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Editorial
Welcome to the Spring 2008 Journal of the Acupuncture Association of Chartered Physiotherapists. This
edition arrives on your doorsteps with the New
Year well and truly bedded in. Many resolutions
will have been made and broken, but perhaps
some have been kept. One of mine is to do more
writing for publication, and as acting Clinical
Editor of the Journal, I hope to be in the position
of being able to support many of you in getting
your work into print.
In November, I was fortunate to visit two of
China’s largest cities, Beijing and Tianjin, where I
had the privilege of seeing modern and vibrant
rehabilitation being carried out in two very different settings. At Tianjin Orthopaedic Hospital,
I visited a therapy department with facilities that
would be the envy of many Western institutions,
and saw excellent rehabilitation being done
with trauma and surgical patients. The next day,
I visited the Tianjin Hospital of Traditional
Chinese Medicine and saw acupuncture being
used to treat an extremely wide range of medical
conditions. I have never seen acupuncture
needles being inserted so fast and in such
quantity, with 70–80 patients being treated by
each doctor per day.
Continuing with the international theme, we
have reports from conferences in Baltimore,
Maryland, USA, attended by my predecessor as
Clinical Editor, Andrew Bannan, and Vancouver,
Canada, where Merian Denning represented the
AACP at the World Confederation for Physical
Therapy’s international conference. You can read
these along with Mike Chapman’s report from
the British Acupuncture Council Annual Conference.
On the theme of writing for publication, we
have three case reports in this edition, as well as
a clinical paper. All these articles have been
through a peer-review process to ensure that we
comply with the requirements of the databases in
which the Journal is listed. As the drive for
evidence-based practice continues, it is important
that our work is made widely available to others
through these electronic databases, and that we
all contribute to, as well as use, the growing body
of knowledge that underpins the practice of
acupuncture. Publishing work in the JAACP is a
key way of doing that.
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Editorial
Not all writing has to be in the form of
research reports submitted for peer review, and
the Journal has a range of formats for you to use.
Alicia Grant has added to my knowledge with
her two pieces on the terminology and technique
of acupuncture. We have reviews and reports,
and what I hope will be the beginning of a lively
and healthy debate in the pages of the JAACP
on the issue of teaching self-needling to patients.
Letters are always welcome to reflect members’
and others’ views on topical issues, so if these
position statements, or anything else in this
edition, cause you to voice an opinion, then
please do write to the Editor and we will
consider publishing your views. The AACP is a
membership organization and our Journal is a key
way of ensuring that the voice of the membership is heard.
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Regional reports paint a picture of what is
happening across the UK, and along with the
reports from office holders and our Business
Manager, these show how vibrant the AACP is
as an organization. Please let us know of anything of interest that you have been up to in the
world of acupuncture and use these pages, as
well as the forum on the AACP website, to
engage in discussion and debate with your peers.
Thank you to those who have already submitted for the next edition of the JAACP, and for
those of you considering doing so, please look at
the guidelines for authors at the back of the
Journal and make 2008 the year you too get into
print.
Pennie Roberts
Clinical Editor
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Spring is around the corner and we can look
forward to a busy 2008, which promises to be
another action-packed year with so many events
and developments afoot.
As of 31 March this year, all AACP members
will have completed the 80-Hour Foundation
Course to keep us in line with international
requirements. The 40-Hour Top-Up Course will
cease on this date, and all those who have
completed this extra training have until 1 July to
register with the Association. Well done to all of
you who have completed the Top-Up Course
and thanks to all the tutors for their hard work
in accommodating all the last-minute requests.
For those who are more interested in continuing professional development (CPD) courses,
look no further than the AACP website
(www.aacp.uk.com), where you will find a variety
of interesting courses advertised. The team at
Southgate House would be very happy to help
you run your own CPD courses if you can’t find
anything suitable.
We are very grateful to have a full complement
of regional representatives. I am sure you know
who your local representative is, but if in doubt,
you can always find out via our website or the list
printed on pages 37–38 of the Journal. Please
support your representatives by giving them an
idea of your local needs and even your local
talents! Networking within your own area not
only forges new friendships, but will also help to
build a support network for your professional
skills. The interactive bulletin board is another
way for you to air your queries, be they clinical or
administrative. We are currently looking for a
moderator to oversee this part of the website.
Anyone who is interested should contact Sharon
Fox at the AACP Office.
In line with our vision of enhancing our
clinical standards and upholding the need to
provide an evidence-based framework, the
Association are working hard to raise the profile
of research by setting up research and travel
funding. You can find more details on the
website. We are currently funding two research
projects. The Education, Training and Research
 2008 Acupuncture Association of Chartered Physiotherapists

