was also
given advice regarding how to avoid aggravating
factors (i.e. activities involving wrist extension
and gripping).
For the TCM method of treatment, acupuncture was administered using sterile 30-mm Hegu
acupuncture needles for the forearm, upper limb
and lower leg, and 15-mm needles for the hands.
The subject was needled in supine, and the
duration of each acupuncture treatment was
30 min. Manual stimulation of the needles to
achieve the sensation of de qi at each point was
performed on initial insertion and at about every
5 min subsequently.
De qi is commonly known as the individual’s
subjective appreciation of a combined feeling of
soreness, heaviness or pressure, numbness, and
fullness or distension (Gunn 1976); it is felt to
propagate along an acupuncture channel (Wilk
2001). The elicitation of de qi sensations are an
indicator that something is happening, and is
proposed to be necessary for accurate acupuncture point finding, successful point stimulation
and optimal acupuncture effectiveness (Wilk
2001; Hopwood 2004).
Prior to the insertion of needles along the
meridian pathways, trigger-point needling using
sterile 30-mm Hegu acupuncture needles was
performed. A needle was inserted perpendicularly into the tissue overlying each palpable
trigger point to a depth of about 10 mm for up
to a maximum of 60 s, as recommended by
Baldry (2002). Despite the above author noting
that local twitch responses (LTRs) are not
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Table 1. Acupuncture treatment for a subject with lateral elbow pain: (WTPA) Western trigger-point acupuncture; (TCM) traditional Chinese
medicine; (ECRB) extensor carpi radialis brevis; (ECRL) extensor carpi radialis longus; (EDL) extensor digitorum longus; (LI) Large
Intestine; (SI) Small Intestine; (GB) Gall Bladder; (B) bilateral; and (R) right
Acupuncture points
Treatment

Day

WTPA

TCM

1
2
3
4

3
6
10
15

ECRB, ECRL, brachioradialis, brachialis
ECRB, ERCL, EDL, brachioradialis, triceps
ECRB, EDL, brachioradialis, brachialis
Brachialis

LI4
LI4
LI4
LI4

expected in shallow needling, LTRs were
observed, as is often seen when a palpable band
in a superficially placed muscle is smartly
‘‘plucked’’ (Hopwood 2004). After withdrawing
the needle, the area was then palpated again to
ensure that an immediate decrease in sensitivity
had occurred. Baldry (2002) suggested that, if
this has not been achieved, then another needle
has to be inserted and left in situ for several
minutes; however, this was not required. It is
noted that several treatments may be required to
achieve complete deactivation of the trigger
point (Baldry 2002). The course of treatment is
outlined in Table 1.
Clinical reasoning
Acupuncture is a method of encouraging the
body to heal and to improve functioning
(AAMA 1997). It involves the insertion of needles into specific points in the body (AAMA
1997), and has been used successfully by the
Chinese for thousands of years (AAMA 1997; J.
Longbottom, personal communication). Both
TCM acupuncture and Western trigger-point
acupuncture have been found to have beneficial
physiological effects (Ullett & Han 2001;
Hopwood 2004; Alied Training 2005).
Classical acupuncture has been well defined as
a comprehensive system of medical thought and
practice dating from 200 BC:
‘‘It is based on critical thinking and extensive
clinical observation and testing, distinct from
allopathic medicine, with different anatomical
and physiological terminology.’’ (Kaptchuck
2000, cited in Alied Training 2005).
The TCM explanation of the efficacy of
acupuncture is that channels of energy called
meridians run in regular patterns through the
body and over its surface. These channels are
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(B),
(B),
(B),
(B),

SI3
SI3
SI3
SI3

(R),
(R),
(R),
(R),

LI10
LI10
LI10
LI10

(R),
(R),
(R),
(R),

LI11
LI11
LI11
LI11

(R)
(R)
(R), GB34 (R)
(R), GB34 (R)

likened to rivers flowing through the body to
irrigate and nourish the tissues, while blood flow
and nerve impulses also follow meridians, running through the body to various structures and
organs. The meridians are named according to
the corresponding organ, which they supply and
to which they are closely related. Traditional
Chinese medicine defines health as the free
circulation of qi (yang) and blood (yin) within the
meridian and organ system. Qi is frequently
described as the life force or vital energy of a
living thing. Yin and yang are literally translated
as ‘‘the shady side of the mountain’’ and ‘‘the
sunny side of the mountain’’, respectively. Yin is
associated with cold, water, quiet, night and
substance, whereas yang represents heat, fire,
noise, day and function (Hopwood 2004). When
there is a perfect balance between the two
opposing forces of yin and yang, homeostasis is
achieved (Cannon 1963, cited in Alied Training
2005; Hopwood 2004) and the body is said to be
in a healthy state. If there is an imbalance,
blockage or stasis of qi flow, then there may be
excess, deficiency or stagnation of qi, resulting in
illness or disease.
Disease and illness within a TCM philosophy
are said to be caused by pathogens, which are
classified as external or internal. The external
pathogens are mainly based on climatic influences, i.e. wind, cold, damp and heat invading
the body (Hopwood 2004):
‘‘Normally, a healthy body is said to be able to
adapt to changes in climate, but if these
changes are sudden, of great intensity or are
out of synchronization with the seasons,
pathogenic energy flourishes and qi is
depleted. Originally this invasion is at a superficial level, involving the meridian and joint
structures, complying with the Western model
of musculoskeletal or myofascial type pain and
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limitation of joint movement. If the pathogen
is not removed or becomes stronger, combined with a weakened internal organ qi
from age or trauma, it will penetrate the
deeper organ structures and become chronic.’’
(Hopwood 2004)
Each of the external pathogenic factors produce characteristic symptoms and this leads to
the different classifications of bi syndrome, which is also called painful obstruction
syndrome (Hopwood 2004). Should the body
become invaded by any of these pathogenic
factors or affected by traumatic injury, bi
syndrome/painful obstruction syndrome can
manifest. This is often associated with pain in or
soreness of the muscles, joints and tendons, and
is caused by the circulatory obstruction of qi and
blood in the meridians/channels. Each of the
external pathogenic factors produces characteristic symptoms, and this leads to the different
classifications of bi syndrome/painful obstruction syndrome; for example, wind bi, cold bi,
damp bi and heat bi (Chang 2000; Hopwood
2004). Although the main aetiological factor in bi
syndrome is weather, there are predisposing
factors to consider, such as excessive sports,
work activity and repetitive motion. An underlying blood or yin deficiency also leads to dysfunction of the channels, which leaves these more
susceptible to pathogenic factors. Trauma and
emotional problems can also be significant contributing factors in bi syndrome (Chang 2000):
‘‘Internal pathogens are those arising from
within the body itself and are thought to be
excess emotions; particular emotions are said
to affect specific body organs (e.g. the liver is
believed to be particularly susceptible to damage by anger).’’ (Hopwood 2004)
Each of the organs is also thought to possess
properties of one of the ‘‘five elements’’ (i.e.
wood, fire, earth, metal and water), and therefore, dysfunctions or conditions involving a particular organ or organs will be symptomatically
reflective of their associated elemental characteristics (Hopwood 2004).
In relation to LE, the affected area corresponds to the Large Intestine (LI) meridian,
whose metal qualities are described as a weeping,
sobbing voice with the psychological characteristics of sadness or grief (Helms 1995, cited in
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Deignan 2004). Nirschl (1981, cited in Deignan
2004) described the surgical appearance of the
tendon overlying the lateral epicondyle as a
‘‘thick unhappy gray tendon, weeping with
edema’’ in the presence of pathology.
According to TCM, the stimulation of appropriate acupuncture points along predetermined
meridians or at specific points on the body may
be used to: reduce or eliminate pathogens; move
stagnant or blocked qi and blood; or tonify or
enhance the qi and blood of an organ or organs
(J. Longbottom, personal communication). This
is thought to restore the yin–yang balance (i.e.
the TCM equivalent of homeostasis) and hence
improve health (Hopwood 2004; Alied Training
2005). The evidence for point selection remains
controversial and a source of debate (Alied
Training 2005). However, the basic concept is to
use proximal points for pain relief, since these
are where the energy will be stabilized or collected, and distal points to move the obstruction
by encouraging the movement and circulation of
qi (Hopwood 2004).
According to Helms (1995), the combinations
involve the insertion of at least three needles, the
energy-moving needles, which are normally
placed in the extremities and usually inserted
bilaterally. The focusing needles are inserted at
trunk points that influence the organs being
stimulated, or at muscular points tender to palpation in the region of the pain. However, it is
acknowledged that using fewer needles often
means a more focused and, therefore, effective
acupuncture treatment. It will also reduce the
risk of inducing needle shock (Longbottom
2005). A total of nine needles were used, this
number being below the general guidance that
no more than 12–15 needles should be inserted
in one single treatment (Longbottom 2005). This
type of treatment has been said to fit quite well
with the Western concept of using sensory
stimulation in an area with the same spinal nerve
supply as the affected tissues, following dermatomes and sclerotomes (Bradnam 2002; Hopwood 2004). However:
‘‘Detailed biomedical research has failed to
uncover the existence of circulating qi, yin and
yang or meridians and, as a consequence,
Western medicine tends to view these philosophies with some scepticism.’’ (White 2001,
cited in Alied Training 2005).
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Nevertheless, recent advances in the area of
neurophysiology and neurosciences have allowed
acupuncture to be described as a method of
neural stimulation that ‘‘provides a homeostatic
neurochemical healing effect by stimulating the
CNS [central nervous system] for the modulation
of pain’’ (Alied Training 2005). Changes are
promoted in the sensory, motor, autonomic,
visceral, hormonal, immune and brain functions,
leading to therapeutic outcomes (Andersson &
Lundeberg 1995, cited in Carneiro 2004).
It has been reported that there appears to be a
small correlation between acupuncture points
and motor points (Kao 1973, cited in Alied
Training 2005; Liao 1975, cited in Alied Training
2005; Gunn et al. 1976; Sivin 1987, cited in Alied
Training 2005):
‘‘Motor points are associated with lowered
electrical resistance, which may be attributed
to the passage of the motor nerve and its
neurovascular bundle through the fascia and
subcutaneous tissue (Ward 1996, cited in Alied
Training 2005). The neurovascular bundle
contains a variety of sensory afferents including Group I and II muscle spindles, A fibres
together with group III, A nocioceptive and
group IV, C-fibres, the essential nocioceptive
pathway which facilitates acupuncture analgesia. Motor points also supply nerves to
muscle spindles and motor end plates, both of
which have been linked to the activity of
painful trigger points.’’ (Alied Training 2005)
Decreased electrical impedance at specific
points on the body compared to the surrounding
skin have been found to exist, and these closely
mirror the acupuncture point system (Pomeranz
1976, cited in Alied Training 2005; Comunetti et
al. 1995, cited in Alied Training 2005).
Whilst there has been common, world-wide
agreement (with minor cultural variations) on the
position and definition of these meridians and
points. (Worsley 1982, cited in Alied Training
2005; WHO 1999, cited in Alied Training 2005).
The neuromodulation that has been seen to
occur through the stimulation of acupuncture points is said to be promoted at the
local, segmental and suprasegmental levels
(Cairnero 2004). The receptors and pathways of
different sensory afferents, motor innervation of
muscles, and the fibres of the autonomic nervous
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system are all influenced, thus putting three kinds
of gate control into action (Cairnero 2004).
Opioid-like substances and endogenous opioids
(e.g. enkephalin and dynorphin, endorphin, histamine, seratonin, and cortisol) can be released
by a variety of structures within the CNS, and
therefore, this activation of ascending and
descending pathways may provoke the release of
a powerful analgesic effect and improved healing
(Day 2000, cited in Alied Training 2005; Ullet &
Han 2001; Cairnero 2004).
Positron emission tomography and functional
magnetic resonance imaging (fMRI) have
brought about advances in acupuncture research,
allowing a better understanding of the cortical
responses to the stimulation of specific acupuncture points. Stimulation of empirical acupuncture
points, which are noted for their effects on
specific conditions, has been shown to transmit
information to the corresponding cortical area,
influencing these higher centres to regulate
activity via the endocrine and autonomic nervous
systems (Cho et al. 2001, cited in Alied Training
2005; Hsieh et al. 2001).
With regard to myofascial trigger points,
which have been described as ‘‘a dysfunctional
motor end plate whose abnormal activity is
modulated in some way by the sympathetic
nervous system’’ (Gerwin 1999), these can be
responsible for both local and referred pain.
They can result in pain syndromes, which are a
common cause of acute and chronic pain, and
can coexist with other medical illness and injuries. Trigger points are distinguished by a
number of physical features (Gerwin 1999):
(1) exquisite tenderness in a taut band of muscle;
(2) referred pain elicited by stimulation of the
trigger point;
(3) local twitch response or contraction of the
taut band upon stimulation;
(4) reproduction of the subject’s pain patterns
when stimulated;
(5) weakness without atrophy; and
(6) restricted range of movement.
Treatment requires the elimination of the
trigger point, and correction of the mechanical
and medical factors that initiate and perpetuate it
(Gerwin 1999; Travell et al. 1999). Elimination
can be achieved by a number of methods,
including manual therapy, Western medical
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acupuncture, needling, injection therapy and
transcutaneous electrical nerve stimulation
(TENS) (Gerwin 1999; Travell et al. 1999). With
regard to trigger-point needling, this technique
has been found to be highly effective in diminishing or abolishing myofascial pain for days,
weeks and sometimes permanently, and it is
thought to disrupt the integrity of the dysfunctional motor end plate (Gunn 1976; Alied Training 2005):
‘‘It is hypothesised that an accurately placed
needle provides a localized stretch to the
contracted cytoskeletal structures, which may
disentangle the myosin filaments in the
Z-band. Rotating the needle whilst in situ
results in the ‘winding up’ of connective tissue
around the needle, experienced as a needle
grasp. This appears to have an effect of
straightening the collagen fibres.’’ (Langevin &
Vallaincourt 2001, cited in Alied Training
2005)
‘‘This brief mechanical stimulation can act in
cytoskeleton reorganization, increasing interleukins. Group II fibres will register a change
in total fibre length, which will activate the
gate control system by blocking nocioceptive
input from the trigger point and help alleviate
pain.’’ (Baldry 2001, cited in Alied Training
2005)
Therefore, in order to optimize the treatment
and recovery of Mr X.’s symptoms, it was
deemed essential that trigger-point needling was
included as a mode of treatment.
With respect to Mr X.’s symptoms, the present
author viewed his condition, from a TCM perspective, as wind-damp bi syndrome given that
his symptoms were associated with those of: (1)
wind bi, which is said to be found clinically in the
upper limbs, where the muscle and joints are
sore, but the quality of pain can change quickly,
sometimes manifesting as a dull pain or at other
times as a sharp one; and (2) damp bi, which is
noted to be slow in onset, and is characterized by
joint stiffness and mild fixed pain associated with
heaviness/numbness in the surrounding tissues
(Chang 2000; Hopwood 2004). The term tendon
bi, which is always linked to soreness, pain and
stiffness of the tendons and muscles, also lends
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itself well to this patient’s condition (Hopwood
2004).
Therefore, it is not surprising that acupuncture
treatment of bi syndromes should be focused on
expelling the pathogenic factors in the channels,
and eliminating the qi and blood stagnation
(Chang 2000).
The following points that were chosen for the
treatment of Mr X.’s problem are discussed in
relation to both TCM theories and the Western
theories of the mechanisms of acupuncture.
The acupuncture point LI4 (also named
Hegu), while being deemed the most important
analgesic point affecting the entire body (J. Longbottom, personal communication), having been
used clinically for anaesthesia in surgical procedures (e.g. tonsillectomy and dental work; Alied
Training 2005), is also used in TCM to expel
exterior pathogenic factors, especially wind,
regulate qi of the large intestine, and harmonize
ascending and descending qi (Hecker et al. 2001;
Hopwood 2004; Alied Training 2005). The latter
attribute gives rise to it being labelled a Yuan
(Source) point in TCM. The stimulation of Yuan
(Source) points is used to access the source qi of
the meridian (Hopwood 2004), whilst Western
medical acupuncture holds that distal points
enhance descending inhibitory mechanisms in
the control of pain (Alied Training 2005). The
point was needled bilaterally as a ‘‘balanced pair’’
because it has been found that analgesic acupuncture is stronger if two points are needled
instead of one (Chiang et al. 1973, cited in
Carlsson 2002). This is believed to produce more
cortical activation, and hence, a heightened treatment response; contralateral stimulation is also
proposed to influence the analgesic effect and
muscle relaxation in the affected side/area, given
that some of the ascending and descending
spinal pathways carrying afferents and efferent
information contain crossed nerve fibres (Longbottom 2005). Both some of the ascending and
descending spinal pathways consist of crossed
nerve fibres (J. Longbottom, personal communication).
Alongside this, the affected area of pain and
soft-tissue dysfunction corresponded to the LI
meridian. Therefore, in line with the TCM recommendation that both distal and local points
on the selected meridian should be used, local
points purported to have beneficial actions were
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chosen. These points were LI11 (also named
Shou San Li) and LI10 (also named Qu Chi). In
TCM, LI11 is known as a He-Sea point (the last
points on the limb, situated just below the elbow
or knee, which have strong physiological effect).
Such points are also used in the treatment of bi
syndrome, muscle spasm and paralysis (Hopwood 2004). Like LI4, LI11 expels the pathogen
wind, and regulates qi and blood, ‘‘opening
circulation to the whole arm’’ (J. Longbottom,
personal communication). In addition, He-Sea
points on yang meridians, of which the LI is one,
can be used to influence the muscles and tendons (Hopwood 2004), this again being of particular importance to this subject’s condition.
Large Intestine 10 is perceived to be a general
tonification point in that it supplements qi that is
poor in condition, deficient in some way or
unable to circulate freely, by removing obstructions to the flow of qi from the meridian (Hecker
et al. 2001; Hopwood 2004; Alied Training 2005).
Therefore, this point was used in conjunction
with LI11 to support its actions.
The stimulation of SI3 (also named Hou Xi),
another tonification point that expels wind
(Hecker et al. 2001; Hopwood 2004; Alied Training 2005), was not chosen for this effect, but
primarily for its potential to relax muscles and
tendons, decrease pain and inflammation, and
hence, promote healing through the release of
the body’s natural anti-inflammatory chemical,
cortisol (J. Longbottom, personal communication). It has been noted that small increases of
this hormone have positive effects on the body
by producing a burst of increased immunity, a
lower sensitivity to pain and helping to maintain
homeostasis in the body (Scott 2006).
Lastly, GB34 (also named Yang Ling Quan)
has been noted as a point that may clear damp
and aid the movement of qi (Hopwood 2004).
However, more importantly, it is recognized as
an Influential or Hui point (designated points
that are thought to have an significant sphere of
influence). This is the empirical point for
muscles and tendons (Hecker et al. 2001;
Hopwood 2004; Alied Training 2005). In fact, in
a study of the treatment of tennis elbow using
only this point on the affected side, Molsberger
& Hille (2002) reported that most of their
subjects obtained 70% pain relief. Therefore, it
was used in the third treatment of Mr X. to boost
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the healing and function of his forearm contractile tissues and their attachments.
On needling the acupuncture points, it was
ensured that a sensation known as de qi (often
described as feelings of numbness, tingling,
heaviness, or aching and soreness) was felt by the
subject several times throughout the treatment,
since it is deemed essential within a TCM paradigm that de qi is produced at each acupuncture
point in order to achieve analgesia and hence
efficacious acupuncture (Gunn 1976; Wilk 2001;
Hopwood 2004; Alied Training 2005). This has
been, at least in part, supported by conventional
neurophysiology. It is thought to contribute to the activation of the endogenous
anti-nociceptive system. Wang et al. (1985) theorized that de qi is in fact caused by the activation
of A type II and III, and C-fibres, leading to the
release of opioid peptides from enkephalinergic
inhibitory interneurons in the dorsal horn. Other
studies have found that acupuncture activates
group II and III afferents (Chan 1984, cited in
Alied Training 2005), A fibres (Toda et al. 1980;
Lu 1983) and C-fibres (Cheng & Pomeranz 1980,
cited in Alied Training 2005), which inhibit the
intra-dorsal horn transmission of nocioceptive
information conveyed to the cord via group IV
sensory afferents. Pomeranz (1996, cited in Alied
Training 2005), confirmed this by abolishing
needle-induced analgesia through the administration of the endorphin antagonist naxalone.
The treatment duration was 30 min, the minimum recommended needling time if a cumulative acupuncture analgesic effect is to be
achieved (Stux & Pomeranz 1995; Ullet & Han
2001; Allied Training 2005).
Since acupuncture has been shown to affect
circulation, blood pressure, cardiac rhythm and
stroke volume, and secretions of gastric acid, Mr
X. was treated in supine in case he experienced
an adverse event (Pearl & Schillinger 1999, cited
in Alied Training 2005; Swanson et al. 2000, cited
in Alied Training 2005).
The use of Western trigger-point needling was
used alongside TCM acupuncture to achieve
elimination of the myofascial trigger points
present, and thus, enhance the effects of pain
relief, and restoration of normal function of the
wrist and trigger extensor muscle group, as
described above. Mr X. was taught to stretch the
involved muscles because it has been noted that
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stretching the affected functional muscle unit is
an essential part of treatment for active trigger
points (Gerwin 1999). He was also encouraged
to perform slow and controlled active movements of the elbow and forearm since immobility can make trigger points worse and ultimately
increase pain (Travell et al. 1999).
Outcomes
No adverse reactions were experienced by Mr X.
during any of the treatments or after the removal
of the needles.
However, following the initial treatment with
acupuncture, he experienced an increase in his
symptoms that commenced later that evening
and lasted for approximately 36 h (VAS=7/10).
Mr X. complained of a more persistent and
intense dull ache in the distal lateral aspect of his
upper arm that also travelled just proximal to his
wrist. Such a flare-up in symptoms, if it settles
within a couple of days, usually bodes well for
the outcome of the treatment since it usually
means that the treatment decision is accurate
(Carlsson 2002; J. Longbottom, personal communication). However, some may argue that this
is not a desired effect and may suggest that it
occurs as a result of extensive needle manipulation or duration (Helms 2005). During the days
following resolution of the flare-up, Mr X. noted
that he was already beginning to feel some
improvement, and that his aching pain was less
intense (VAS=2/10) and of shorter duration.
Following the second and third acupuncture
treatments, his positive response seemed to
amplify in an incremental fashion, as is often the
case (Helms 1995; Alied Training 2005). Mr X.’s
positive response to treatment amplified in an
incremental fashion in that, as the number of
treatments given was increased, so did his pain
relief and functional use of the arm, thus supporting the observation that the cumulative
effect of treatments contributes to the desired
goal of enduring improvement (Helms 2005).
This outcome also fits with the findings of
Bonica (1974, cited in Carlsson 2002), who
reported that, when manual acupuncture is used,
the desired effects are induced slowly and recognized after a course of approximately four to
eight treatments. Mr X.’s pain was minimal in
that: he rated both the dull ache and sharp,
catching pain as 1/10 on the VAS; he had
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regained full active pain-free range of elbow
extension and forearm supination; in pain provocation tests, resisted middle finger extension was
negative and resisted wrist extension was very
mildly positive; and he was deemed to have
increased grip strength, given that his handshake
was subjectively firmer than it had been on his
initial visit. A further 6 days after the fourth
acupuncture treatment, Mr X. contacted the
clinic to say that he was so delighted with his
progress that he was cancelling his next appointment and self-discharging. The subject noted
that he had been completely free from pain for a
couple of days and had automatically returned to
carrying his briefcase in his right hand. Mr X.
commented that he could only elicit pain by
directly palpating over the lateral epicondyle.
Therefore, with this in mind, the present author
advised him to continue with all of the home
exercises whilst slowly and gradually increasing
the use of his upper limb for gripping activities,
so as to further enhance tendon healing and
strengthening, and improving muscle function in
order to reduce the risk of recurrence. Mr X.
sensibly added that he would not attempt to play
tennis for a further 6 weeks or so.

Discussion
Although the present author’s acupuncture treatment protocol seemed to satisfactorily address
Mr X.’s lateral elbow and forearm symptoms, it
is possible that the use of segmental acupuncture
needling in the stimulation of Huatuojiaji points
or Hua Tuo paravertebral points may have further enhanced his recovery since these points are
often employed in conjunction with trigger
points (Hopwood 2004). Used alongside needling of distal or more peripheral points, it is
thought that ‘‘stimulation of points that correspond to segmental anatomical dysfunction (with
reference to dermatomal and myotomal distribution, in the case of lateral elbow pain the
segmental level would be C6) is important in
order to stimulate afferent impulses from the
peripheral nerves and create a heterosegmental
effect brought about by neurohumeral mechanisms, involving the use of three mechanisms:
(1) free  endorphins and meta-enkephalins
released; (2) Serotonin and adrenergic release;
and (3) descending inhibitory mechanisms
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(DNIC)’’ (Cairnero 2004; Alied Training
2005).
With regard to de qi, it has been suggested by
Bäcker et al. (2002) that stronger needling, or that
achieved by low-frequency stimulation, equates
to stronger de qi, and elicits greater blood flow
and, hence, increased benefits. In the present
case, neither the mode or frequency of needle
stimulation nor the subject’s description of the
intensity of de qi was recorded. This could be an
issue that had some influence on the outcomes,
and therefore, should be a matter for consideration when performing future acupuncture treatments. Kong et al. (2005) attempted to
investigate whether the attributes of de qi sensation may be useful clinical indicators of effective
treatment. They reported significant correlations
between analgesia and patient reports using their
Subjective Acupuncture Sensation Scale of
numbness and soreness ratings, but not with
ratings of stabbing, throbbing, tingling, burning,
heaviness, fullness or aching. More often than
not, Mr X. described his sensation of de qi as
aching or heaviness, and therefore, this does not
match the findings of Kong et al. (2005); however, their study does make reference to the
existence of individual subject variability in the
analgesic effects of acupuncture.
Another consideration is whether or not the
use of electroacupuncture (EA) instead of
manual acupuncture (MA) for the treatment of
this subject’s symptoms would have differed in
terms of effectiveness. A small study carried out
by Tsui & Leung (2002) showed that EA was
superior to MA in treating patients with tennis
elbow. The findings of Napadow et al. (2005)
on the effects of EA versus MA on the human
brain, as measured by fMRI, showed that, overall,
EA, particularly when used at low frequency,
produced a more widespread fMRI signal
increase than MA. This indicates that EA has a
greater effect on the brain, which in turn may
result in a greater neurochemical response that
interacts with both analgesic and autonomic
pathways (Ullet 2001) to activate a disturbed
nervous system in a direction towards normal
function (White 1998). Therefore, one could
question whether the use of EA would have
further enhanced the patient’s positive treatment
response by increasing the level of pain reduction
and return to function in a shorter period of time.
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Following on from this, one other mode of
treatment relating to acupuncture that could
have been employed in the holistic treatment of
this subject is that of acupressure. This involves
manual stimulation of acupuncture points and
can usually be performed by the patients themselves. It has been shown to have effects on the
CNS, and hence, to alter the physiological status
of affected structures similarly to MA and EA
(Schulte 1996, cited in Lee 2001). Teaching Mr
X. to perform self-acupressure over some of the
chosen points when at home might have
enhanced the effects of needling. However, given
that he already had a comprehensive home
exercise programme, it was felt that further
self-management could have led to decreased
compliance with any one of the other rehabilitation techniques employed, which have all been
noted to play an important role in the treatment
of this subject’s condition. One could also argue
that the beneficial effects of the treatment could
not be solely attributed to acupuncture, especially
given that the present author’s skills in its use
and application are relatively limited to date.
If Mr X. had not self-discharged when he did,
it might have been an option to teach him
self-acupressure of appropriately selected points
for the self-management of pain in the event of
reoccurrence of his symptoms.
The most obvious limitation of the present
study is that more than one mode of treatment
was used to address Mr X.’s condition. Therefore, the beneficial outcomes experienced by the
subject cannot be solely attributed to the application of TCM and Western medical acupuncture. Lateral elbow pain of this type is known to
often become a lingering chronic condition,
which can be difficult to treat once this occurs
(Hertling & Kessler 1996). Therefore, it can only
be suggested that, because of the relatively quick
reduction of Mr X.’s pain, resolution of his
symptoms and return of functional use of his
arm without the use of any of the other painrelieving modalities that are often employed in
the treatment of this condition (e.g. ultrasound
or interferential therapy, TENS and NSAIDs;
Hertling & Kessler 1996), both forms of acupuncture used were of great benefit, and complemented the other modes of treatment in the
management of Mr X.’s pain and dysfunction.
However, this presumption relates only to this
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particular case, and therefore, cannot be generalized to the general population. In order to
investigate further the use of acupuncture in the
treatment of lateral elbow pain, it is recommended that future studies or clinical trials are
carried out on groups of patients with the same
symptoms, and of the same age and gender, who
should be treated with manual needle stimulation
of specifically chosen acupuncture points, with
no other treatment variables being employed and
set dates for follow-up reviews.
It could be argued that the reliable use of a
hand-held dynanometer for objective measurement of functional grip strength (Hamilton et al.
1994) may have provided a further indication of
whether this subject’s lateral elbow pain was
solely a myofascial trigger-point syndrome since
it has been noted that full muscle strength
ordinarily returns within a short time after trigger
points are deactivated (Travell et al. 1999).
Unfortunately, the present author did not have
access to a dynanometer. It has been asserted
that trigger points in lateral elbow pain temporarily weaken muscles that are associated with the
elbow as a means of protection from further
overuse or abuse, and therefore, that there is no
associated atrophy (Davies 2002). Muscle attachments at the elbow can be irritated by the
unrelieved tension that trigger points produce in
muscles (Travell et al. 1999). This can then be
perceived to be the direct cause of any inflammation and degenerative changes that develop at
the elbow (Travell et al. 1999). Therefore, given
the number of active trigger points present, it is
likely that the present subject’s myofascial dysfunction would have been accompanied by an
enthesopathy of the forearm extensor tendons.
To further address this latter clinical diagnosis
and, therefore, improve the subject’s rehabilitation, he was taught gradual eccentric strength
training of the wrist extensors since it has been
found that eccentric exercise stimulates mechanoreceptors in the tendons to produce collagen,
improves alignment, and stimulates cross-linkage
formation, hence increasing strength and durability (Alfredson et al. 1998).
Because Mr X. self-discharged and had made
no further contact by the time of writing, the
longer-lasting effects of his treatment are
unknown. Therefore, it would be interesting to
contact him at a later date to determine whether
 2007 Acupuncture Association of Chartered Physiotherapists

he continued to be pain-free and gained further
improvements in functional use of his arm, with
an eventual return to tennis. However, such a
follow-up may be open to interpretation; for
instance, it could be suggested that, if Mr X.’s
symptoms had returned relatively soon after his
self-discharge, that acupuncture had not been of
long-lasting benefit when, in fact, he may have
re-traumatized the soft tissues and their attachments by returning to activity too soon, i.e.
before adequate tendon healing had occurred. It
has been suggested that, if full tendon healing is
not achieved, the tendon will be at a greater risk
of continued degeneration, leading to macroscopic tearing and structural failure of the origin
of the affected muscle (Nirschl & Pettrone 1979,
cited in Johnson & Nirschl 2005; Alfredson et al.
1998). This may be mediated in this instance by
Mr X. experiencing a significantly beneficial
degree of analgesic carry-over effect that
‘‘blocked’’ his sensations of pain and masked the
true stage of resolution of his condition (J.
Longbottom, personal communication).

Conclusion
Lateral elbow pain is a common persistent disorder that often involves myofascial dysfunction,
and an enthesopathy of the common attachment
of the wrist and finger extensor tendons, as seen
in the present case. Such a condition has been
noted to be difficult to treat, particularly if
chronic, and there is no consensus as yet on the
most effective treatment. With the benefits of
acupuncture in addressing musculoskeletal pain
and dysfunction becoming increasingly recognized and understood through advanced scientific research, this treatment is, thus, being more
widely used by health professionals. The present
paper has demonstrated that both TCM and
Western medical (trigger-point) acupuncture are
positive adjuncts to other physical therapy treatments in the management of a case of chronic
elbow pain, in that near-complete resolution of
the subject’s symptoms of pain and reduced
upper limb function were achieved within
3 weeks. The application of these two forms of
acupuncture and the concepts behind their use
have been discussed with reference to the current evidence base. However, since we are dealing with the complex topic of pain, further
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high-quality research is still needed to support
the integration of acupuncture for pain relief into
today’s scientifically based medical world.
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The use of acupuncture as a treatment for pelvic girdle pain
during pregnancy in a multiparous woman
Alison Bourne
Chesterfield Royal Hospital, Chesterfield, Derbyshire, UK

Abstract
Pelvic girdle pain during pregnancy (PGPP) is a frequent clinical complaint, with reported
incidence rates varying from 48% to 56%. The causes of PGPP have yet to be clearly elucidated,
although recent studies have supported the theory that asymmetrical pelvic joint laxity and
instability of the pelvic girdle have a significant role to play in the pathogenesis of PGPP. This
paper presents a case study of a multiparous woman receiving acupuncture for PGPP. The
evidence surrounding the use of acupuncture for this condition is discussed, and acupuncture
treatment is presented within a physiotherapeutic paradigm.
Keywords: acupuncture, back pain, pelvic girdle pain, physiotherapy, pregnancy.