Committee (ETRC) work hard on your behalf,
and we are very grateful to Professor Nigel
Palastanga and his team for all that they do.
This is the third edition of the new-look
Journal and we hope that you are enjoying it. The
production of such a journal takes considerable
effort, not least by the contributors, but also the
editors. The AACP has been fortunate to have
had the help of Andrew Bannan to kick-start the
process, as well as Dr Pennie Roberts, who has
now taken over the reins as acting clinical editor.
Please keep your offerings for the Journal coming:
we can all learn from your interesting cases and
your research.
The Association has continued to campaign to
abolish the need to license your premises. The
trail now leads to the Department of Health,
who will consider it as part of the new Health
and Social Care Bill currently under consideration. The Chartered Society of Physiotherapy is
campaigning hard on our behalf, but I am afraid
that there will be no quick fix on this. Details of
this issue can be found on the website.
By now, you will have all received the revised
AACP Guidelines for Safe Practice, which will also
be published in the members’ area of the website. This weighty document has brought us in
line with other regulatory bodies and covers all
aspects of acupuncture provision. We are very
grateful to Dr Val Hopwood and Jennie Longbottom for the hours of work that have gone
into this.
The AACP Annual Conference will again be
held at the Robinson Executive Centre in
Wyboston, Bedfordshire, on 16–18 May. Those
of you who attended last year’s events will know
what a great venue this is, not only as a learning
environment, but also as a leisure and residential
complex.
Building on last year’s successful format of
keynote sessions and workshops, we have lined
up a star-studded cast of experts to appeal to
your varied interests. We will be covering topics
such as medicolegal advice, auricular acupuncture for addictions, treatment of children and
low back pain, to name but a few. There will be
5
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plenty of opportunity to network with colleagues, meet your regional representative and
peruse the many trade stands. You will also be
able to relax at the barbecue on Friday night and
the Saturday evening dinner with live music. The
Conference will also provide you with an opportunity to discuss the ‘‘ins and outs’’ of the AACP
with the Chair and Board of Directors. We are
there to serve you, so if you have any particular
topic that you would like to discuss, then do
come along to the Annual General Meeting to be
held at the Conference on the Saturday. Our
grateful thanks go to Jill Drew and the Conference Committee for all the hard work that goes
in to the planning and running this event.
We are looking for interested members who
would like to join us on the Board, so don’t be
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shy! If you care passionately about the AACP
and have a vision of how you would like to see it
develop, then come and join us. We would love
to hear from you.
As I close this report, I would like to take the
opportunity to thank our Chair, Jennie Longbottom, for her ceaseless efforts to make the AACP
a respected and leading voice in the growing
world of complementary medicine. These are
challenging times, and Jennie is both tireless and
inspirational in her vision for a dynamic and
high-profile organization.
Merian Denning
Vice-Chair
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Office activities to Spring 2008
Welcome to the first Journal of 2008. Christmas
seems a while ago now, and I hope that we can
all look forward to some spring sunshine.
Since the last edition of the JAACP, the
administration team at the Association Office
has expanded with the addition of Amanda
Porter. Amanda job-shares with Gill Beadle,
while both Diane Morgan and I remain full-time.
Amanda’s appointment means that we have been
able to extend our ‘‘office hours’’ from 9.00 am
to 5.00 pm, making us even more accessible in
order to fit around you.
It hardly seems five minutes since I was
waxing lyrical about everyone who contributed
to the success of Conference 2007, and here we
are on the brink of Conference 2008! It might
also surprise you to know that, since October last
year, I have been planning Conference 2009. The
theme for next year’s event will be revealed in
May. Speaking of Conference, thank you to
everyone who has booked. I am really looking
forward to seeing you all and getting to know
more of our members.
At the time of writing, the AACP is looking at
ways in which we can remember Simon Mockett,
who sadly passed away last year. I didn’t know
Simon personally, but I do know that he had an
enormous impact on the lives of many of you
and that he will be remembered with great
affection. By the time you read this, I am sure
that the Association will have put in place a
fitting memorial to him with the blessing of his
family.
So, aside from going completely Conference
crazy, what else have we been up to? Well, over
the autumn, we had a huge drive to encourage
members who renew by cheque payment to set
up direct debits. It’s 75% cheaper for the Office
to process a renewal by direct debit as opposed
to cheques. If that’s not an incentive to have
your membership fees diverted to more useful
benefits, then I don’t know what is. We have also
been working with the website administrator and
database coordinator to introduce e-commerce
 2008 Acupuncture Association of Chartered Physiotherapists