Introduction
Incidence and aetiology
Pelvic girdle pain during pregnancy (PGPP) is a
frequent clinical complaint, with reported incidence rates varying from 48% to 56% (Fast et al.
1987; Ostgaard et al. 1991). Lumbosacral pain
has been shown to be the most common type
of discomfort experienced during pregnancy,
often increasing as the pregnancy progresses
(Kristiansson et al. 1996).
The causes of PGPP have yet to be clearly
elucidated, although recent studies have provided
weight to the theory that asymmetry in pelvic
joint laxity and instability of the pelvic girdle play
a significant role in the pathogenesis of PGPP
(Damen et al. 2001, 2002). The effects of relaxin
and other hormones on connective tissue structures in and around the pelvis are frequently cited
as factors in pelvic girdle joint laxity (MacLennan
et al. 1986; Fast et al. 1987; Hainline 1994; Damen
et al. 2002; Hall et al. 2005). Sacroiliac joint (SIJ)
laxity in isolation is no longer thought to be
responsible for PGPP (Damen et al. 2001).
Correspondence: Alison Bourne, Physiotherapy Department, Chesterfield Royal Hospital, Chesterfield,
Derbyshire S44 5BL, UK (e-mail: alison.bourne@
chesterfieldroyal.nhs.uk).
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Acupuncture for pelvic girdle pain during
pregnancy
To date, six main studies have demonstrated the
effectiveness of acupuncture in treating PGPP.
Table 1 outlines the main treatment methods
used in these trials, as well as the points selected
and their outcomes.
One problem with reviewing the current literature is the heterogeneity of the trials conducted
to date. Naturalistic protocols were used in the
trials, and therefore, it is not possible to draw any
conclusions regarding the specific points used,
or even the recommended treatment times or
the intensity of stimulation. Outcome measures
varied and not all of the studies were randomized
controlled trials. Where controls were used, these
varied from no input to a variety of alternative
interventions. However, all of the trials listed
in Table 1 demonstrated a positive response
to acupuncture with no reported serious side
effects.
Point selection
Four of the points used in the trials detailed in
Table 1 [Large Intestine (LI) 4, Spleen (SP) 6,
Stomach (ST) 36 and Bladder (BL) 28] are
contraindicated in pregnancy according to traditional Chinese medicine (TCM) (Hecker et al.
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Table 1. Summary of trials of acupuncture for back or pelvic girdle pain in pregnancy: (VAS) Visual Analogue Scale

Reference

Points selected*

Number Gestation

Treatment times
and duration
of programme

Stimulation/
de qi

Outcome

Wedenberg et al. (2000) BL26, BL27, BL28,
BL29, BL30, BL60,
CV2, local and
auricular points

60

20/40–32/40

Three treatments
in first week; two
treatments per week
for following
2 weeks

Needles applied
for 30 min;
stimulated after
15 min

Pain decreased
(reduced VAS
scores) in
acupuncture group
versus control

Guerreiro da Silva
et al. (2004)

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

61

15/40–30/40

Once a week,
occasionally twice,
if severe, over 8
weeks

Average of 12
needles inserted;
de qi: yes; needles
applied for 25 min

78% decreased pain
in acupuncture
group versus 15%
in control

Lund et al. (2006)

BL27, BL28, BL29,
BL31, BL54, KI11,
CV3, SP6, LR2, LI4,
segmental levels

70

18/40–35/40

Ten treatments,
30 min each twice
weekly over
5 weeks

Ten points;
needles applied
for 30 min;
superficial and
intramuscular
needling; de qi:
yes

Decreased pain
intensity; decreased
emotional reactions;
and decreased loss
of energy

Kvorning et al. (2004)

LR3, GV20, BL60,
100
SI3, BL22, BL23,
BL24, BL25, BL26,
local tender points†

Third trimester Minimum of
3 weeks, twice
weekly; included
periostial
stimulation

De qi: yes, once
at first visit; 2+
visits – de qi also
after 30–60 s;
between four and
eight points used

Pain intensity
decreased in 60%
of acupuncture
patients versus 14%
of controls; pain
associated with
activities decreased
in 60% of
acupuncture
patients versus 9%
of controls

Elden et al. (2007)

Local points, GV20,
LI4, BL26, BL32,
BL33, BL54, BL60,
KL11, EX21, GB30,
SP12, ST36

386

12/40–31/40

De qi: yes;
needles applied
for 30 min;
stimulated every
10 min

Acupuncture
reduced pain more
than stabilizing
exercise/standard
treatment

Ternov et al. (2001)

LR3, LI4, local
tender points

167

Second and
At least
third trimesters two occasions

De qi positive;
three manual
stimulations at
15-min intervals

Analgesia assessed
as ‘‘good’’ or
‘‘excellent’’ in 72%
of cases; no control

Twice weekly over
6 weeks

*Key: (BL) Bladder; (CV) Conception Vessel; (KI) Kidney; (SI) Small Intestine; (TE) Triple Energizer; (GB) Gall Bladder; (HJJ) Huatuojiaji; (SP) Spleen; (LR)
Liver; (LI) Large Intestine; (GV) Governor Vessel; (EX) Extra; and (ST) Stomach.
†Points most frequently used in bold type.

2001). It has traditionally been taught that these
points can induce uterine contractions, and
therefore, bring on pre-term labour. A PubMed
literature search using the term ‘‘acupuncture
uterine contractions’’ revealed a number of
studies into the effects of acupuncture, mostly
concerning points LI4 and SP6, on uterine
activity. Tsuei et al. (1977) showed that there was
a 78% success rate in initiating labour in 34
post-term cases; however, seven mid-term abortion cases all failed to respond. Pak et al. (2000)
found that LI4 actually suppressed oxytocininduced uterine contractions in pre-term rats and
SP6 had no effect. Decreased uterine motility in
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pre-term rats was also shown by Kim et al.
(2000). However, Rabl et al. (2001) found that
LI4 and SP6 supported cervical ripening at term,
and shortened the time between the expected
date of delivery and the actual delivery. Other
studies have also examined the effects of acupressure and transcutaneous nerve stimulation
over acupuncture points in post-term subjects or
during delivery, reporting varying results (Dunn
et al. 1989; Chung et al. 2003).
The common thread running through these
studies appears to be that post-term subjects
may respond to certain acupuncture points in a
manner conducive to labour; however, pre-term
 2007 Acupuncture Association of Chartered Physiotherapists
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subjects appear to respond in a different way.
This may be a result of the effects of acupuncture being influenced by the different hormones
present at full term compared to mid-term. It is
worth noting that no maternal or obstetric side
effects were found during any of the trials listed
in Table 1. Current evidence would not indicate that there is a safety issue with acupuncture, and this includes certain points traditionally
contraindicated in pregnancy.
Theory of acupuncture
Acupuncture can be considered from either the
perspective of TCM, or that of Western neuroanatomy and physiology. Acupuncture has been
used in China for over 2500 years, but it is only
relatively recently that Western medical practitioners have adopted acupuncture techniques
and attempted to elucidate its mechanism of
action. Acupuncture stimulation has been
described as inhibiting the transmission of painevoked nerve impulses on three levels: local or
peripheral, spinal, and supraspinal (Carlsson
2002; Bradnam 2003, 2007).
At the local level, sensory neuropeptides are
thought to be released as a result of needle
stimulation of primary afferent nerve endings
(A or C-fibres), causing vasodilatation and
the modulation of local immune responses
(Bradnam 2003, 2007; Zijlstra et al. 2003). The
release of local endorphins may also contribute
to a short-term analgesic effect (Carlsson 2002).
More recently, it has been shown that acupuncture increases the nitric oxide level at the site
of needling, thereby increasing local circulation
and possibly contributing to local pain relief
(Tsuchiya et al. 2007).
At the spinal level, short-term strong pain
relief is thought to be achieved by dorsal horn
inhibition. Afferent neurones from the area being
needled, or from the same segmental distribution, synapse in the dorsal horn. Acupuncture
stimulation is thought to stimulate the release
enkephalins and endorphins that inhibit spinal
nociceptive reflexes at the level being treated
(Han & Terenius 1982, cited in Alied Training
2006).
Supraspinal or central nervous system mechanisms have been extensively investigated in the
literature, although these reports have been of
variable quality. Much of this research has
 2007 Acupuncture Association of Chartered Physiotherapists

involved electroacupuncture rather than manual
acupuncture and animal rather than human
studies. Since 1992, brain-imaging techniques
such as functional magnetic resonance imaging
and positron emission tomography have indicated that specific cortical areas are involved
in pain processing (Lewith et al. 2005), and
acupuncture has been shown to activate these
areas, most notably the pain cortex, including
the periaqueductal grey (PAG) matter and the
hypothalamus, and the limbic system (Ma 2004;
Lewith et al. 2005). Such descending inhibitory
pain control is thought to be mediated by the
release of endogenous endorphins, enkephalins,
opioids, and other neuronal substrates and transmitters (Ma 2004). Various studies have indicated
that the opioid-mediated effects occur earlier in
treatment and are shorter lived, whereas the
non-opioid effects have a longer induction time
and longer-lasting effects (Pomeranz & Warma
1988, cited in Ma 2004). Acupuncture is also
thought to induce physiological changes in the
autonomic nervous system via these descending
pathways (Sakai et al. 2007).

Case report
Subjective presentation
Mrs R. was a 32-year-old multiparous woman
(G3, P2: three pregnancies, two live births) who
presented at 25 weeks’ gestation with a 7-week
history of right-sided posterior pelvic and
buttock pain. She had not experienced any pain
during her first pregnancy and had delivered at
term by normal vaginal delivery. During her
second pregnancy, Mrs R. began experiencing
pain at 26 weeks. She was seen by a musculoskeletal physiotherapist at her local general
practice surgery, and was provided with a trochanteric belt and prescribed pelvic tilting exercises. These provided limited benefits, and Mrs
R. was using elbow crutches and virtually housebound by 36 weeks. She was induced at 38 weeks
and 4 days gestation because of her pelvic
pain. Mrs R. was seen by a physiotherapist for
6 months following her delivery and she made a
full recovery.
In this pregnancy, her third, the pain had
begun at 16 weeks and became progressively
worse. It was concentrated over the right posterior pelvic region with frequent sharp radiation
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Figure 1. Pre- ( ) and post-treatment (■) Disability
Rating Index results. The pre- and post-treatment indices
were completed on days 1 and 20, respectively, and
returned by post.

into the right buttock. Aggravating factors
included moving from a sitting to a standing
position, turning over in bed, supine lying and
walking for more than 20 min. The pain was
more severe in the evenings and disturbed
Mrs R.’s sleep on nightly basis.
At baseline, Mrs R. scored 75/100 on a
horizontal Visual Analogue Scale (VAS), and her
Disability Rating Index (DRI) results are shown
in Figure 1. This index was modified to make it
more relevant to PGPP. The ‘‘sitting’’ measure
was changed to ‘‘standing from a sitting position’’ since this frequently causes pain in patients
with PGPP, whereas sitting usually alleviates the
pain.
Examination findings
On examination, Mrs R. was found to have a
flat-backed posture with limited, although painless, active lumbar extension. Neurological
examination was normal. Weinreb et al. (1989)
highlighted that assessment of PGPP patients
commonly suggests a lack of pain of lumbar
origin and an absence of signs of neural irritation
or radiculopathy.
Despite the opposite often being cited in the
literature, many women with PGPP present with
flat-backed as opposed to lordotic postures
(Snijders et al. 1976; Sturesson et al. 1989).
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Counter-nutation of the sacrum or anterior rotation of the ilia is a movement associated with
flattening of the lumbar spine, and is either
indicative of or results in decreased stability
(Sturesson et al. 1989; Vleeming et al. 1996). In
the presence of asymmetrical SIJ laxity, this may
predispose to or be a consequence of PGPP.
Active straight leg raise (ASLR) testing was
positive on the left for the patient’s right-sided
pelvic pain, limb heaviness, breath-holding and
trunk rotation. Manual stabilization of the pelvic
girdle through the ilia abolished all of these signs.
The posterior pelvic pain provocation (PPPP)
test was positive bilaterally for Mrs R.’s pelvic
pain. The ASLR and PPPP tests are well-studied,
reliable and valid tests for PGPP that have high
levels of sensitivity and specificity (Mens et al.
1999, 2001).
Palpation of the symphysis pubis, long dorsal
sacroiliac ligament (LDSIL) and SIJ lines
revealed tenderness. The LDSIL is relaxed during nutation of the sacrum and placed on tension
during counter-nutation (Vleeming et al. 1996).
Pain on palpation of this ligament has been
associated with back and peripartum pelvic pain
(Vleeming et al. 1996; Mens et al. 1999).
Examination of the hip joints revealed
restricted medial rotation of the left hip in both
flexion and extension, and this elicited the rightsided pelvic pain. Active trigger points could be
palpated in the buttock musculature, notably
over the piriformis muscle. Piriformis acts as an
external rotator of the hip joint, but is also
thought to aid in tilting the sacrum posteriorly,
thereby potentially contributing to sacral
counter-nutation when tight (Kendall et al. 1993).
Muscle function
Mrs R. could only activate her pelvic floor
muscles (PFMs) through a breath hold and
concomitant rectus abdominis contraction. Testing of transversus abdominis (TA) activation in
four-point kneeling revealed a similar pattern.
The evidence for the role of the lumbopelvic
muscular cylinder in lumbospinal stability, and
back and pelvic pain has been described and
investigated in depth in the literature (Hodges &
Richardson 1996; Hodges et al. 1997; O’Sullivan
et al. 1997; Richardson et al. 1999; Sapsford et al.
2001).
 2007 Acupuncture Association of Chartered Physiotherapists

A. Bourne
Table 2. Details of the acupuncture treatment administered: (BL) Bladder; (LI) Large Intestine; (GV) Governor Vessel; and (GB) Gall
Bladder
Visual Analogue Scale score
Day

Points used*

De qi

Adverse effects

Pre-treatment

Post-treatment

3

BL25, BL26, BL27, BL40, LI4, GV20

Yes

Slight bleeding from BL27
(left-hand side)

75/100

50/100

8

BL25, BL26, BL27, BL28, BL40, LI4, GV20

Yes

None

60/100

40/100

11

BL25, BL26, BL27, BL28, BL40, LI4, GV20

Yes

None

40/100

40/100

15

BL25, BL26, BL27, BL28, BL40, BL54, LI4,
GV20, GB30

Yes

None

40/100

10/100

*All points bilateral except GV20.

Treatment
Day 1. Following positive ASLR testing, Mrs R.
was issued with a Wiltshire belt to improve
pelvic stability passively. Radiographic films have
shown that, with a patient in supine lying,
increased anterior rotation of the ilium occurs
about a sagittal axis close to the SIJ (Mens et al.
1999) during positive ASLR testing. The use of
support belts has been shown to decrease sagittal
rotation at the SIJ (Vleeming et al. 1992) and
have been correlated with pain reduction
(Ostgaard et al. 1994).
Education and ergonomic advice have been
shown to have a beneficial effect on patients with
back pain and PGPP (Mens et al. 2000). Mrs R.
was referred to a Back Pain in Pregnancy class,
where participants are taught the basic anatomy
of the pelvic girdle, the causes of PGPP, how to
facilitate nutation and avoid counter-nutation
during painful functional activities, and lumbopelvic stability exercises. Advice on positions for
delivery is also provided. Group interventions
have been shown to be less effective than individual programmes in the management of PGPP
(Ostgaard et al. 1994); however, in the current
National Health Service climate, it is not practical
to see all referrals on an individual basis. As a
result, all appropriate patients are referred to the
class following assessment, and if the pain eases
as a result of the advice and exercises given, an
open appointment is given for the remainder of
the pregnancy. If symptoms persist, an individual
follow-up appointment is provided. Mrs R.
returned for a follow-up appointment the following week.
 2007 Acupuncture Association of Chartered Physiotherapists

Day 3. Following the class and one week using
the belt, Mrs R. reported a small reduction in
pain (VAS = 85–75/100); however, she reported
that her symptoms were still limiting her functionally. Three days prior to her second appointment, Mrs R. had decorated her nursery and
exacerbated her pain. At her second appointment, she reported that her pain had improved;
however, it remained at 75/100. Mrs R. reported
having signs of anxiety regarding her pain and
the prospect of it continuing for the remainder
of the pregnancy. She also complained that she
was not getting any sleep. Mrs R. reported
that she gained some relief when her husband
massaged the right-hand side of her sacrum.
Acupuncture treatment was chosen in order to
facilitate pain relief and reduce anxiety levels
(Table 2). Stimulation of Governor Vessel (GV)
20 has been shown to induce maternal relaxation
to a greater degree than relaxation alone (Scharf
et al. 2003), and therefore, this point was chosen.
In TCM, GV20 is used as a sedation and
emotional harmonization point (Hecker et al.
2001). Mrs R. was positioned in left side-lying
with her right knee flexed to 90, and two pillows
between this and her left leg. This was to reduce
tension on the hip lateral rotators and ensure
comfort. The left side-lying position also allows
maximum flow of blood and nutrients to the
placenta (Fast et al. 1987). In addition to GV20,
relatively local points were chosen in order to
harness the segmental pain inhibitory system.
Although Mrs R. had recently exacerbated her
symptoms, this was resolving and she reported
relief from local mechanical stimulation. Specific
tender points (i.e. around the SIJs, piriformis and
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the LDSIL) were avoided at this time because of
the potential inflammatory effects that needling
these may have on subacute tissues (Lundeberg
et al. 1998, cited in Bradnam 2003, 2007). Bladder
25–27 lie between the L4 and S1 spinal levels,
and were chosen for a strong immediate analgesic effect at the lumbosacral levels via dorsal
horn inhibition.
In addition to spinal inhibition, descending
inhibitory control from the higher centres was
also required since activation of these systems is
though to produce longer-lasting, if less strong,
effects (Lundeberg et al. 1988). Bladder 40 and
LI4 were chosen as distal points. As stated
previously, LI4 is one of the points contraindicated during pregnancy in TCM; however, a
number of research trials have suggested that it
can be safely used in the second and third
trimesters of pregnancy. Large Intestine 4 is
thought to be one of the most important painrelieving points by proponents of TCM and by
the acupuncture research community, and has
been shown to be a facilitator of opioidmediated descending inhibition (Hecker et al.
2001; Carlsson 2002).
Because Mrs R. had reported low blood pressure (BP), this was taken before and after treatment. Acupuncture has been shown by some
studies to have a lowering effect on systolic BP
(Scharf et al. 2003). No alterations in Mrs R.’s BP
were noted during the course of her treatment.
Following treatment, Mrs R. reported feeling
more relaxed and ‘‘quite euphoric’’. She noted an
immediate reduction in pain. She was driven
home by her husband on this occasion and at all
subsequent attendances.
Day 8. Mrs R. reported a significant improvement in her pain for 3 days following her
treatment, after which her pain returned, but
not to the same degree as previously (VAS =
60/100). She also found that her sleep was much
improved for the two nights following acupuncture. It was thought that this response might be
primarily a result of sympathetic activation via
the distal needle points. Reassessment of her left
hip revealed a further loss (15–20) of medial
rotation in extension. Testing of medial rotation
elicited the patient’s right-sided pelvic pain. Acupuncture was chosen as the first treatment during this appointment in order to achieve an
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analgesic effect prior to manual therapy. The
same points were chosen, with the addition of
BL28. This point is situated at the level of S2,
and was locally tender on palpation and close to
the site of maximal tenderness for Mrs R., the
LDSIL. Her reporting of pain via the VAS
reduced from 60/100 to 40/100 after this intervention, as shown in Table 2. Following this,
passive physiological medial rotation of Mrs R.’s
left hip was performed in supine lying, with an
assistant providing manual stabilization of the
pelvic girdle through the ilia. This resulted in a
20 increase in Mrs R.’s left hip medial rotation.
Piriformis stretches in sitting and four point
kneeling were provided to maintain the effects at
home. Individual TA and PFM exercise instruction was provided, in addition to basic gym ball
stability work.
Day 11. Mrs R. reported post-treatment soreness
lasting 2–3 h after manual therapy treatment, but
then noted a significant improvement in the pain
and functional ability levels that had been maintained until this session. The same acupuncture
was administered; however, the number of repetitions of the hip mobilizations was increased
from 6 × 10 to 9 × 10. No further improvement
in range of motion at the left hip was obtained at
this session.
Day 15. Mrs R. had maintained her improvements, but did not feel that anything had altered
as a result of her last treatment. Objectively, her
range of left hip medial rotation had been
maintained; however, palpation of the left piriformis trigger point revealed a tight myofascial
band and radiating pain. As a result, BL54 was
chosen for trigger point acupuncture because it
lies over the piriformis muscle. This point was
one of the most commonly used in the trials
listed in Table 1 and is used for lumbar spine
problems in TCM (Hecker et al. 2001). Gall
Bladder 30 is situated over the internal obturator
muscle, and since Mrs R. displayed restriction of
medial rotation in extension as well as flexion,
dysfunction in this muscle was a distinct possibility. This point is also used in TCM for the
treatment of back and leg pain (Hecker et al.
2001). Segmental inhibition might also have been
achieved by needling these points. Following
the acupuncture treatment, a further increase in
 2007 Acupuncture Association of Chartered Physiotherapists
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left-sided hip medial rotation of 20 was achieved
via manual therapy. Reassessment of the leftsided trigger point revealed that it was less active
and pain levels had reduced to only 10/100. Left
ASLR testing proved negative for pain, but
positive for heaviness, breath holding and trunk
rotation.

Discussion
Although the results of the present single case
study cannot be extrapolated to a wider population, it has raised some interesting points
regarding the management of PGPP. During
pregnancy, most strong analgesics are contraindicated, and therefore, the management of pain
conditions is potentially more problematic than
for the non-pregnant population (Rathmell et al.
1997). In this case study, the analgesic effects of
treatment were clearly observable, and moreover,
the possibility of therapeutic benefits using
trigger-point acupuncture was suggested. It is the
present author’s experience that mobilization of
restricted hip internal rotation during pregnancy
often takes up to between four and six treatments before significant improvements in range
of motion are seen. In this study, the same
effects were observed over a shorter period of
time. Trigger-point pressure can be painful for
the patient, particularly in PGPP patients; however, this treatment was well tolerated by the
subject.
At Mrs R.’s final attendance, her left ASLR
test proved negative for pain. Studies have indicated that a positive ASLR is indicative of a
compromised functional ability of the pelvic
girdle to transfer loads between the lumbosacral
region and the legs (Mens et al. 2001). In the
present study, the objective measures of the
ASLR (incorporating breath-holding and pelvic
rotation observations) and perceived heaviness
of the limb were unchanged; however, the
pain response had diminished. This appeared to
translate into a functional improvement posttreatment with noticeable improvements in the
DRI (see Fig. 1). What is not clear from the
present study is which component of the treatment facilitated the functional improvement.
Mrs R. attended a class that showed her how to
stabilize her pelvic girdle during most of the
functional activities listed in the DRI and also
 2007 Acupuncture Association of Chartered Physiotherapists

wore a support belt designed to stabilize the
pelvic girdle during functional activities likely to
cause pelvic girdle pain. She was also performing
lumbopelvic stability exercises that, theoretically
at least, could have influenced the stability of the
pelvis; however, no significant changes in Mrs
R.’s recruitment of PFM or TA had been noted
by her last attendance. Research is required
into whether or not specific PGPP objective
markers such as PPPP and ASLR are changed by
acupuncture treatment.
Studies have shown that there is an opioidmediated anti-nociceptive effect during pregnancy and labour (Sander & Gintzler 1987; Jarvis
et al. 1997). This is thought to occur primarily at
spinal cord level (Dawson-Basoa & Gintzler
1996, 1997). It is possible that the positive
benefits of acupuncture during pregnancy-related
pain conditions could be, in part, a result of
the nervous system being pre-sensitized to its
effects as a result of circulating sex steroids and
hormones. Research into the effects of acupuncture on pelvic girdle pain both during and
after pregnancy (when the effects of these hormones have abated) would help to clarify this
matter.
The use of LI4 in the present study may be
deemed controversial; however, the research evidence strongly indicates that certain points may
have different effects determined by the readiness of the parturient for labour. Prostaglandins
in sperm are, anecdotally, thought to induce
labour at or near term, but not pre-term, and it
seems reasonable to propose that acupuncture
may act in a similar manner. However, the use of
this point in the first trimester would be inadvisable because the safety of this approach has not
been confirmed or adequately investigated.

Conclusion
The present case study showed that acupuncture
can be a useful adjunct to the physiotherapeutic
management of PGPP. Further research is
needed to explore the use of individual points at
various stages of pregnancy.
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CASE REPORT

The use of acupuncture as a treatment for low back pain in an
elderly female
Fiona Begg
Interdisciplinary Response and Intervention Service Hospital Discharge Team, Western Infirmary, Glasgow, UK

Abstract
This case study describes the use of acupuncture to treat a 79-year-old female with low back
pain. The evidence supporting the use of acupuncture and the clinical reasoning behind the
acupuncture points that were chosen are discussed. This acupuncture regime benefited the
subject in terms of both functional gains and pain reduction.
Keywords: acupuncture, low back pain, visual analogue scale.

Introduction
Acupuncture is becoming more widely accepted
in the West as a treatment for many conditions,
and it has been the subject of a great deal of
scientific research, much of which has focused
on musculoskeletal disorders. The aim of the
present case study was to focus on one such
disorder, namely low back pain (LBP), explain
the technique used, and justify the options
chosen not only with respect to current Western
theories and literature on acupuncture, but also
in relation to the origins of the practice in
traditional Chinese medicine (TCM). The outcome of the study was evaluated through patient
reporting via a visual analogue scale (VAS) and
subjective improvements in function.

Case report
J.C. was a 79-year-old female who lived alone in
her own home. She was referred to the hospital
discharge team at the Western Infirmary,
Glasgow, UK, for ongoing domiciliary rehabilitation following a fall that had happened 6 weeks
previously. No medical cause was found for the
accident, which had occurred while the subject
Correspondence: Fiona Begg, Interdisciplinary Response
and Intervention Service Hospital Discharge Team,
Western Infirmary, Dumbarton Road, Glasgow G11
6NT, UK (e-mail: Fionabegg@hotmail.com).
 2007 Acupuncture Association of Chartered Physiotherapists

was monitoring the first step of her stairs. J.C.
had landed on her back, and although she did
not sustain any bony injury on this occasion, she
had suffered a stable fracture to her L1 vertebra
6 months earlier. The subject had a longstanding history of central LBP preceding these
episodes as well as osteoporosis. Her past medical history also included chronic obstructive
pulmonary disease (COPD), hypertension and
hiatus hernia. Despite this, she usually maintained quite an active life, still driving a car and
participating in lawn bowls on a regular basis.
At her initial assessment interview, J.C. complained of central LBP with some radiation
toward her left ilium that she rated as 6/10 on a
VAS. She reported painful tingling from her
lateral left thigh to her knee, but no other neurological symptoms. Her pain was exacerbated by
prolonged sitting and standing (_30 min), and
she was limited to mobilizing with a walking stick
both within and outside her home. J.C.’s pain
was eased by regular changes of position. Nevertheless, her sleep was not disturbed, although
she did report that the pain was worse in the
morning prior to getting up. Her main functional
goal was to return to using her car and, therefore,
bowling. On examination, the subject exhibited
globally restricted range of movement of her
lumbar spine, especially into extension. She was
largely kyphotic in her standing posture and was
tender on palpation over much of her lumbar
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Table 1. Possible acupuncture points for the treatment of low back pain. The points that were selected to treat the subject are indicated in
bold
Meridian

Local points

Distal points

Bladder (BL)

BL21, BL22, BL23*†, BL24*‡, BL25*‡, BL26†‡,
BL27, BL28*, BL29, BL30, BL31, BL32†

BL36*, BL37*, BL38, BL39, BL40*†‡, BL53†,
BL54*†, BL57‡, BL58, BL59, BL60†‡, BL62

Governor Vessel (GV)

GV3*, GV4*, GV5

–

Gall Bladder (GB)

–

GB29, GB30*†, GB31*, GB34†

Huatuojiaji

LI1, LI2, LI3†, LI4†, LI5†

–

*Points selected by Meng et al. (2003).
†Points selected by MacPherson et al. (2003).
‡Points selected by Carlsson & Sjölund (2001).

spine. Palpation was limited by J.C.’s inability to
lie prone as a result of her COPD and thoracic
kyphosis.
Physiotherapy treatment initially consisted of
an assessment of basic safety considerations,
including balance and gait around the home
environment, and a gentle exercise programme
aimed at improving available range of movement
and posture.
It was felt that acupuncture might help with
J.C.’s pain because she reported that conventional methods of analgesia were not proving to
be very successful (tramadol, 50 mg four times a
day, and paracetamol, 1 g four times a day), and
it is known to be effective in the treatment of
persistent LBP (Carlsson & Sjolund 2001; Kerr
et al. 2003; MacPherson et al. 2003; Thomas et al.
2006), with particular reference to the elderly
(Meng et al. 2003) and those with osteoporosis
(Xu et al. 2005). The subject had also responded
positively to acupuncture for LBP 2 years previously, and in addition, it has been shown to be
a cost-effective use of resources in treating LBP
(Ratcliffe et al. 2006). Therefore, following a
discussion and confirmation of the absence of
any contraindications, she consented to a short
course of treatment.
First, it was important to identify the causative
or predominant pain mechanism involved, which
was thought to be primarily nociceptive, a good
indicator of the potential effectiveness of acupuncture (Bradnam 2003, 2007). The possible
points – areas of around 3 mm where there are
high concentrations of free nerve bundles, mast
cells and vascular vessels (Chia 2006) – for this
complaint are documented in Table 1. Much of
the literature reviewed does not specify which
points have most therapeutic benefit, but those
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used by Meng et al. (2003), MacPherson et al.
(2003) and Carlsson & Sjolund (2001) are
labelled. The points selected from those listed in
Table 1 were Bladder (BL) 22, BL23, BL25,
BL40 and BL60.
Points BL22, BL23 and BL25 were selected
bilaterally in order to address the local, most
marked area of pain. In TCM, this may be
referred to as ‘‘capturing the dragon’’ (G. Chia,
personal communication), and it has been argued
that the more local points are to the symptoms
the better (Lundeberg 1999, cited in Bradnam
2003, 2007). This is in order to balance the qi or
‘‘essential energy’’ that exists in the TCM concept of yin and yang (Chia 2006). Yin and yang
are opposing yet complementary sides present in
all things, and according to TCM, these must be
in balance if well-being is to be established (Chia
2006). Qi is the energy that maintains this
balance, and TCM holds that pain occurs as a
result of a blockage in the flow of qi along the 12
recognized meridians, of which the Bladder is
one (Chia 2006). It is a yang meridian, which are
the most powerful meridians in the treatment of
musculoskeletal disorders and are present on the
extensor surfaces of the body (Chia 2006).
It is a tenet of TCM that the meridian opposing the Bladder, i.e. the Kidney (a yin meridian),
is involved in bone metabolism and deficiencies
relating to osteoporosis (Xu et al. 2005). One of
the selected points, BL22, corresponds to the
sympathetic visceral innervation of the kidney
from the thoracic spine. According to Xu et al.
(2005), it could be reasoned through TCM that
stimulating this yang point may invoke a yin
response to aid bone integrity, and since the
kidneys are the source of all yin and yang, generate an overall improvement in qi (Xu et al. 2005).
 2007 Acupuncture Association of Chartered Physiotherapists
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Bladder 40 was selected because J.C. complained of posterior thigh pain, and this point,
the He-sea or ‘‘Unity’’ point, is thought to be
where qi is most active and where there is a
confluence of meridians, allowing energy to
flourish (Chia 2006). It is most useful in treating
proximal meridial dysfunction (Chia 2006).
Inclusion of BL60 utilizes the TCM Source or
‘‘Yuan’’ point, which corresponds dermatomally
to the affected area in Western medicine, but in
TCM, represents the original qi that is inherited
from one’s parents and can be used as a complementary point to allow drainage of blocked qi
(Chia 2006).
As stated above, J.C. was unable to lie prone
because of her COPD and thoracic kyphosis.
Therefore, the points were administered with her
in right side-lying to allow optimal comfort
whilst still gaining access to the appropriate area.
This position was deemed to be better than
sitting because of potential safety issues if the
subject fainted since treatment was carried out in
her own home with only the therapist present.
Needles measuring 2.5 cm were used for proximal areas and a 1.25-cm needle for BL60 (Chia
2006). Following the findings of Walsh (2001),
no skin swabs were used because the skin
appeared clean.
In accordance with the recommendations of
Chia (2006), the initial treatment time was
20 min. The spinal needles were directed medially at a 60 angle to the skin to a depth of
approximately one-quarter of an inch. Bladder 40
was inserted vertically and a more acute angle
was used at the distal site.
Given the relative chronicity of the problem,
the ‘‘supply’’ method of needle stimulation was
used in order to facilitate qi to the area. This
involved a small amplitude, fast rotation of the
needle to the proximal points. However, given
the frailty of the patient and taking into consideration skin integrity in the elderly, the slower
‘‘draining’’ method was used at BL60. The points
were stimulated every 4 and 10 min, respectively,
for the course of treatment to elicit and maintain
de qi response (Chia 2006).
De qi or ‘‘arrival of energy’’ can take the form
of a number of different sensations, from an
ache or a feeling of heaviness as a result of
stimulation of A afferents to numbness through
stimulation of A fibres (Hopwood 2004). It has
 2007 Acupuncture Association of Chartered Physiotherapists

been argued that this de qi sensation is important
in acupuncture effectiveness because it indicates
that the desired neuronal response has been
achieved (Hopwood 2004).
J.C. described a sensation of warmth, particularly around the proximal sites that were needled,
which may have been caused by vasodilation in
the area as a result of the stimulation of C-fibres
relating to the sympathetic nerves of blood
vessels (Kuo et al. 2004), and an ‘‘itchiness’’
around BL60 that may in part be a result of the
neuropeptide and histamine release from peripheral nerves (Bradnam 2003, 2007). In addition,
endorphins such as Substance P, calcitonin-gene
related peptide (CGRP) and the neuropeptide
neurokinin A may be implicated in this response,
with CGRP being mostly involved in the vasodilation phase (Carlsson 2002). In low doses, this
chemical has a known anti-inflammatory action.
In higher doses, it has an inflammatory effect,
which serves to illustrate further and underpin
the TCM concept of balance between too much
and too little, between excitation and inhibition.
There was a subjective report of an improvement in thigh pain following treatment 1, which
may have been as a result of pain gate theory
stimulation of wide dynamic range neurones that
block out noxious sensations and are recruited in
the dorsal horn by stimulation of needles within
the segmental region (Carlsson 2002). This
improvement only lasted for approximately one
hour post-treatment, which is typical of pain gate
activation (Carlsson 2002), but it was decided
that, since there may be a delay in establishing
the longer-lasting effects of acupuncture (via
other mechanisms; see below), the same points
should be repeated in sessions 2, 3 and 4, but for
an increased duration of 30 min to maximize the
intensity of de qi (Hamza et al. 1999). These four
sessions were on a twice-weekly basis.
Following treatment 4, a subtle improvement
in thigh pain was elicited (VAS = 5/10) and a
stronger de qi felt around the more distal points,
in particular BL40. Overall, the left leg, which
was supported on pillows, felt ‘‘heavier’’. This led
to a more prolonged period of 5 days pain relief
post-treatment.
This latent improvement may in part be
caused by the spinal mechanisms involved in the
acupuncture response. It occurs through needle
insertion in areas sharing the same dermatomal
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or myotomal supply as the main area of pain, in
this case BL40 and BL60. The stimulation of
these points activates A fibres, which help to
modulate activity at the dorsal horn in the spinal
cord (Carlsson 2002) and reduce the excitatory
input to higher centres in the brain. There may be
promotion of endorphin release at a spinal level
as well (Bradnam 2003, 2007). The sympathetic
nervous system may also play a role because
stimulation of peripheral afferents by needle insertion can affect sympathetic outflow since these
fibres share common synapses in the spinal cord
(Webb 1986; Bradnam 2003, 2007). A reduction
of sympathetic activity facilitates a decrease in
stress hormones such as adrenaline, and therefore, may decrease pain. Sympathetic involvement is particularly pertinent to the Bladder
meridian (Webb 1986) and especially around
T10–L2, corresponding to several of the points
used. This is because of the substantial sympathetic outflow from these areas to the lower limb.
The week between sessions 5 and 6 brought
about an increase in stress for J.C. as a result of
her impending eightieth birthday celebrations,
and she reported an increase in pain related to
this. It was thought that she could benefit from
the generalized calming use of Large Intestine
(LI) 4 bilaterally, known as the ‘‘great exterminator’’ or ‘‘universal pain point’’, and so this was
introduced for the final three weekly sessions.
Large Intestine 4 is a point that is though to
act supraspinally (Carlsson 2002) by providing
increased input to the periaqueductal grey matter
(PAG) of the hypothalamus, which is heavily
involved in pain perception and relay to the
higher cortical centres. Increased activity here is
known to bring about a decrease in pain perception (Bradnam 2003, 2007) that is longer-lasting.
The fact that this point is so sensitive is in part
because of the increased number of afferent
nerve endings in the interossei in comparison to
more proximal musculature (Lundeberg 1999,
cited in Bradnam 2003, 2007), thus increasing the
barrage to the spinal cord and higher cortical
centres. Similarly, there may be an element
of supraspinal activation via B60, leading to
descending noxious inhibitory control, although,
according to the literature, this relies on the
stimulus being painful (Carlsson 2002). Since
neither of these points provoked a painful qi
response, this is less likely.
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The additional point (LI4) proved to be effective: J.C.’s perception of LBP had decreased to
2/10 on the VAS by the final treatment (session
8), and she reported better sleep with less morning pain and stiffness. As a result, she was also
able to mobilize indoors without her stick. The
subject also reduced her analgesic medicine by
stopping tramadol. The functional gains and
pain reduction are a testament to the ‘‘layering’’
theory advocated by Bradnam (2003, 2007), in
which needling aims to utilize the peripheral,
spinal and supraspinal mechanisms described
above.