facilities. This service should make it easier for
members to purchase merchandise from the
AACP as well as book places on courses. Some
of you may even have booked your Conference
place online. We are also looking into a facility
for members to join the Association by direct
debit instead of a first year’s subscription only
being made payable by cheque, which would
make things a little easier for everyone. As with
everything, the details need to be considered and
there are processes that have to be worked
through, so we will work hard to enhance these
services as soon as we can for you.
The provision of the 40-Hour Top-Up Course
will shortly come to an end. I would like to
extend my sincere thanks to all those tutors who
have responded to the surfeit of e-mails that has
been sent from the Office in order to accommodate training. In total, 260 people have attended
these courses since their launch in January 2007.
Those who have undertaken the training, but are
yet to join the AACP, have until 1 July 2008.
After this date, the only means of joining the
Association will be by successful completion of
the AACP 80-Hour Foundation Course or an
acupuncture degree.
The Office has also been busy coordinating
the revision of the AACP Guidelines for Safe
Practice, which you should all have received. We
also pulled together lots of information about
the Association in the form of the Membership
Booklet that was sent out with the last edition of
the Journal. It is hoped that this booklet will serve
as a quick reference as to how to contact us, and
give you an overview of the structure and activities of the AACP. We have also redesigned the
layout of the Blood Donor Certificates, partly
because the contact details were out of date, but
also so that they fit in a regularly sized envelope!
Staff in the Office will now fill all pages of the
booklet with the membership number of the
person requesting the certificates. Unfortunately,
there have been instances where certificates have
been passed to non-members or photocopied.
We now have a full complement of regional
representatives following a few e-mail calls for
7

Business Manager
people to come forward. Thanks to all those who
give their time freely to organizing events and
training within the regions. Your involvement
with the Association is greatly appreciated. If you
don’t know who the representative is for your
area, their details can be found later further in
the Journal (pp. 37–38) or on the AACP website.
The website continues to grow with the
addition of comprehensive areas with information from the regional representatives about
what’s going on in your area. There are also
topics like clinical guidance, general news, and
details of a range of events and courses. One area
that is still struggling a little is the interactive
forum. The forum was introduced following
requests from members. Forums do take a while
to get off the ground, so I encourage everyone to
use it. You must register on the AACP website.
You can do this by entering your membership
number and your surname as your password.
You can obtain your membership number by
calling the AACP Office, and are advised to
change your password to something personal to
you to protect your login activities. I hope that
you all managed to complete the clinical audit
that was posted on the website and also e-mailed
to those of you for whom we have e-mail
addresses. Details of the findings will be published on the website, and we will use them to
look at areas where support and membership
services need to be focused.
The battle to bring roadshows to you all
continues, and I have been working very hard to
find ways of making these events as accessible to
as many of you as possible by exploiting the
technology that’s now available to us. I had
intended to arrange a teleconference between the
University of the West of England roadshow in
Bristol and the University of Abertay in Dundee.
However, after much work, it transpired that
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they would have had a few problems accommodating our needs on the day. Therefore, I will
continue my efforts in the hope that something
positive will happen with the November roadshow, which will be held in Cambridge, and I
hope, beamed elsewhere. Details will follow on
the website soon. In this hi-tech electronic age, I
am amazed at how difficult it is to find a venue
with good teleconference facilities. We hope to
be able to find more venues, so keep me updated
with details of any that you know of. Please do
remember that venues must have videoconferencing facilities that are compatible with the host
venue at the time, so it may not be possible to
achieve communications in all cases. As ever, I
will do my best to make things happen.
We are still no further on with the issue of
licensing for practitioners. At the time of writing this report, the AACP had been advised
that there would be no review of the Local
Government (Misc. Provisions) Act 1982 until
the situation regarding statutory regulation was
clearer. Enquiries from the membership have
decreased a little, so perhaps the local authorities
have taken a more pragmatic view when
implementing their licensing regulations? Do let
me know if you are still having problems or if
your experiences with local authorities have been
positive.
As ever, please keep your suggestions and
comments coming. We work hard at the Office
to ensure that you receive a prompt and effective
service, but we are also there to take your
concerns and comments to the Board and the
subcommittees, so please do get in touch.
I hope you all have a wonderful Easter and I
look forward to seeing you at Conference.
Sharon Fox
Business Manager AACP Ltd
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Introduction
In order to meet the Journal deadline, this report
summarizes all recent AACP Office activity up to
31 October 2007.

Office changes
On 3 July 2007, Amanda Porter took up her
position as part-time Administration Assistant,
job-sharing with Gill Beadle.
Amanda brings many years of administrative
experience with her. She has quickly settled
into the role, and works closely with Gill covering membership administration and general
enquiries.

Membership renewal
Membership renewal activities remain steady,
with an improvement in the speed that members
are renewing their membership. More members
are also electing to renew their membership via
direct debit (DD).
Membership status to date is shown in
Table 1.
Direct debit collection continues to run relatively smoothly. Collection failures have now
dropped to an average of five per month. The
Office chases these up in order to ensure that
membership does not lapse accidentally.
Table 1. Acupuncture Association of Chartered Physiotherapists
membership status as of 31 October 2007
Membership category

Number

Accredited Members
Advanced Members
Probationary Members
Honorary Members

4447
227
89
16

Total number of active members*

4779

*Number of new members who have joined since 1 January 2007=440.

 2008 Acupuncture Association of Chartered Physiotherapists

Database
Members are continuing to make use of the
in-built facility on the new AACP website and
are updating their details online. They are also
starting to add their practice addresses to the
database, which means that these will show on
the practitioner search facility on the website.
We remain are fully up to date with renewals,
and these are logged into the database within a
couple of days of receipt.
New members are being sent joining packs
within 5 working days. Members renewing by
cheque are sent their certificates within 5 working days. Membership certificates for those
renewing by DD are sent out immediately following confirmation of the successful collection
of their subscription by DD.

Current financial situation
General situation
The overall financial situation remains healthy,
with the AACP Board and Audit Committee
looking at ways in which existing membership
services can be enhanced and new services
brought online.

Other issues
Website
The AACP website opened its e-commerce
facility in October 2007 to allow online purchasing of AACP merchandise, and course and
conference bookings. My personal thanks go to
John Longbottom, the webmaster, and Ian
Hayes at The Summit. Both have worked
long and hard developing the website, whilst
humouring my lack of technical expertise.
Sharon Fox
Business Manager AACP Ltd
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Webmaster report 2007

Introduction
This report covers the development of the new
website for the AACP, the initial installation of
the new site for members and the developments
during its first year of use. The level of take-up
by members and the general public is discussed,
and an analysis of patterns of usage is presented.
You can find our website at: www.aacp.uk.
com

Background
The previous AACP website had been in use
since its inception in 2000. In those good old
days, relatively few people had web access, and
those who did used dial-up connections as slow
as 9.6 kbit/s, screens were 12- or 14-inch diagonals, and Pontius was still a Pilate. The constraints of speed and screen size had dictated
a largely text-based website, and the AACP
Executive of the day, having commissioned a
‘‘professional’’ section, had declined to allow
members’ details to be accessible! Then, as now,
it was difficult to get anyone to provide information for the web – so not much has changed
there – but other factors have altered dramatically. It is believed that the majority of members
now have web access and many have broadband
at speeds of 8 Mbit/s – only 1000 times faster
than the old dial-up services! All this allows a
much more graphics-oriented, user-friendly
approach.

New website requirements
The requirements of the new website were outlined by your Chair, Jennie Longbottom, and
then discussed and agreed by the Board. These
requirements were converted into an outline
specification by the Webmaster, and after a
tendering exercise, a contract was placed with
Summit Directions to develop the site. Summit
were the company who had developed the
AACP membership database, and were chosen
primarily because of the need for the website
functionality to be integrated with that of the
 2008 Acupuncture Association of Chartered Physiotherapists

membership database and also because Summit
had already carried out similar work successfully
for the Organisation of Chartered Physiotherapists in Private Practice.
Summit subcontracted the website page design
to Beyond Computers, who used the ‘‘AACP
wave’’ motif from Charboneau Designs and
came up with the basic page layout. Summit then
used this design and developed the code to go
behind it to implement the required functionality. As Webmaster, I worked with Summit during
testing to make sure that the code did what was
required and to complete the transfer of data
from the previous website to the new one. This
process resulted in a number of modifications
being required and implemented to improve user
interaction and to make operation of the site by
the Webmaster and the AACP Office more
efficient and effective. Since then, new information has been added as required by the office,
tutors and members.
The new website was implemented in stages,
as detailed in Table 1.
The stages were worked on from the initial
publication of the website in February 2007
and the work was completed by the end of
November 2007.
There are currently no further formally
planned stages, but small improvements are
made regularly, and any major additions can be
planned as required, subject to approval and
funding by the Board (see below).
The additions of reference documents to the
site can be made at any time and new information is added regularly. If any members have
items that they would like to have added to the
site, please contact the Webmaster.