Discussion
The final mechanism involved may be stimulation of the pituitary gland via the hypothalamus
and PAG, causing it to release the body’s own
cortisone and adrenocorticotrophic hormone
(ACTH) into the bloodstream, which act like an
anti-inflammatory and -endorphin, inducing a
morphine-like state (Lundeberg 1999). However,
this concept may not be as relevant because
much of the literature surrounding it is based on
animal studies where ACTH is more likely to be
released as a result of stress, producing stressinduced analgesia (Carlsson 2002), and since J.C.
was quite comfortable throughout treatment, this
is less likely. This comfort may in part explain
some of the improvement in the subject’s pain
because acupuncture fulfils the criteria of a
successful placebo setting in that it is performed
in a calming therapeutic environment (Chaput
de Saintonge & Herxheimer 1994, cited in
Kleinhenz et al. 1999), but the substantial body of
evidence investigated in undertaking this case
study would go a long way to refute this.
J.C.’s previous good experience with acupuncture may also have contributed, since positive
expectations can correlate with positive outcome
(Guerra de Hoyos et al. 2004). It is possible that
she did not show a complete resolution in her
pain as a result of her multi-pathology, which
TCM recognizes as a potential factor in a slower
response to acupuncture (Chia 2006). This may
suggest that a longer treatment period was indicated, but this was not possible because of time
constraints. Perhaps age-related changes in
muscle and connective tissue play a part in such
as a result of the decrease in motor units. The
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use of further meridians, such as the Governor
Vessel, might have been indicated, but because
of issues of competency (i.e. not having reviewed
these on the foundation acupuncture course) this
was deemed to be outside the present author’s
scope of practice.
These issues of time constraints and clinical
experience are respective limitations of acupuncture treatment and the therapist performing it. In
addition, the negative attitudes of some other
clinicians and fellow professionals, and variable
evidence surrounding actual point selection
could potentially limit the use of acupuncture.
Research suggests that acupuncture is most
effective in chronic conditions (Bradnam 2003,
2007). However, it is the opinion of the present
author that case studies such as this and the
current high-quality scientific literature being
produced, including meta-analyses, clinical commentaries and literature reviews, can only further
elevate the status of acupuncture as an excellent
adjunct to conventional treatment.
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AACP Conference, 23–25 March 2007: Integrating Acupuncture
into Your Clinical Tool Box

Introduction
Both delegate feedback and individual comments
to the Board suggest that this year’s conference
was a resounding success. Particular praise was
given to the staff of the Robinson Executive
Centre, Wyboston, Bedfordshire, for their efficiency and prompt response to the audio-visual
hiccups that threatened to spoil the lectures.
They have offered us compensation for these
problems, and this will be used to help fund the
2008 event.
The first seminar on Friday afternoon was
attended by 90 delegates. Jennie Longbottom
gave an excellent presentation on integrating
acupuncture into the treatment of pregnancyrelated problems. There was then some time
for delegates to use the comprehensive leisure
facilities before we all departed on a coach to
the lakeside venue hosting the indoor barbeque.
This was an informal event, allowing time to
catch up with old friends and enjoy an excellent
meal.
Saturday was the busiest day of Conference,
with 248 delegates attending. The educational
part of the day began with Adrian White updating us on acupuncture and back pain. He was
followed by Jeremy Lewis on the pathology of
rotator cuff disease, Howard Turner on sacroiliac
joint (SIJ) dysfunction and then Dean Watson on
cervicogenic headaches (Figs 1 & 2). As a spin-

Figure 1. Delegates listen to Dean Watson discussing
cervicogenic headaches.
 2007 Acupuncture Association of Chartered Physiotherapists

Figure 2. Dean Watson demonstrates the finer points of
cervicogenic headaches.

off from Conference, we have persuaded these
three speakers to return to run some specialized
one-day courses alongside eminent acupuncture
speakers. Watch this space!
The afternoon workshops were well received,
and the following three speakers rotated in order
to present their talks to all delegates: Liz Tough
spoke on myofascial trigger-point syndrome;
Lynn Pearce and Dean Watson joined forces to
talk about headaches; and Chris Norris and
Howard Turner tackled low back pain (LBP) and
sacroiliac dysfunction.
At the end of the afternoon, a discussion was
held before the annual general meeting (AGM),
followed by the first AGM of AACP Ltd. Again,
there was time for leisure activities before predinner drinks and the Gala Dinner, after which
we were entertained by Peter Deadman and the
Matzos.
Sunday dawned bright and early for some of
us because the clocks had gone forward an hour,
and again, those of us attending for the whole
weekend were joined by some new delegates
attending for the Sunday only.
Adrian White started the educational programme with an update on acupuncture for knee
pain. This was followed by a series of informative and thought-provoking lectures from Inga
Heese on acupuncture and women’s health,
Patricia Ronan on acupuncture in mental health,
and Val Hopwood on acupuncture in neurology.
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Figure 3. Delegates view the trade displays.

Figure 5. The AACP Conference Team takes the floor:
(left to right) Sharon Thomas, Jennifer Michie, Jennie
Longbottom, Jill Drew, Lesley Pattenden and Merian
Denning.

speakers booked. We appreciate that many of
you were unable to attend this year because it
was full, so please book early (and take advantage
of the early-bird savings)!
Jill Drew
Conference Chair

Figure 4. Another view of the trade displays.

Safe and effective acupuncture in
pregnancy
Jennie Longbottom

Following lunch, we again broke into three
groups to listen to workshop presentations by
Jennie Longbottom and Inga Heese on women’s
health, Clare Donnellan and Val Hopwood on
neurology, and Neil Quinton and Patricia Ronan
on mental health. Many delegates stayed to the
very end in order to hear all three talks.
Special thanks must go to the trade stands
that support us so well. The stands were well
attended throughout the weekend (Figs 3 & 4),
and gave us the opportunity to try new software,
fiddle with gadgets and browse among the
books. I would also like to say a big thank you
to Sharon and Diane from AACP headquarters,
and Suzanne Charbonneau. Conference would
not have been the success it was without
you!
We have learned a lot from organizing this
conference and will act on your feedback (Fig. 5).
We have already started planning for next year’s
event, which will also be held at Wyboston on
16–18 May 2008, and we have some excellent
94

Abstract
This workshop is designed to introduce
chartered physiotherapists to the safe use of
acupuncture for the pregnant patient. It will
introduce delegates to a clinical reasoning model
of managing nociceptive pain, neurogenic inflammation and the more-complex pain mechanisms
of central sensitization within a musculoskeletal
outpatient framework. The workshop will introduce delegates to the physiological processes of
pregnancy, together with the physiological processes of acupuncture that are relevant to each
patient during all stages of the pregnancy process. It will concentrate on effective, evidencebased Western acupuncture models for the
management of:
+ musculoskeletal trigger mechanisms relating
to pelvic pain, sacroiliac pain and abdominal
pain, combining acupuncture and core
stability within the clinical management of the
pregnant patient;
 2007 Acupuncture Association of Chartered Physiotherapists
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+ peripheral nociceptive mechanisms and
inflammatory processes related to peripheral
nociceptive pain including segmental,
dermatome and myotome mechanisms of
acupuncture intervention; and
+ central sensitization with the use of acupuncture for descending noxious inhibitory control
in more-complex pain presentations.
These models will be presented in the light of
recent evidence to support the use of safe, effective needling at different stages of the pregnancy
within the scope of physiotherapy practice. The
workshop will not present a list of known points
for certain conditions since the aim is to steer
away from mere point prescription in favour of
the ‘‘clinical reasoning’’ approach to pain management. Contraindicated points and cautionary
points will be discussed in the light of current
research, together with suggested mechanisms
for dealing with mild dysfunctional symptoms
during pregnancy. These symptoms will include:
+ nausea and morning sickness, with some
aspects of hyperemesis;
+ superficial inflammatory conditions such as
leucorrhoea, vaginitis and pruritis;
+ pelvic pain, sacroiliac pain and LBP with
attention to segmental and trigger-point deactivation as a means to rehabilitation; and
+ fatigue and anxiety.
There will also be a traditional Chinese
medicine (TCM) management overview using
extra meridians. The workshop will offer the
delegates the ability to use acupuncture in the
clinical management of the pregnant patient with
a full understanding of the relevant acupuncture
and pregnancy physiology.
Report
With her vast knowledge of the subject, Jennie
Longbottom is fast becoming a respected authority on acupuncture in pregnancy, and this was
highlighted in her excellent presentation. Traditionally, a large percentage of physiotherapists
use acupuncture for pain relief, fighting shy of
other beneficial applications that may be useful
to clients with different problems. This workshop sought to dispel fears and myths by advocating the safe and effective use of acupuncture
in pregnancy if it is used within the clinical
reasoning model.
 2007 Acupuncture Association of Chartered Physiotherapists

Jennie opened her presentation by testing
the audience’s knowledge of the physiological
mechanisms of acupuncture. This served as a
reminder for therapists to consider what we
hope to achieve with needling. She continued
with discussions of the physiological processes
associated with pregnancy and the effects
achieved with acupuncture, especially those
associated with hormonal influences.
She reviewed the mechanisms of action leading to points being contraindicated in pregnancy,
but following a review of the literature, concluded that a healthy pregnancy cannot be
harmed by safe, accurate acupuncture. Some
absolute contraindications specific to pregnancy
still remain though, such as electroacupuncture
(EA) over the uterus or the use of strong pelvic
points.
This was a thought-provoking workshop and
Jennie should be congratulated for delivering
such an enlightening presentation.
Lesley Pattenden

Acupuncture and low back pain:
state of the evidence
Adrian White
Abstract
Low back pain limits activity and is the second
most frequent reason for visits to physicians.
Previous research has described widespread use
of acupuncture for this condition. A systematic
review was conducted in order to assess the
effectiveness of acupuncture for treating LBP.
The data sources were randomized controlled
trials (RCTs) identified through searches of the
following databases through August 2004:
Medline, Cochrane Central, EMBASE, AMED,
CINAHL, CISCOM and GERA. Additional data
sources included previous reviews and personal
contacts with colleagues. The RCTs selected
compared needle acupuncture with sham acupuncture, other sham treatments, no additional
treatment or another active treatment for
patients with LBP. Data were extracted by two
researchers for the outcomes of pain, functional
status, overall improvement, return to work and
analgesic consumption. The quality of the studies
was also assessed. The 33 RCTs meeting the
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inclusion criteria were subgrouped according to
acute or chronic pain, style of acupuncture, and
type of control group used. For the primary
outcome of short-term relief of chronic pain,
the meta-analyses showed that acupuncture is
significantly more effective than sham treatment
[standardized mean difference (SMD)=0.54;
95% confidence interval (CI)=0.35–0.73; seven
trials] and no additional treatment (SMD=0.69;
95% CI=0.40–0.98; eight trials). Data are sparse
and inconclusive for patients with acute LBP.
There is also insufficient information to draw
conclusions about the short-term effectiveness
of acupuncture compared with most other
therapies. In conclusion, acupuncture is effective
in providing relief from chronic LBP. However,
no evidence exists that acupuncture is more
effective than other active therapies. A subsequent study has produced results that are
consistent with the findings of this review.
Chair’s report
Despite minor technical problems to the start
of this talk, Adrian White delivered a thoughtprovoking lecture on the current state of evidence of LBP. He lucidly explained the technical
‘‘jargon’’ of research and used various papers to
demonstrate important points, thus enabling the
course participants to understand the key features of critically appraising research trails. At the
end of his lecture, he proposed various hypotheses as to the mechanisms by which acupuncture
provides pain relief for these patients using both
segmental and extrasegmental methods, as well
as giving a brief introduction to myofascial
trigger points, which nicely set the scene for
Liz Tough’s workshop later in the afternoon
on myofascial trigger-point syndrome. Finally,
Adrian highlighted the recent work on C-fibre
stimulation and the limbic system for analgesic
mechanisms, and concluded that, ‘‘Acupuncture
can be effective for back pain; the evidence is
good but not conclusive, but there is no evidence
on how or why.’’
Jennifer Michie
Additional comment
Not only is Adrian White an approachable and
supportive professional, as well as being a superb
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researcher and presenter, but he also managed to
remain a model of composure whilst the audiovisual equipment went ‘‘walkabout’’ in the first
half of Conference. The failure of the technical
staff detracted nothing from a superb presentation on the state of the evidence for acupuncture
as a treatment for LBP, as assessed by systematic
reviews. Thirty-three RCTs were subgrouped
according to acute or chronic pain, style of
acupuncture, and type of control used. The
results demonstrate the effectiveness of acupuncture in providing relief for chronic LBP, but
no evidence exists that this modality is more
effective than other active therapies.
The message certainly appears to be that
integrating acupuncture into manual and exercise
therapy must have a beneficial and effective
result on pain and rehabilitation. Whilst demonstrating this, Adrian managed to teach all the
participants in the audience the fundamental
theory of research methodology in 45 min,
something I know many of us struggle with. The
conclusion that delegates came to was simple: if
we all had had Adrian as our PhD supervisor, we
would all have gone into researcher earlier. On
behalf of the AACP, our thanks go to him for his
continued support and input both at Conference
and the Association.
Jennie Longbottom

Rotator cuff disease: chemical or
structural pathology?
Jeremy Lewis
Abstract
Musculoskeletal disorders of the shoulder are
extremely common, with one in three people
experiencing shoulder pain at some stage of their
lives. In addition to its high incidence, shoulder
dysfunction is often persistent and recurrent, and
associated with substantial morbidity, with 54%
of sufferers reporting ongoing symptoms after
3 years. The most common diagnosis made by
general practitioners and other healthcare professionals is that of rotator cuff tendinitis. However,
the clinical tests used to make this diagnosis lack
sensitivity and specificity, and it is questionable if
it is possible to draw a reliable and accurate
conclusion. Additionally, there is an extremely
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poor correlation between imaging (i.e. X-ray,
ultrasound and magnetic resonance imaging)
findings and symptoms. This lack of correlation
calls into question the relationship between
structural failure and symptoms. In addition, the
available histological research does not provide
strong evidence for an inflammatory tendon
component to this condition. The presence of
pain appears to be of more relevance than
observable structural failure, and reducing pain
(even in the presence of continuing rotator cuff
structural pathology) significantly decreases
impairment, leading to an increase in range of
movement and strength (until the pain returns).
Recent research has been directed towards the
potential role of oxidative stress and biochemical
mediation of the symptoms, including the
cytokines, vascular endothelial growth factor,
interleukin-I, tumour necrosis factor  and the
positively charged neuropeptide, substance P, as
potential factors involved in tendon pathology
and pain. A greater understanding of these biochemical factors may provide opportunities for
future management of rotator cuff disease since
the extent to which structural pathology correlates with symptoms and functional loss remains
uncertain. Current understanding of the disease
process is lacking; there is a distinct need for
histological and biochemical research across
the stages (acute through chronic), as well as the
causes (traumatic and non-traumatic), in all the
clinical, imaging and observational interpretations of rotator cuff and bursal pathology.
Chair’s report
Despite the appalling introduction by the Chair
of this session (myself), and once again, the
failings of the information technology department, Jeremy Lewis managed to achieve the high
standards that we have become accustomed to
when hearing his stimulating presentations. He
presented the contentious facts on rotator cuff
disease from the manual therapy viewpoint,
questioning the interpretation and validity of the
diagnostic tests that we have all been accustomed
to perform without debate; questioning our
reliability in achieving an accurate diagnosis
alongside an accurate clinical reasoning model
for effective treatment. Jeremy emphasized the
immediate need to moderate pain in the treatment process, whether by acupuncture or other
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physiotherapy modalities as a means of facilitating movement, muscle rehabilitation and functional restoration. Our sincere thanks go to
him for his knowledge, excellent delivery and
thought-provoking presentation.
Jennie Longbottom