Website take-up
The first stage of the website finally went live on
13 February 2007, after unforeseen delays caused
by the loss of BT broadband at the AACP
Office. Comparison with the previous site is
difficult because the visitor access is monitored
in a different way, but the level of access to the
11
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Table 1. Website development stages: (CPD) continuing professional development
Stage

Topic

Description

1

Initial installation of new website

Functionality of original website, together with the capacity for an interactive search for
practitioners, and the ability to advertise training and CPD courses

2

Interactive bulletin board

Provision of an interactive bulletin board to allow members to discuss topics interactively,
with moderator control

3

Online booking /purchase

Provision of facilities to allow members to order and pay for publications and other AACP
items; booking of courses/conferences – payment can be taken online, but the booking will
be downloaded by the AACP Office and processed separately

4

Members log CPD

Provision of the facility for members to keep an online record of training and CPD, if they
wish

5

Regional sections

Provision of regional pages, with input directly from regional representatives

Table 2. Website total visitor count in 2007
Period

Unique visitors
per day

Total visitors
per day

February
March
April
May
June
July
August
September
October
November
December

58
68
53
64
51
52
50
57
64
57
59

99
116
92
103
85
88
86
87
109
101
91

Table 3. Access to the AACP website by members since its start
on 15 February 2007
Number of logins
Members logging in 1–2 3–5 6–10 11–20 21–50

>51

Number

1

709

297

92

33
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new website appears to be between two and
three times that of the previous version.
The website is monitored in a number of
different ways and these are discussed below.
Website visitors
Table 2 details the statistics on take-up maintained by our Internet service provider (ISP).
Members’ access
The website itself tracks logins by members, and
Table 3 shows the numbers of members logging
in against the number of times each has logged
in. From this table, it can be seen that, since the
website opened, some 709 members have logged
12

in one or two times, but just 33 members have
logged in between 11 and 20 times.
Table 3 also shows that only 1144 members
have accessed the members’ website at all since
its inception; this means that, with around
5000 members, some 3962 have still to access it
even once!
This general level of website take-up by members is disappointing. In view of the relative ease
and low cost of using the website to promulgate
information to members, the Board wishes to
make much more use of this medium to provide
an improved service to members.
Take-up from those who may be regarded
as ‘‘senior members’’ (e.g. AACP tutors
and regional representatives) is particularly
disappointing.
Non-member access
The ISP statistics reveal that, to date, there have
been a total of 16 823 independent logins to the
website since its inception. Table 3 shows that
members account for about 4000 of these, with
the remaining 12 800 or so therefore being from
non-members – this equates to an average of
around 34 per day.
I’m not sure how to judge whether this figure
is a satisfactory level of interest from nonmembers. Members may have their own views
on this aspect.
Website feedback from members
The website has a feedback questionnaire that
gives members the opportunity to comment of
their experience of using the site and to make
recommendations for future developments.
 2008 Acupuncture Association of Chartered Physiotherapists
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Feedback on the new site has generally been very
positive, with ratings in the onsite questionnaire
remaining at 85% and above.
The administrative section was modified to
allow direct e-mail response from the Webmaster
to anyone making a comment. When any problem is raised, all comments are addressed directly
by the Webmaster, and at the time of writing this
report, all appear to been resolved to members’
approval.
There have been very few expressions of
dissatisfaction, and almost all of those that have
been made have been the result of members not
being able to find themselves when carrying out
a practitioner search – regrettably, the old maxim
that ‘‘physiotherapists never read instructions’’ is
alive and well! Following on from this, several
members requested the facility to list all AACP
members in a given area – the website was
originally configured for the general public to list
up to 10 members in a random order against
defined search criteria. Such an update was
implemented as part of the Stage 5 regional
updates and provides members with the capability to list all members in a given area.
Bulletin board
The bulletin board (BB) went live in May 2007,
with one moderator setting up starting forums.
Take-up remains disappointing, with only
137 members having registered to date.
Development of a BB such is this is difficult; if
members login and there’s nothing to see, they
won’t login again. On the other hand, if members don’t login to the BB in the first place, it
could be said that any lack of content is largely
irrelevant. However, the BB has to start somewhere, and if it is to succeed, it has to have an
interesting, topical, worthwhile content so that, if
members do login, they come back and, we
would hope, tell their friends about it.

Table 4. Take-up of the website and bulletin board by ‘‘senior’’
AACP members
Never
Number accessed Not registered
in group website on bulletin board*

Group

Tutors
19
Regional representatives 17

5
7

11
9

*See description of bulletin board in text for more detail.

There is currently no moderator: the last one
resigned, citing ‘‘lack of interest from senior
members of AACP’’ (see Table 4). The continuing lack of interest from tutors in both the
website and the BB is very disappointing. Members may wish to consider that tutors potentially
make a substantial income from their association
with the AACP, and many are given the opportunity to promote themselves further through
free advertising on the website, teaching at
courses run by AACP and speaking at the AACP
Conference. Tutors in particular need to keep up
to date with developments and with members’
interests.
If the BB is to succeed, there is an urgent need
to establish some active topics, so that, if members do log on, there’s something to see. Once
there are some active topics, there needs to be an
active campaign to encourage members to use
the service.
Website visibility
Surveys on Google have been carried out using a
number of relevant search terms (Table 5).
Website promotion
Ways of promoting the website have been
discussed and the possibility of a ‘‘treasure hunt’’
type competition, with members having to
navigate through the site to find answers and
ultimately to win a prize, has been suggested.

Table 5. Website search rankings: (N/R) not ranked; and (N/A) not applicable
Date of ranking
Search term(s)

March 2007

May 2007

July 2007

Sept 2007

Dec 2007

Acupuncture
Acupuncture physiotherapy
Acupuncturist
Acupuncture training
Find acupuncturist

15
2
N/R
18
N/A

6
2
N/R
10
N/A

9
2
36
8
9

5
1
30
9
6

9
1
N/R
9
5
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Table 6. Website search results: (CPD) continuing professional
development
Search term

Search rating (%)

Consent
Safety standards
CPD
Journal
Courses
Contraindications

7.5
6.0
3.6
3.1
1.6
1.5

The Board is considering this proposal. If agreed,
it could be implemented with little difficulty and
could perhaps develop into a regular feature. If
members have any other ideas to stimulate interest, please let the Webmaster know.
E-commerce
With the incorporation of online purchasing of
AACP products, and booking of course and
conference places, the AACP has taken its first
steps into e-commerce.

Website content
The content of the website has steadily increased
since the launch, with many more reference
documents and news items available to members
and the general public. However, there is still
much to be done to provide all the information
that members need.
Website searches
Searches made on the website are tracked so that
it is possible to identify items for which visitors
are searching. The most common searches since
the website inception are shown in Table 6.
These statistics are monitored and fed back
regularly to the Board to guide the future development and content of the site.
Planning, policy and procedures
There is an absence of documents on the site
covering planning, policy and procedures (PPP)
within the AACP and those that do appear have
been added in piecemeal fashion as they are sent
to the Webmaster. For example, there are application forms on the website, but no corresponding documents on how applications are assessed.
The original design of the site reflected the
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perception of the information to be presented
and the website structure is adequate to meet this
requirement. New pages and menu items have
been added to allow PPP items to be added more
easily, including:
+ ‘‘AACP Governance’’, which explains how
the AACP is run and details its procedures;
+ ‘‘AACP Membership’’, which describes the
benefits that accrue from membership of the
AACP, along with details of planning and
policy matters, Consent Procedures, and
Safety Standards, for example; and
+ ‘‘AACP Website’’, which gives an explanation
of how the website is structured and the uses
that the Board intend to make of it.
Examples of documents that should be available and would be of interest to members
include:
+ a 5-year strategic plan covering the AACP’s
aims and aspirations;
+ standing orders for committees such as the
Education, Training and Research Committee, so that their role is clear and issues
such as conflict of interest can be avoided;
+ standing orders covering the assessment of
research funding applications and travel grant
applications;
+ up-to-date safety, consent and regulatory
documentation; and
+ AACP information and policy on developments in the regulation of acupuncture
The absence of such PPP documentation on
the website perhaps reflects the lack of these
documents within AACP Limited, which is still
working to emerge from the chaos of the ‘‘old’’
Association. The Board and the AACP Business
Manager are working to fill these gaps by defining what is required, preparing a plan for the
generation of the documents, and ultimately,
having them produced and published on the
website for the benefit of members, both existing and those who will seek to join in future.

Website updates
The target for making simple changes to the
website (e.g. adding a course advertisement,
research paper or Frequently Asked Question) is
5 working days. At present, such additions are
being done by the next working day in most
cases.
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For more complex changes, the target is to
analyse the problem and provide a timescale for
its implementation within 5 working days.
All changes to website content or structure are
subject to AACP Board approval.

Interface with the AACP Office
One of the features of the new website is the
facility for members to update their membership
database entries. These are stored online and are
downloaded periodically by the Office to update
the master database held at Peterborough. The
changes are scanned by the staff and, if clear, are
added to the database, which is then in turn
uploaded back to the website. The Office staff
manage updates regularly and it is anticipated
that, over time, this feature alone will save many
hours of routine administration work in the
AACP Office.
It is intended to handle much of the course
and conference booking in a similar way, and
with the introduction of online purchasing, a
start has now been made.

Surveys: clinical audit
Two small surveys were launched covering selfneedling and practitioner licensing, utilizing a
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commercial statistical site by means of a link
from the AACP website. Take-up by members
was very low.
A new survey on members’ experience with
acupuncture has now been launched with a view
to a clinical audit of the results. To promote the
survey, which members have been notified of by
e-mail, a prize of £100 was offered to a member
completing the survey, to be selected at random
in January 2008. The winner will have been
notified in February, and details are available on
the website.