Sacroiliac dysfunction
Howard Turner
Abstract
This lecture will investigate the clinical relevance
and nature of disorders of the pelvis, and review
the treatment and rehabilitation options available
to manual therapists. The SIJs and pubis are
well-documented sources of pain and dysfunction in the population with chronic LBP,
athletes, and those with pregnancy-related and
post-partum back pain. There is extensive literature on the biomechanics of the pelvis and the
stability mechanisms that underpin its function.
It is becoming increasingly clear that failure of
these stability mechanisms lies at the heart of
pelvic dysfunction and pain. The clinician is
presented with a number of competing models
of treatment from which to choose: how best
should disorders of the pelvis be managed?
Various treatment and rehabilitation approaches
will be reviewed and evaluated.
Chair’s report
Sacroiliac joint dysfunction is a complex topic,
and Howard attempted to cram as much information into his presentation as was possible.
Ultimately, as with many of the guest speakers,
45 min was just not long enough! In his inimitable manner, he reviewed how pain and dysfunction relate to the clinical picture of movement,
stability and diagnosis of SIJ problems. Howard
proposed that SIJ stability is dependant on the
relationship between the shape of the joint, the
dynamic muscular support surrounding it and
the forces acting across it. This led to discussions
as to how various rehabilitation strategies use
different models of stabilization, and this was
supported by references to recent research. As a
result, he enlightened us about how these models
can be incorporated into our physiotherapy
treatment programmes. Howard ended his
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presentation by demonstrating the significance
of an active straight leg raise to SIJ problems.
As always, he displayed an undeniable passion
for and in-depth knowledge of the topic. This
lecture was well received by the audience and we
look forward to a return visit by Howard at some
point in the future.
Lesley Pattenden

Cervicogenic headaches
Dean Watson
Abstract
The present author’s experience is comprised of
the examination and treatment of over 4500
patients, many with symptoms fulfilling the 2004
International Headache Society diagnostic criteria for migraine with and without aura, and
menstrual migraine. Specifically, this experience
involves reproduction and resolution (because
the examination technique is sustained) of
familiar head pain, and long-term resolution of
symptoms. This suggests that, in these cases, the
‘‘migraine’’ process goes beyond (exceeds)
trigeminal and involves cervical innervation.
However, orthodox medicine considers a cervical contribution to the ‘‘migraine’’ process to be
not causally relevant. The often pulsating or
throbbing nature of the pain of migraine was
responsible for adopting the vascular model of
migraine, with any headache of a throbbing
nature attracting a diagnosis of migraine. However, research surrounding the vascular model
has provided inconsistent results. Recent
research has confirmed a lack of habituation
interictally, i.e. outside of a migraine attack, using
visual and auditory evoked potentials, contingent
negative variation and the nociceptive blink
reflex. The lack of habituation is considered to
be a key biomarker for migraine, suggesting
either excitation or disinhibition, and therefore,
sensitization of the trigemino-cervical nucleus
(TCN). This has led some authorities to suggest
that the migraine process involves dysfunction of
the trigeminal sensory processing system. Therefore, the emphasis of migraine research has
shifted from the intracranial vessels to neurons
and abnormal trigeminal nociceptive processing
in the TCN. It has long been accepted that the
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neuroanatomical basis for cervicogenic headache
is convergence in the TCN of nociceptive afferents from the receptive fields of the first three
cervical nerves and from the field of the trigeminal nerve, and as such, the TCN serves as the
final common pathway for cranial pain. The
TCN is also influenced by serotoninergic and
supraspinal inhibitory modulating systems. Thus,
the TCN is influenced by four factors, each one
a possible source of sensitization. However, the
author’s clinical experience suggests that noxious
cervicogenic afferent information is ideally situated to be responsible. Supporting literature will
be presented. As physiotherapists, it is crucial
that we confirm relevant cervicogenic dysfunction. A clinical procedure confirming noxious
cervicogenic information as the sensitizing
source will be presented. The role of oestrogen
and dietary factors will also be discussed, and a
rationale presented as to why menstrual migraine
and headache triggered by ingestants respond to
treatment of relevant upper cervical dysfunction.

Chair’s report
Dean Watson has clinical experience of working solely with patients with headaches for the
past 17 years. He delivered his lecture enthusiastically, and interspersed his talk with various
tales of real clinical scenarios to reinforce the
message that there is an underlying segmental
dysfunction for various types of cervicogenic
headaches. Using a selection of slides of
patients with cervicogenic headaches, Dean
demonstrated that the upper three levels of the
cervical spine are frequently capable of referring
pain to the head via the TCN. His lecture
delivered the background knowledge required
for a workshop later that afternoon that he
ran with Lynn Pearce, and despite Dean and
Lynn having backgrounds in Western and TCM,
respectively, it was fascinating how many of their
themes overlapped. Dean concluded his lecture
by stating that, following a clear diagnostic
analysis of upper cervical segment movement
dysfunction, ‘‘It is possible to determine at the
segmental level the source of headache [. . .] and
such diagnostic accuracy underpins successful
management.’’
Jennifer Michie
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Myofascial trigger point pain
syndrome
Liz Tough
Abstract
Myofascial trigger points (MTrPs) have been
defined as ‘‘hyperirritable points located within a
taut band of muscle or fascia which when
compressed cause referred pain, local tenderness
and autonomic changes’’. They have been
described as ‘‘a common cause of pain in clinical
practice’’ and an ‘‘extremely common yet commonly overlooked’’ source of musculoskeletal
pain. The construct of MTrP pain ‘‘syndrome’’
has developed out of detailed patient observation
(carried out by a small number of experts);
however, it lacks a rigorous scientific foundation.
Therefore, MTrP pain ‘‘syndrome’’ is a source
of considerable controversy. The workshop will
aim to summarize evidence from the literature
highlighting the current inconsistencies of MTrP
pain case definition. The speaker will then
present results from her own ongoing diagnostic
research that may challenge attendees own
clinical practice and should encourage debate.
Chair’s report
Liz Tough gave us an interesting presentation
about her research into MTrPs and treatment with acupuncture. Her study of inter-rater
reliability, exploring the consistency between
clinicians when identifying MTrPs, was enlightening.
Christine Yerbury

Headaches
Lynn Pearce & Dean Watson
Abstract
The objectives of this workshop are to provide
an overview of how certain acupuncture points
related to (1) the upper cervical spine and (2) the
upper thoracic spine may have a powerful role to
play in aiding input of homeostatic information
to the TCN, a prime driver in some patients with
headache. Points which may aid in the release of
abnormal musculoskeletal tone are also explored.
As a structure, the TCN can be influenced by
 2007 Acupuncture Association of Chartered Physiotherapists

manual techniques within the cervical spine. To
reinforce this treatment, or provide an alternative
when strong manual therapy cannot be tolerated,
acupuncture points such as Gall Bladder 20,
Blood (BL) 10 and trigger points around the
upper cervical spine can provide a local way in
for those using acupuncture as an extended skill.
Part of this workshop will present evidence as
to the effectiveness of these points. In addition,
the neural anatomy extending from the upper
thoracic spine also has a huge impact on the
TCN via the sympathetic nervous system supply
to the cervical spine and vascularity of the central
nervous system. Working from this area provides
another loop for those practising acupuncture
and dealing with the patient with headache.
These two areas will be explored, and it is hoped
that suggestions made to enable those using
acupuncture to integrate their manual and
acupuncture skills, and so widen their approach
to headache.
Chair’s report
Dean Watson offered practical, hands-on teaching (I had the experience of being his model!) of
manual techniques for the upper cervical spine
that influence the TCN. Lynn Pearce focused
more on the thoracic spine, and nerve pathways
to the head and neck. One would hope that
delegates will now feel less anxious about treating the dangerous points around the head and
neck near to the vertebral artery.
Christine Yerbury

Low back pain and sacroiliac
dysfunction
Chris Norris & Howard Turner
Abstract
This workshop will parallel the use of acupuncture and dry needling, and explain how these
modalities can be effectively incorporated into
the physiotherapy treatment of these conditions,
with particular reference to manual therapy and
exercise. The presenters will look at trigger points
in target muscles affecting these body parts, relevant internal and external meridian pathways,
and acupuncture point selection. The concepts of
LBP in TCM will be discussed, and parallels
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drawn with Western medical pathology. An
integrated approach to the treatment of SIJ pain
and LBP will be developed, showing treatment
progression for a number of common scenarios
affecting this region. A number of case histories
will be used to illustrate treatment options.
Chair’s report
Chris Norris and Howard Turner introduced us
to interesting concepts in traditional and modern
approaches to Chinese medicine. There were
new points to consider such as BL31, and
superficial and deep trigger-point needling.
Various case scenarios were also discussed.
Christine Yerbury

Acupuncture and knee pain: what
do the trials tell us?
Adrian White
Abstract
The presentation will be based around a systematic review, further exploring the efficacy of
acupuncture, the nature of a truly sham control
and the possible reasons for different outcomes
in different studies. The present review’s aim was
to evaluate the effects of acupuncture on pain
and function in patients with chronic knee pain.
Computerized databases and reference lists of
articles were searched in June 2006. Randomized
controlled trials were selected in which adults
with chronic knee pain or osteoarthritis of the
knee were randomized to receive either acupuncture treatment, or a control consisting of sham
(‘‘placebo’’) acupuncture, other sham treatments,
no additional intervention (usual care) or an
active intervention. Only studies that provided
Western Ontario and McMaster Universities
Osteoarthritis Index (WOMAC) outcomes and
used adequate acupuncture were combined in
meta-analyses. From clinical experience and
empirical data, acupuncture was defined as
adequate if it consisted of at least six treatments,
at least one per week, with at least four points
needled for each painful knee for at least 20 min,
and either needle sensation (de qi) achieved in
manual acupuncture or electrical stimulation of
sufficient intensity to produce more than minimal sensation. A control was defined as a ‘‘true
sham’’ only when it avoided stimulating nerves
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in the same neurological segments as the knee
joint; even superficial penetration with needles is
regarded as unacceptable because it has the
potential to be physiologically active. The outcome measures were pain and function in the
short and long term, and study validity was
assessed using a modification of a previously
published instrument. Thirteen RCTs were
included, eight of which could be combined.
Six of these had validity scores of more than
50%. Combining five studies in 1334 patients,
acupuncture was superior to sham acupuncture
for both pain (weighted mean difference on
WOMAC pain subscale score=2.0, 95%
CI=0.57–3.40) and for function (weighted mean
difference on WOMAC function subscale=4.32;
95% CI=0.60–8.05). The differences were still
significant at long-term follow-up. Acupuncture
was also significantly superior to no additional
intervention. There were insufficient studies to
compare acupuncture with other sham or active
interventions. In conclusion, acupuncture that
meets the criteria for adequate treatment is
significantly superior to sham acupuncture and
to no additional intervention in improving pain
and function in patients with chronic knee pain.
It seems to be as effective as non-steroidal
anti-inflammatory drugs, and much safer.
Chair’s report
Adrian White expanded on his insight into the
interpretation of research and the key features
necessary for analysing various trials. He
explained the process that he and some others
went through in a systematic review of acupuncture for chronic knee pain and carefully justified
the various criteria by which they undertook the
review. Adrian started his lecture by clarifying
the medical background of diagnosis of osteoarthritis of the knee and predisposing factors. He
methodically reviewed the systematic process
with a strong emphasis on the clinical features
that were relevant, and discussed the needling
process of segmental acupuncture and what is
meant by superficial sham needling. It was fascinating to see the data and criteria emerge during
the presentation. Adrian concluded that there is
‘‘strong evidence that acupuncture for knee pain
is effective, safe and cost-effective, but we don’t
know the best technique’’. Acupuncture in Medicine
published a supplement on this subject in
 2007 Acupuncture Association of Chartered Physiotherapists
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December 2006 that can be accessed via its
website (www.acupunctureinmedicine.org.uk).
Jennifer Michie

Acupuncture and women’s health
Inga Heese
Abstract
The presenter will discuss the role of acupuncture in women’s health, and how acupuncture
can be applied in the clinic to treat premenstrual
syndrome, menopausal symptoms and dysmenorrhoea. The lecture will incorporate the
use of effective point combinations for certain
symptoms commonly seen in her practice. She
will also discuss when acupuncture is not the
appropriate therapy as well as correct treatment
scheduling.
Chair’s report
Inga Heese presented an interesting and topical
presentation on the role of acupuncture in women’s health, and how it can be applied in clinical
practice for the treatment of gynaecological,
fertility, obstetric and menopausal problems. Her
approach is one of applying traditional acupuncture diagnosis with point selection and evidencebased treatment. The gynaecological disorders
she commonly treats are premenstrual syndrome,
dysmenorrhoea and irregular menstruation.
Inga’s treatment protocols are based on syndrome differentiation, local and distal point
selection, and EA. She cited a number of studies
where the use of EA has regulated ovulation,
particularly in polycystic ovarian syndrome. Inga
also explained her approach in the treatment of
infertility and her role in in vitro fertilization. Here
she uses treatment protocols to induce ovulation,
reduce uterine blood flow impedance (with
assisted reproduction treatment), and define the
role of acupuncture both before and after
embryo transfer.
The areas of treatment within the obstetric
field that Inga discussed were the treatment of
morning sickness, musculoskeletal pains in pregnancy, pre-birth acupuncture, breech presentation and induction of labour. She explained
her rationale for point selection and presented
evidence from numerous studies.
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Inga’s approach to menopausal problems was
syndrome differentiation, clearing of heat and
treating the mind. This involved weekly treatments over 5 weeks. She achieves significant,
long-lasting improvements in vasomotor and
other physical symptoms.
Inga provided a fascinating insight into the
role of acupuncture within women’s health and
sparked a healthy interest among all who
attended her lecture.
Janine Setchell

Mental health
Patricia Ronan
Abstract
This will be an exploration of what it means to
be mentally ill or well, how this is articulated in
Eastern and Western paradigms of psychiatry,
and how this translates into treatment of mental
illness. Historical approaches will be analysed,
and the evolution of psychiatry examined in
terms of evidence to support the approaches
utilized in the UK today. Theories about how
acupuncture might work will be put forward, and
comparisons made with those already established
on the mode and treatment of mental illness.
Known evidence on the use of acupuncture in
the treatment of mental illness will be examined.
Chair’s report
It is probably fair to say that, until recently,
mental health issues have been regarded as a
poor relation in healthcare agendas. The subject
often receives bad press and struggles to gain the
recognition it deserves. However, in the stressful
times in which we live, together with the everpresent and growing problems associated with
alcohol and drug abuse in our society, mental
health issues are beginning to play a larger part in
physiotherapists’ patient caseloads. Many of us
probably feel somewhat at a loss as to how best
to help patients presenting with problems that
involve mental health issues, mainly because of a
lack of understanding of the subject. Therefore,
as Conference participants, we were all very
eager and delighted to hear Patricia Ronan speak
on this topic, and particularly, about the role that
acupuncture may play in helping these patients.
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Historically, diagnosing and defining mental
illness has always been problematic and controversial. There are also many cultural differences
in diagnosis, as well as in the perceptions and
prevalence of mental illness, between the UK,
USA, Russia, China and France, for example. As
regards trends in mental illness, women in China
are eight times more likely to have a mental
disorder than men and 60% more women than
men are schizophrenic, whereas more men than
women are schizophrenic in the UK. In general,
the diagnosis of schizophrenia is on the increase,
especially in the USA. In China, 90% of people
with mental illness are looked after at home.
Treatment for depression accounts for 5% in
China, whereas this figure is 35% in the UK.
Image is an issue in the East, and therefore,
families will look after their relatives to hide the
fact that there are problems. However, depression is on the rise in the West, and Patricia said
that there is a message here for other professions, i.e. patients may actually be presenting
with mental health problems rather than the
physical manifestations for which they have been
referred.
Incorporating complementary and alternative
medicine, including acupuncture, with its holistic
approach to the management of disease and the
maintenance of health, into the treatment of
mental illness is surely appropriate. Health is
dependent on the body’s energy (qi) moving in a
smooth and balanced way through its energy
channels or meridians. The flow of qi can be
disturbed by a number of factors. These include
emotional states such as anxiety, stress, anger,
fear or grief, poor nutrition, weather conditions,
hereditary factors, infections, poisons, and
trauma. The principal aim of acupuncture in
treating the whole person is to recover the
equilibrium between the physical and the emotional. Patricia feels that the natural healing
aspects are missing in psychiatry. Given that
distortions of energy are very significant in mental illness, then applying the principles of TCM
makes acupuncture a powerful treatment tool.
Systematic reviews of antipsychotic medication, including the newer medicines, have found
them to be only 33–34% effective in the treatment of psychosis. Furthermore, the side effects
of the second-generation antipsychotics are
worse than those of their predecessors.
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A systematic review of RCTs into the use of
acupuncture in depression suggests that there is a
role for this modality in its treatment. Acupuncture is as effective as antidepressants and has
none of their side effects. However, there are
some problems differentiating between real and
sham acupuncture. The limitations of the studies
were small sample sizes, imprecise enrolment
criteria, problems with randomization and blinding, their brief durations, and lack of longitudinal
follow-up. This meant the evidence was inconclusive. However, patients reported that they
liked their acupuncturists and could talk to them,
unlike the mental health professionals they
encountered, thus demonstrating the ‘‘therapist
effect’’ and a readiness to get better. The cost of
treatment with acupuncture is about half of what
it would be for medicines, hospital admissions
and support. There is now evidence that acupuncture affects brain function, including the
induction of metabolic changes.
Patricia’s thought-provoking presentation certainly gave the audience a new perspective on
and better understanding of current thinking on
mental illness treatment approaches. However,
what was more exciting was the realization that
there was the possibility of opening up yet
another area where physiotherapists can effectively use their acupuncture skills.
Marna Howie