Conclusions
The new website, together with the members’
database, allows the Association to offer members new facilities and gives the AACP scope to
provide many more in response to their requirements, whilst keeping down its administrative
costs and, hence, member subscriptions.
Members are encouraged to have a look at the
website. It’s one of the benefits of membership
and the more interest there is in its development,
the more use it will be to all members.
J. D. Longbottom
AACP Webmaster
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Research Officer report

The past few months have seen quite a flurry of
activity in the journals as a number of reports on
the effects of acupuncture on a variety of musculoskeletal conditions have been published.
Amongst others, the German groups announced
the results of their back pain trial (Haake et al.
2007) and our own group in Keele published the
findings of an investigation into acupuncture for
knee pain (Foster et al. 2007). These two trials are
singled out not because they are better than
others that have been published recently –
although it has to be said that the British Medical
Journal published an editorial congratulating
our team on its reporting and methodology –
but because they attracted considerable media
attention.
Frontline, the Chartered Society of Physiotherapy’s own publication, managed to misinterpret
the results from the knee pain trial, and a whole
range of media in both Europe and in the USA
hurried to declare that acupuncture is no better
than placebo for back pain. Both these reactions
prompted a range of responses from both proponents and opponents of acupuncture: the
protocols and treatment intervals were wrong;
the practitioners were undertrained; and the
patients were not diagnosed according to
traditional Chinese medicine.
Only a few of those who responded via the
British Medical Journal websites and our own
inboxes recognized something much more
important about these reports. It took 10 years
for these trials to be developed, carried out,
analysed and reported. A lot of work went into
making sure that everything was done to the best
of the researchers’ ability. Furthermore, the
intention of the research groups was to show
that the treatment worked. So what went wrong?
Nothing, is the short answer. In both trials, the
‘‘alternative’’ treatment (to acupuncture) was just
as effective: in the case of the knee pain trial, the
‘‘standard physiotherapy’’ package was so effective, acupuncture could not improve things any
further; and in the back pain trial, the ‘‘control’’
intervention was needling, but not in acupuncture points. The German researchers concluded
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that ‘‘needling is effective, whether you call it
acupuncture or not’’ (A. Molsberger, personal
communication).
I was fortunate enough to attend the Society
of Acupuncture Research Symposium, in
Baltimore, MD, USA, in November 2007. The
whole theme of the conference was a celebration
of the decade since the publication of the
National Institutes of Health Consensus
Statement on acupuncture (NIHCDPA 1998).
During the meeting, the organizers showed the
width and breadth of acupuncture research, as
well as its growth since 1997, which was impressive indeed. Funding in the USA seemed to have
increased tenfold and projects on all aspects of
acupuncture were conducted by a wide range of
researchers. This is very encouraging, as I’m sure
you’ll agree. Nevertheless, in the presentations of
individual projects that followed the plenary
sessions, the most commonly heard phrase was:
‘‘Acupuncture was significantly better than
the control treatment, but not different to the
placebo intervention.’’
So what’s going on? Why do so many practitioners use it, patients demand it and providers
pay for it? Are we just looking at providing
patient-based medicine, while ignoring the fact
that we need to prove that a modality is safe
and effective before offering it to a clinical
population?
I wish that the answers to these questions were
so simple. To my mind, they point to the
potency of sensory stimulation and the range of
effects that one is able to elicit by stimulating the
sensory systems of the body, and having a good
helping of belief in the treatment and expectation
of improvement by the patient.
Perhaps this should provide some relief to
most of us. Our clinical efficacy seems to be
based less upon our years of training or alleged
experience and expertise – I have always maintained that expert is a composite word made up
of x, denoting an unknown entity/quantity, and
spurt, water under pressure – and more on our
desire to help patients and the strength of our
intervention.
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And here is where research is crucial. Acupuncture is now well established and accepted as
a method of treatment. Its opponents become
fewer and fewer when compared to the state of
affairs of some 10 years or so ago. However, it is
the volume of research interest behind acupuncture that allows for us to practice it as widely as
we do. Therefore, our duty is to be informed
of such research developments and, if at all
possible, facilitate and contribute to research in
any way we can, no matter how small.
The AACP offers its own scheme to facilitate
small research projects. In the past couple of
years, the scheme has attracted little interest. It is
perhaps time for us to look at opportunities to
undertake small, simple research projects that
may be the beginning of something larger, ones
that are designed to help people start in research
by completing a small-scale project.
Therefore, it is essential for us to support
acupuncture and start making the transition from
being a consumer to a producer of research. And
to those of you who think it can’t be done, I
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offer an ancient Chinese proverb: ‘‘Man who
thinks it cannot be done, should not interrupt
man doing it.’’
For further information on how to apply for
the AACP Research Grant, please contact the
AACP office (see p. 1).
Dr Panos Barlas
AACP Research Oﬃcer
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Political Liaison Officer report