Acupuncture in neurology
Val Hopwood
Abstract
Physiotherapists have now been including acupuncture as one of their treatment modalities for
musculoskeletal pain for 22 years. The adjunctive
use of acupuncture in relation to neurological
disease is less common. When ‘‘alternative’’
therapies are used in the National Health Service,
the professions involved need to be able to
justify their inclusion, and have a duty to ensure
that they are both safe and effective. The use of
acupuncture in some neurological diseases will
be briefly examined, and the possible physiological mechanisms will be discussed, together with
some of the research evidence. Ideas and a
diagnostic system drawn from TCM will also be
 2007 Acupuncture Association of Chartered Physiotherapists
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briefly considered. The main idea behind this
presentation is that acupuncture will do no harm
and may well be of some use, although there is,
as yet, little specific research in this field.
Chair’s report
Such is Val Hopwood’s standing within both the
acupuncture and physiotherapy arenas that most
of us have come into contact with her and her
presentation style at some point. She never
disappoints. Val began her presentation by
reviewing the physiological mechanisms pertinent to all acupuncture treatments, and contended that the TCM paradigm and the Western
approach to acupuncture are, in essence, not so
very different! From the Western perspective,
she reviewed much of the recent acupuncture
research specifically aimed at neurological
conditions. From the TCM perspective, she
explained the relevance of the Bi, Wei and Feng
syndromes to neurological problems. Val ended
her presentation by looking at a generalized
picture of a neuromuscular syndrome and its
associated symptoms. She left us with an insight
into how we may be able to assist alleviation of
some neurological symptoms with the needling
of specific acupuncture points. As always, Val
remains a champion of the cause for physiotherapists using acupuncture to its best effect and
we look forward to her presenting at future
AACP conferences.
Lesley Pattenden

Pain in the pelvic basin
Jennie Longbottom & Inga Heese
Abstract
This workshop deals with pelvic pain. Inga
Heese presents the case for TCM as a treatment
modality, and stresses the need to identify patterns and symptoms that will lead to a clinical
reasoning model of the management of a variety
of pain presentations. She covers a variety of
topics, including qi and blood stagnation, blood
deficiency, and damp heat, whilst emphasizing
the need to address emotional factors in effective
management. This presentation is supported by
recent research and evidence of working proto 2007 Acupuncture Association of Chartered Physiotherapists

cols. Jennie Longbottom presents the case for
myofascial deactivation of trigger points, especially
in pelvic pain, pregnancy and pubic dysplasia.
Again this approach is supported by current evidence and working protocols, offering delegates
tools to manage these difficult conditions.
Chair’s report
This workshop was divided into two halves.
Inga Heese, who is a traditionally trained
acupuncturist and herbal medicine practitioner,
introduced the TCM concept of pelvic pain, and
outlined the physiological dysfunction of chronic
pelvic pain (CPP) in TCM pattern diagnosis,
acupuncture management for a variety of syndromes and the evidence to support the intervention. Her presentation introduced delegates
to the concept of qi and blood stagnation,
deficiency, and damp heat, which may cause
various forms of CPP. Inga also emphasized the
need to address emotional factors in effective
management. This presentation was supported
by recent research and evidence of working
protocols.
Jennie Longbottom, who is also a licensed
acupuncturist and physiotherapist, offered the
myofascial overview of CPP and Western deactivation of trigger points, especially in pelvic
pain, pregnancy and pubic dysplasia. This was
again supported by current evidence to support
interventions, their outcomes and working protocols, offering delegates tools to manage these
difficult conditions.
These presentations by two experienced acupuncturists in the field of women’s health
emphasized the need to integrate the TCM and
Western paradigms successfully in order to
achieve effective relief with evidence-based
acupuncture intervention.
Janine Setchell

Neurology
Clare Donnellan & Val Hopwood
Abstract
This workshop will allow participants to consider
the use of acupuncture for complex neurological
presentations, and explore the clinical reasoning
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underpinning treatment decisions. Insights will
be drawn from TCM and Western medical
perspectives.
Chair’s report
Val Hopwood and Claire Donnellan’s workshop
on neurology involved lots of audience participation. Val’s talk earlier in the day provided an
excellent foundation for discussions around this
area of clinical practice.
Jennifer Michie

Mental health
Neil Quinton & Patricia Ronan
Abstract
Drawing on Neil Quinton’s experiences of working with patients in a mainstream mental health
setting over the past 4 years, the aim of this
workshop will be to examine the treatment of a
wide range of psychiatric disorders with acupuncture. An emphasis will be placed on the
practical application of the TCM diagnostic and
theoretical framework. The presenters will examine the most commonly seen pathomechanisms
with which their patients present, the role that
these mechanisms play in the creation of psychoemotional patterns of disharmony, and the
pivotal role of understanding them in gaining
successful outcomes to treatment. Particular
attention will be paid to the functions of key
acupuncture points and the selection of acupoint
combinations that treat a wide range of Western
psychiatric complaints, including anxiety, depression, bipolar affective disorder and schizophrenia. The presenters will also cover aetiological
factors in mental unwellness, and lifestyle advice
that enhances treatment and aids recovery.
Reports
The focus of this excellent workshop was on the
practical application of TCM diagnosis in the
treatment of mental and emotional diseases with
acupuncture. Neil Quinton believes that it is
possible to treat successfully any patient with a
Western psychiatric disease using acupuncture if
you know the Chinese disease diagnosis. All
Western psychiatric diseases are made up of one
or more Chinese disease patterns, and therefore,
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the key to successful treatment lies in the therapist’s ability to pattern discriminate.
We practised the four diagnostic methods of
inspection, i.e. listening and smelling, inquiry and
palpation (pulses), and also considered the six
stagnations: qi, blood, phlegm, food, fire and
dampness. An ‘‘irregular’’ lifestyle can lead to these
stagnations. Neil gave an example of liver depression qi stagnation that arises from unfulfilled
desires, leading to stress, which can in turn lead to
mental health problems. Liver depression is commonly seen in clinical practice. We then went on to
look at possible point combinations to treat liver
depression relative to pulses and other symptoms
(e.g. with a wiry left-hand side pulse, using the four
gates – bilateral Liver (LV) 3 and Large Intestine
(LI) 4 – can work well). We also learned about
liver and spleen disharmony, and points to balance
such as LV3, Stomach 36, Spleen 4 and LI4. Neil
also emphasized the importance of sleep in
restoring wellness and the sleep points to use,
such as Heart 7, Anmian and Yintang. Yintang
should be used with caution in cases where there
is a weak pulse or there is a history of dizziness.
Neil’s enthusiasm for his pioneering work
using acupuncture alongside conventional medicines in psychiatry was great to see. As he says,
there is now compelling evidence for providing
new treatment options for patients with mental
health problems, not only focussing on ‘‘cure’’,
but also on symptom relief and improvements in
quality of life.
Neil and Patricia Ronan were well received by
the Conference audience. Mental health is a topic
that we are all keen to understand better and
Patricia and Neil certainly increased our awareness, and for some of us, our curiosity to learn
more about the subject. In fact, because of the
level of interest and enthusiasm engendered by
these two excellent speakers, Neil agreed at the
end of this workshop to organize a one-day
course for the AACP.
At the time of writing, this was scheduled
for 29 June 2007 at the AACP Office in
Peterborough. The course is entitled ‘‘Examine
the Pattern, Seek the Cause: Treating Mental
Health Problems with Acupuncture’’. We hope
that he will agree to do some more courses in the
future. Watch the website!
Marna Howie
 2007 Acupuncture Association of Chartered Physiotherapists
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Both lecturers presenting this workshop
sought to encourage practitioners to consider the
effects of acupuncture on mental health and
engage some interest in this subject. Patricia
Ronan noted that, as physiotherapists, we
encounter patients with mental health problems
perhaps more often than we realize, and therefore, we are in a good position to treat such
patients with acupuncture. This is especially pertinent since most physiotherapists would not
necessarily consider acupuncture as a treatment
for such conditions; nevertheless, according to
TCM theories, many commonly used acupuncture points have known effects on mental health.
Neil Quinton focussed on TCM patterns of
disharmony and their relevance to mental health.
More specifically, he discussed the six stagna-

tions and the effects of liver depression qi
stagnation, which is a pattern commonly seen in
clinical practice. The standard TCM treatment
for this pattern of liver depression is LV3 and
LI4 – two commonly used points – and he
explained the TCM reasoning behind their use in
mental health.
Overall, this was an interesting presentation
that offered an insight into a variety of mental
health problems according to TCM patterns of
disharmony. Neil suggested ways that we may be
able to enhance our own practice according to
these theories, thus furthering our knowledge.
Lesley Pattenden
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Wyboston Lakes report on the AACP Conference

Following their incorporation as a limited
company in 2006, the AACP attracted over 315
physiotherapists to the Robinson Executive
Centre, Wyboston Lakes, Bedfordshire, for their
3-day conference entitled ‘‘Integrating Acupuncture into Your Clinical Toolbox’’.
The AACP began over 20 years ago as a
clinical interest group affiliated to the Chartered
Society of Physiotherapists. With almost 5000
members, the Association felt that an exclusive
annual conference would give members the time
to gain a better insight into and a greater understanding of the latest trends and clinical developments in the profession, all of which would
ultimately benefit patients.
The conference addressed many areas in
which acupuncture complements physiotherapy,
including the treatment of back pain, knee pain,
cervicogenic headache, myofascial trigger point
pain syndrome, the role of acupuncture in female
health, and safe and effective acupuncture in
pregnancy.
Sharon Thomas, Business Manager of the
AACP said, ‘‘We were delighted how well
the conference was received by the members.
The speakers received special praise on the high
standard of their presentations, and the trade
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stands from companies, including Harmony
Medical Ltd, Energy for Health Ltd and Oxford
Medical Supplies, were well supported.’’
At the end of each day’s programme, the
delegates were able to meet the speakers and
other members at the barbeque and gala dinner.
A golf match was arranged for those looking for
fresh air and competition, and other delegates
were able to just relax and enjoy some of the
many leisure activities available on site, including
the gym and spa.
‘‘Because it is centrally located with easy access
to road and rail, we found the Robinson Executive Centre ideal for our conference,’’ Sharon
added. ‘‘Many of the delegates commented on
the contemporary and bright décor, and high
standards of accommodation, and we enjoyed
exceptional customer service from all the staff,
which made the whole event so enjoyable as well
as academically rewarding. The fact that we were
able to have the exclusive use of the venue for
the 3 days was a big plus point and we look
forward to building on the success of this event
in the future’’.
Val Jeﬀerys
Ultimedia Public Relations
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Continuing professional development: have you read the
instructions on the packet?

Once again, for the sanity of the staff at the
AACP, and indeed, for that of the Association as
a whole, we must bring to your attention the
requirements for continuing professional development (CPD) within the AACP:
(1) The methods by which you choose to
pursue CPD are for you to decide.
(2) The definition of CPD is available on the
AACP, Chartered Society of Physiotherapy
and Health Professions Council (HPC)
websites.
(3) Continuing professional development does
not have to take the form of a course.
(4) As autonomous, professional practitioners,
you are responsible for your own CPD
hours.
(5) These hours should be recorded on the
CPD form, which can be downloaded from
the Association website (www.aacp.com).
(6) The form will ask you to identify:
(a) learning objectives;
(b) learning outcomes; and
(c) shortfalls.
(7) This form is kept in your own professional
portfolio for HPC and AACP audit.
(8) You may record your CPD on your secure
member site on the AACP website.
(9) The AACP does not require copies of case
study submissions or recorded hours; these
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(10)

(11)
(12)

(13)
(14)
(15)
(16)

(17)

must remain within your own professional
portfolio.
If you require case studies to be marked,
please ask a relevant peer to do this for you
and not the AACP.
Hours spent on CPD do not count towards
80 h of training for AACP membership.
Continuing professional development is not
training since there is no element of assessment.
Training can be CPD whether you are
assessed or not.
Your are required to maintain 10 h of CPD
per 2 years to remain on the AACP register.
The AACP will audit 100 members by
March 2008.
Members who have not maintained CPD
will be notified and a period of grace will be
offered (3 months) to meet requirements; if
there is failure to comply, the member will
be removed from the AACP register.
The AACP office will return all CPDrelated documents to the sender.

Thank you for your time and attention.
Jennie Longbottom
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Courses by Christopher Norris
FOUNDATION COURSE
80 hour AACP approved foundation course.

• 2, 3 day blocks or
• 3, 2 day blocks (mid week)

• Time in between for practice.
• Includes acupuncture pocket book (RRP £12.99)

ACUPUNCTURE FOR SPORT
Two day intermediate level course covering treatment of musculoskeletal conditions in sport.

• Choosing effective acupuncture points
• Periosteal needling
• Trigger point needling
• Introduction to electroacupuncture

• Treatment protocols
• Case history group work.
• Includes acupuncture pocket book (RRP £12.99)

ACUPUNCTURE UPDATE
Single day 10 hour (with structured pre-course reading) revision course.

• Pain – western and TCM models
• Choosing effective points
• Meridian pathways and outpatient symptoms • Treatment planning and progression
• Revision of common points

ACUPUNCTURE FOR HEADACHES
• Headache position and meridian pathways • Treatment of tinnitus
• Trigger points in headache management
• TCM headaches patterns
Integrating
acupuncture
with
physiotherapy
•
• Revision of needle insertion – head and face techniques

TRIGGER POINTS
Single day (7 hours) intermediate level course covering both needling and manual therapy
techniques for trigger point release.

• Trigger point physiology
• Superficial and deep dry needling
Current
methods
of
trigger
point
treatment
•
• Safety considerations
Muscle
stripping
and
ischemic
compression
•
• Needling common trigger points

INTRODUCTION TO TCM
A single day intermediate acupuncture course introducing basic theories of Traditional
Chinese Medicine (TCM) as they relate to the acupuncture treatment of musculoskeletal
conditions.

• Introduction to pulse and tongue diagnosis • Treatment planning using TCM
• The 8 principles & 10 questions
• Using TCM for point prescription
Zang
Fu
organs
•

NON ACUPUNCTURE COURSES
Chris Norris runs a series of non-acupuncture courses including Back stability & muscle
imbalance (2 day trunk and lower limb) 1 day (upper limb). Stretching workshop (1 day).
SIJ & pelvis (1 day). Principles of exercise therapy (1 day).

See

www.norrisassociates.co.uk

for details

To organise a course in your hospital telephone
Julie on 01260 290564 or email info@norrisassociates.co.uk

Chris Norris is a physiotherapist
with over 25 years experience, he
holds an MSc in exercise therapy,
a certificate in medical education
(cert med ed), and is a PhD
candidate at Staffordshire
university.
He is the author
of seven
physiotherapy
and exercise
books including:
Acupuncture
(Elsevier)
Sports Injuries
(Elsevier)
Back Stability
(Human Kinetics)
and
Complete Guide
to Stretching
(Blacks)
Chris Norris
holds an
advanced
certificate in
Chinese
acupuncture
(CAc), is an
approved AACP
tutor and a
member of the
British
Acupuncture
Council
(MBAcC).
He is a visiting
lecturer on the
BSc acupuncture
course at Salford
University and a
former external
examiner
on
their MSc sport
rehabilitation.

norris
associates
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Novice to teacher: becoming an AACP tutor

‘‘The good teacher explains. The superior
teacher demonstrates. The great teacher
inspires.’’ – William Arthur Ward
Within the next 12 months, the Association
intends to increase the AACP-accredited tutor
ratio by 50%. Rather than place an advert in the
Journal on behalf of the Education, Training and
Research Committee, I would like to say a few
words. . .
I have now been a physiotherapist for
33 years, and there comes a time when the
challenge of the next patient is not enough or,
indeed, is sometimes just too much. I entered
into the world of teaching many years ago,
initially within the neurological field, and finally,
after gaining an MSc in Acupuncture and Medical Education, as an AACP tutor.
Teaching has given me another dimension to
my career that I would not have previously
believed possible. It has allowed me to:
+ share clinical and research knowledge, and
clinical reasoning skills, gained over many
years with those who wish to learn and add to
their knowledge base and professional toolbox;
+ enjoy every moment of my teaching career,
sharing my experience with the students who
attend the courses;
+ learn so very much from these students as I
question and add to my own knowledge base;
+ share many humorous moments, meet new
people, make new friends, and travel both
nationally and internationally;
+ develop my academic skills, confidence and
patience with those who struggle with the
learning process; and
+ achieve a sense of pride and achievement
when students excel and go further than I can
take them.
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I was lucky that I had inspiring teachers to
show me the way, but whether your skills lie with
‘‘explanation’’ or ‘‘inspiration’’, this is a rewarding career, both professionally and financially. It
requires enthusiasm and hard work, and can be a
lonely path to tread at times, but it is one in
which huge professional and personal rewards
can be achieved.
Applicants should be:
+ advanced members of the AACP;
+ members of the Health Professions Council;
+ be prepared to work towards a recognized
teacher training certificate;
+ be willing to submit their own courses for
approval; and
+ be prepared to join an established training
group to work with an accredited tutor and
achieve their own accredited status.
The AACP will work with applicants, offering
mentoring and teaching support as a means of
enhancing teaching careers. This may take the
form of:
+ observation of teaching sessions;
+ working alongside accredited tutors;
+ discussion of current educational theories;
+ practical sessions;
+ teaching in tandem; and
+ teaching alone.
If you feel that you might be interested, have
the level of advanced training required and want
to know more, please contact me (e-mail:
chair@aacp.uk.com; tel: 01480 394947).
Jennie Longbottom
Chair
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Book and software reviews

Five Spirits: Alchemical Acupuncture
for Psychological and Spiritual Healing
By Lorie Eve Dechar
Chiron Publications/Lantern Books, New York,
NY, 2006, 448 pp., paperback, $40.00 (£30.00)
ISBN 1-59056-092-2
This is not a scientific text; indeed, it could
probably not be further away from the evidencebased medicine that we need to adopt in these
days of hard-headed budgeting and rigorous
clinical reasoning. However, it is important to
remain open to the spirit of traditional Chinese
acupuncture and understand that the effects we
achieve may sometimes owe as much to the
psyche or the spirit as to the physiological
changes we have provoked. It is a very personal
book, explaining and illuminating one acupuncture therapist’s progress through the concepts
inherent in five-element acupuncture.
The main thrust of Five Spirits is to explain the
ideas surrounding the ancient theories and to
bring them right into the healing process, as
applied in clinic. This book is written for professional acupuncturists, shiatsu and acupressure
practitioners, counsellors and psychotherapists,
as well as lay healers. Anyone involved in healing
and using acupuncture will be able to utilize the
ideas and philosophies described. The author
shows how the mythical language, concepts,
theories and practices of acupuncture can be
integrated into modern practice.
The text deals mainly with the five spirits,
Shen, Hun, Yi, Po and Zhi, and describes clearly
how they may be understood as different aspects
of the human psyche.
To quote the author:
‘‘An understanding of how to work with the
Five Spirits gives a Chinese medical practitioner the ability to work with symptoms that
might otherwise be impossible to heal. This
understanding also supports us in helping
ourselves and our friends, family and people in
our community discover more graceful,
efficient and satisfying ways of being and
living. The spirits must be related to and
 2007 Acupuncture Association of Chartered Physiotherapists

Table 1. The five spirits
Spirit Psychological function

Element Organ

Shen
Hun
Yi
Po
Zhi

Fire
Wood
Earth
Metal
Water

Thought, consciousness
Vision, imagination
Ideation, intention
Emotion, instinct
Will, wisdom

Polarization

Heart Yang spirit
Liver
Spleen
Lung
Yin matter
Kidney

cultivated. If we do not attend to them their
light dims and may depart the body entirely.
Then, although the physical body still walks
about, talks and continues to breathe, we are
no more than a dry husk, blown this way and
that by the winds of fate, and are particularly
susceptible to physical illness. Most often it is
the person’s life, the atmosphere and result of
his or her actions that tell us about the
condition of the spirits.’’
Table 1, which is taken from the book, provides the basis for the rest, and the psychological
functions are discussed in great detail.
A fascinating aspect of the treatments
described is the inclusion of an explanation of
the name and the ‘‘spirit’’ of the main points
used as they are offered to the patient. These
seem to be used as a focus for a kind of
meditation, sometimes enabling the patient to
gain considerable insight into their condition.
The incorporation of these well-written case
histories into the text is illuminating.
The format is very accessible, including many
helpful diagrams to explain the more esoteric
ideas. There are also helpful summary boxes to
highlight the key points and remind you where
the patient fits in all this. These describe the
signs and symptoms, and also go on to describe
the responses that may be expected as the spirit
starts to heal. There is also an interesting chronology of Chinese history and a useful glossary.
This is perhaps a difficult book for those
unwilling to look beyond Western medical acupuncture since it deals with what can only be
termed transformational healing. However, Five
Spirits would repay a read, and when we talk of
mind/body medicine, this would be a good place
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Book and software reviews
to start in order to understand the Chinese
concept of mind.
Dr Val Hopwood
Course Director
MSc Acupuncture
Department of Physiotherapy and Dietetics
Coventry University
Coventry, UK

Researching Health: Qualitative,
Quantitative and Mixed Methods
Edited by Mike Saks and Judith Allsop
Sage Publications, Thousand Oaks, CA, 2007,
432 pages, paperback, £22.99
ISBN 978-1-4129-0364-6
It is a pleasure to find a clear, concise and
informative book on health research, and
Researching Health can be recommended to both
undergraduate and postgraduate students who
need to produce viable research protocols. This
is a general text, including all branches of healthcare, but most of the individual chapters will
have relevance to acupuncture research. There is
an extensive list of contributors, who are all
well-known in the field.
The format is very accessible and divided
into five main sections: ‘‘Conducting Health
Research’’; ‘‘Qualitative Methods and Health’’;
‘‘Quantitative Methods and Health’’; ‘‘Contemporary Issues in Researching Health’’; and ‘‘Disseminating Health Research’’. The range of available
research methods is broad, and these are dealt
with briefly but helpfully by individual authors;
case studies, health-related exercises, annotated
further reading and a full glossary are also
included.
There is a helpful chapter on data analysis by
George Argyrous, who discusses and explains
the ways in which data can be explored. This
contribution also has a useful exercise at the end
that allows readers to do some of the analysis
themselves, an excellent way of learning for
those of us who are not so confident when
working with statistics.
‘‘Researching orthodox and complementary
and alternative medicine’’ by Janet Richardson
and Mike Saks gives a superb overview of the
subject. In this context, orthodox medicine, and
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complementary and alternative medicine are
both defined politically in terms of how far at
any point in time they are formally underwritten
by the state as regards, for example, the level of
research funding and their inclusion in the
undergraduate medical curriculum (Saks 2003).
According to these authors, the key questions are
whether the randomized controlled trial (RCT) is
applicable to this area, or if not, how such
diverse therapies are to be assessed. A case study
describing the Lewisham Complementary
Therapy Centre illustrates a pragmatic approach,
and offers some ideas on how the incorporation
of acupuncture into a physiotherapy service
might be examined and assessed.
Help is available for all aspects of health
research: there is a chapter on writing a literature
review, the starting point for many a valuable
piece of research; and some fascinating insights
are given into the general use of documents such
as diaries and letters. There is an increasing
interest in qualitative research, and the chapter
dealing with unstructured interviews is a good
introduction to one aspect of this area. Experimental methods, the inclusion of economic data,
and the vexed questions of governance and
ethics are all covered.
‘‘Mixed methods and multidisciplinary
research’’ deals with the problems encountered
when information is required by different professional groups. It describes the challenges, but
also offers some sensible solutions. There is also
a chapter dealing with the actuality of the RCT
and the problems inherent in establishing a large,
rigorous trial. A lot of practical help is given with
evolving a clear and generalizable methodology,
regardless of the apparent complexity of the
intervention under investigation.
The final chapter, ‘‘Writing up health research
and getting published’’, should be compulsory
reading for anyone thinking of entering research.
It offers lots of good advice and practical tips to
avoid the painful rejection that awaits a large
proportion of hopeful papers.
I would not hesitate to recommend this book
as a really good introduction to the fascinating
field of research generally and acupuncture
specifically. Researching Health should find a space
on the physiotherapy department shelf if there is
a serious desire to evaluate the acupuncture
service provided.
 2007 Acupuncture Association of Chartered Physiotherapists
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Dr Val Hopwood
Course Director
MSc Acupuncture
Department of Physiotherapy and Dietetics
Coventry University
Coventry, UK
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Anatomy for Acupuncture
By Peter Dorsher & Mike Cummings
Primal Pictures Limited, London, 2006,
DVD-ROM, £159
ISBN 1-904369-70-7
Primal Pictures productions are well known to
those who teach and students alike; we have all
grown accustomed to a standard of excellence
that we can rely upon. The ability to peel away
soft-tissue layers and disclose the anatomical
structures below each layer is an essential teaching aid. It was with this background knowledge
that I can only express immense disappointment
at the production of this DVD-ROM.
If Anatomy for Acupuncture is aimed at instructing practitioners who are new to the profession,
it has failed to achieve its objective. The user is
required to know quite a lot about point location
before using the package since, on accessing the
named point, is not immediately obvious which
needle is responsible. After running the mouse
over all the needles available in one frame, and
this may be up to 10 at one time, the viewer will
eventually fall upon the desired named point.
Setting the cursor over the needle is cumbersome
and, at the very least, ‘‘clumsy’’.
The allocation of named points, 88 in total and
324 shown, varies from the correct location to,
frankly, the incorrect location. You cannot access
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any local point details other than the name,
unless it happens to lie in a trigger pain pattern
zone, which is very confusing to the novice
acupuncturist.
Forty-two trigger points are shown with a
coloured pain pattern of radiation, the origin and
insertion of the relevant muscle. This section has
been given more thought and would perhaps
suffice as the first disk in a series. Because it lies
alongside trigger points, muscles, pain patterns,
meridians and acupuncture points, the result is a
highly muddled and very confusing package that
would prevent many students new to acupuncture from taking the subject further. The basic
anatomy programme is superb, but by superimposing the acupuncture and trigger point
text upon it, the manufacturer has failed to
achieve what the label describes, i.e. anatomy for
acupuncture.
The programme window fails to fill an average
screen, and as such, cannot be enlarged; the
anatomical structures, if chosen, prevent you
from accessing the exact point of the needle and
the relevant structures underneath, requiring the
operator to move down the layers until you
actually find the acupuncture needle. Anatomy for
Acupuncture is muddled and complex, and relies
on the operator having a full knowledge of
acupuncture, trigger points and anatomy before
using it, thus failing in its objective. It is:
+ expensive for the student;
+ controversial for the traditionally trained,
professional acupuncturist;
+ of some value to those using trigger point
needling only; and
+ of limited value to those who combine
acupuncture and trigger point needling within
a clinical reasoning approach.
Jennie Longbottom
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News from the front

New AACP Board directors

AACP-led educational courses

We are delighted to welcome the following
new blood to the AACP Board, each of
them bringing their own particular skills and
expertise to the areas of education, research,
business and training for the benefit of our
membership.

Following a hugely successful Conference,
AACP will be running the following courses
at its head office in Peterborough. The courses
will reflect the content briefly explored at
Conference, but will be suitable for those who
were not able to attend. Please visit the website
(www.aacp.uk.com) where dates will be posted
when confirmed:

Dr Pennie Roberts
Pennie was one of the first physiotherapists
in the UK to be trained in acupuncture in
Rotherham in 1985. She obtained her PhD from
Sheffield Hallam University in 2000 and used the
ideas of traditional Chinese medicine to explore
the theoretical models of physiotherapy practice.
Pennie was Chair of the Chartered Society of
Physiotherapy (CSP) from 1995–1997, having
served as Chair of the Professional Practice
Committee and Chair of Policy and Resources.
She is currently one of the three elected members of the Council of Deans of Nursing and
Health Professions from the allied health professions. Pennie currently works in higher education
as Head of the Professional Registration (Health
and Social Care) Division at Manchester Metropolitan University.

(1) Dr Jeremy Lewis & Jennie Longbottom:
‘‘Managing shoulder pain: a combined
evidence-based approach incorporating
manual therapy, exercise and acupuncture’’;
(2) Dean Watson & Lynn Pearce: ‘‘The combined approach to managing cervicogenic
headaches: acupuncture and manual
therapy’’;
(3) Howard Turner & Jennie Longbottom:
‘‘Managing pubic pain and pelvic pain with
acupuncture and manual therapy: a combined approach’’;
(4) Neil Quinton: ‘‘The treatment of psychiatric
disorders with acupuncture’’; and
(5) Bond Solon: ‘‘Expert witness course report
writing and court room presentation’’.

Merrick Willis
Merrick has had over 20 years of experience as a
chief executive officer in different sectors. He
headed a whole-district National Health Service
trust for 9 years, served until last September as
Chairman of a primary care trust and has carried
out international healthcare consultancy for
the Department for International Development.
Merrick has worked in higher education, and
has extensive consultancy experience supporting
small and medium-sized companies with regard
to strategy, business growth, organizational
development and team-building. He is also
currently Chairman of Business Link for
Cambridgeshire
and
Vice-Chairman
of
Cambridgeshire Police Authority.

After a meeting with Mr Shailesh Vara, MP for
North West Cambridgeshire, he has written to
Ruth Kelly in her capacity as Secretary of State
for Communities and Local Government for her
comments. In support of AACP’s case, a query
has been sent to the Cabinet Offices via the
Better Regulation website. A response should be
received by mid-June.
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Private practice acupuncture
licensing in England

AACP Political Liaison Officer
report
Regulation of acupuncture
Val Hopwood currently represents the AACP
for two working groups: the Acupuncture Stakeholder Group (ASG); and the Department of
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News from the front
Health (DH) Steering Group on Statutory
Regulation of Acupuncture, Herbal Medicine
and Traditional Chinese Medicine Practitioners.
She is there to correct the popular view of
physiotherapists as having only ‘‘one weekend
acupuncture training’’, which is still held by many
acupuncturists.
The current ASG originated from the original
Acupuncture Regulation Working Party (ARWP)
set up after the House of Lords report on
complementary and alternative medicine in 2000.
The DH and Foundation for Integrated Medicine helped to finance the ARWP.
The purpose behind the current work done by
the ASG is to feed into the DH Steering Group.
The membership selected for this body consists
of previous ARWG participants as well as the
current ASG, although it is noticeable that the
minority groups are not represented.
The mixture of the three groups has been
stormy since demarcation between them has
proved to be complicated. The DH appears to be
giving clear signals that the Health Professions
Council (HPC) is to be important in the regulation process, which is unacceptable to some of
the groups involved. At present, the talk is of a
federal structure that will be very similar to what
we had previously in the Professions Supplementary to Medicine.
It is encouraging that the Government now
seems to recognize the possibility of dual regulation and has declared itself ‘‘not in favour’’.
However, since physiotherapists are already regulated by the HPC, the front runner, our situation
may turn out to be unique. At the moment, it is
difficult to predict how this will affect the fees
that will we will have to pay should there be a
subsidiary list as an annex to the Acupuncture
Register for those regulated elsewhere.
There have been several meetings lately in
order to produce a single document that will
include all the information provided by the
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various groups and paint a clear picture for the
DH, which will decide on its policy in the next
few months. The next stage will be the long
process of making the regulation process a legal
one and, at best estimates, it would seem unlikely
that the statute regulating the acupuncture profession will be enacted before 2010.

Educational and postgraduate
development of course
recognition
The Association must endeavour to develop the
course accreditation system further in order to
fall in line with all other CSP clinical interest
groups and acupuncture bodies (e.g. the British
Medical Acupuncture Society and the British
Acupuncture Council), and remain at the forefront of educating physiotherapists within a
clinical reasoning paradigm for the integration of
acupuncture into clinical mainstream practice.
It is the intention of AACP to seek further
higher education support in order to:
+ accredit and ratify the existing courses to university Master’s-level educational standards;
+ develop increased scope of practice outside
the area of pain management via an accredited, modular, advanced course programme;
+ develop a tutor mentoring and development
programme to increase the number of accredited tutors and availability of courses across
the UK and at an international level;
+ coordinate with the International Acupuncture Association of Physical Therapists in
order to develop international student exchanges for clinical and academic integration
at a global level; and
+ develop an income-generating programme for
AACP courses as a means of preventing any
further rises in fees for courses, tutors and
membership.
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Guidelines for authors

Introduction
Always refer to a recent issue of the AACP
Journal. Please follow the style and layout of an
article or item that is similar to your contribution.
If a paper is submitted for publication, then it
is implied that it has not been simultaneously
submitted to another journal or any other type of
publication. Academic and clinical papers are
subject to review by the editorial committee and
may require revision before being accepted.
Offprints are available free of charge if notice is
given to the editor when the article is submitted.
The Journal can also supply a Portable Document
Format (PDF) file of any article upon request.

Preparation of manuscripts
All articles must be typed double-spaced with
wide (3-cm) margins all round on one side of
A4-size paper. The pages should be numbered
consecutively, and two hard copies of the article
and a disk version (text saved in Rich Text
Format) should be submitted to the editor.
Articles should be a maximum of 7500 words
(excluding abstract and references).
Papers should be arranged as follows:
Abstract
A summary of not more than 200 words should
be submitted on a separate sheet outlining the
purpose, scope and conclusions of the paper.
This should be followed by a minimum of three
and a maximum of five keywords that best
represent the contents.
Title
The title of the article should be in sentence case,
bold and left-justified, as in the title above: note
that there is no full stop and no underlining. The
author’s name(s) and place(s) of work should run
consecutively below the title. Again, there should
be no full stops.
Text
The layout of the Journal is that the main heading
of each section is in sentence case and bold.
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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 tables,
diagrams and figures, these should be numbered
in the order in which they appear in the text, and
should be submitted, in duplicate, on separate
sheets. Please indicate their placing in the text
(e.g. ‘‘Fig. 1’’). Any caption should be leftjustified below the relevant table or diagram. All
figures and tables must be referred to in the text.
When using numbers in the text, these should be
written out as words up to and including nine
unless they are measurements, numbers in tables
or units of time. Always use International System
of Units (SI).
Clinical papers: referencing
All clinical papers must be fully referenced and
the references verified by the author. The reference list must be double-spaced on separate
sheets, and arranged alphabetically by the surname 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 in italics, the
volume number, the issue number in brackets,
and the first and last page numbers of the article:
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.

119

Guidelines for authors
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 in italics should be
given, along with the editor’s name(s) in brackets, 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.

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 report must be referenced throughout. Further guidance is available on request.

Book and software reviews
At the beginning of the review, give all details of
the book including the title in bold, the author/
editor’s full name(s), publisher, city and year of
publication, price, whether hardback or paperback, number of pages, and ISBN number. The
reviewer’s name should appear at the end of the
review in bold, right-justified, followed by their
title and place of work in italics.

Please adhere strictly to this style of referencing in any contribution to the Journal.

General points to note
Acknowledgements
Please state any funding sources, or companies
providing technical or equipment support.
Photographs
These can be colour or monochrome, but must
be in sharp focus. If you are supplying prints,
please write any caption on the back in soft
pencil since ball-point and felt-tipped pens
smudge and leave an impression. If digital photographs are submitted, these should be of high
resolution (minimum 300 dots per inch), saved
to floppy disk or CD-ROM, and accompanied by
hard copies.
The photographs should also be numbered
if there are more than one and their placing
indicated in the text. All photos will be returned.

Please enclose your home, work and e-mail
addresses, and telephone number(s).
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
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.
Any further enquiries should be addressed to
the editor, whose name, address and contact
details appear on the contents page.

Case reports
The Journal welcomes case reports of up to 2500
words. These should be structured as follows:
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