Department of Health Steering
Group for the Statutory
Regulation of Acupuncture,
Herbal Medicine and Traditional
Chinese Medicine Practitioners –
update
The Department of Health (DH) (England)
Steering Group for the Statutory Regulation of
Acupuncture, Herbal Medicine and Traditional
Chinese Medicine (TCM) Practitioners was established by the Minister of State in 2006 specifically
to prepare the ground for the regulation of such
practitioners, including a range of smaller groups
of herbal practitioners following specific cultural
traditions. The DH Steering Group was invited to
prepare the way for formal regulation by identifying issues and proposing options in relation to
education and training, registration, fitness to
practise, and other aspects of regulation.
A report has now been prepared and submitted to the Government, and at the recent meeting of the Steering Group on 28 September
2007, the executive summary was discussed at
length. Unfortunately, this is embargoed until the
report is formally issued, so not much detail of
the discussions can be offered here.
The Steering Group still hold the view that the
decision to statutorily regulate professions using
herbal medicine and acupuncture is in the public
interest. Survey data demonstrate that one in five
individuals use at least one type of complementary and alternative medicine in a year (Ernst &
White 2000), and that about 30% of the population has used herbal medicines (Thomas
et al. 2001). It is important that those with whom
they consult are properly trained, understand
the limits of their competence and know when
to refer. There has also been widespread
public concern about the safety of TCM when
administered by poorly trained practitioners.
The Steering Group has said that they have
every confidence in the ability of the Health
Professions Council (HPC) to effectively and
efficiently statutorily regulate acupuncture, herbal
medicine and TCM and to effectively protect the
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public. In effect, this would appear to mean that
the current arrangements between physiotherapists and the HPC will most likely continue.
Whether an increased fee for acupuncture registration with the HPC will be necessary remains
open to review.
There are likely to be significant resource and
organizational issues for the HPC. There is a
wide variety of traditions practising acupuncture,
herbal medicine and TCM. Identifying lead
bodies and representatives for complementary
and alternative medicine has traditionally been a
challenge, and the professions will need to work
constructively and effectively to support the
HPC. It is likely that the HPC will need
additional resources during the early stages of the
statutory regulation of these professions to
ensure that there is effective and efficient implementation. In time, as these professions gain
experience, the workload should diminish along
with the need for additional pump-priming support. The HPC has mainly been concerned with
the regulation of professions used to statutory
regulation through the Council for Professions
Supplementary to Medicine, whose functions it
absorbed, or professions that have had very
strong professional associations in place. In the
case of acupuncture, herbal medicine and TCM,
there is less familiarity with statutory regulation
and the voluntary regulatory arrangements are
variable with regard to quality.
The Steering Group is of the view that there is
a great and urgent need to move forward with
statutory regulation of acupuncture, herbal medicine and TCM, along with the traditions that use
each of these systems. The DH has been working
with practitioners, in some cases for over a decade, and a timeframe has been published that has
not been adhered to. Given the size of the regulatory reform agenda set by the White Paper, the
challenges of achieving statutory regulation in
advance of the medicines legislation are significant. This would have serious consequences for
the general public having safe access to herbal
products as medicines. It could also result in
separate legislation in Scotland. Perhaps most
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importantly, the public will not be protected from
inappropriately qualified practitioners or poor
practice, and referrals to practitioners from orthodox healthcare professionals will be frustrated.
In the meantime, we await the publication of
the final report and the public review process to
follow.
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Clinical Interest Group Liaison Officer report

The Clinical Interest Group Liaison Committee
meets three times a year at the Chartered Society
of Physiotherpay (CSP) offices in London and
acts as a link between the clinical interest groups
(CIGs) and the Society. The AACP remains the
largest CIG and represents the majority of physiotherapists practicing acupuncture. The individual CIG groups (of which there are over 50) are
considered by the CSP to contain a wealth of
expertise in the clinical, educational and management arenas. As a result, the CSP often finds it
difficult to produce responses to Government
task forces and stakeholders without the involvement of the CIGs. Frequently, responses are
needed at very short notice. Recently, the AACP
was asked to produce a statement about pain
assessment tools as part of a consultation process; however, we only had a few days to reply,
making consultation to our members difficult.
Therefore, if you are involved in any projects that
you feel might affect AACP members, please let
us know. We can only act if we hear about what
is going on.
Interactive CSP, launched in 2006, is undergoing its first major review by members. Many of
you may have already filled in the e-questionnaire
and the results will be published shortly. May I
also remind you that the AACP also have
iAACP, accessed via the AACP website, as a
forum for discussion specifically for members.
The success of this forum depends on you, the
members, registering, accessing and promoting
discussion.
Along with many of us practitioners, the CSP
has also undergone a restructuring process. As of
1 October 2007, the new ‘‘Practice and Development’’ function consists of four units:
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+ Practice Development (Assistant Directors:
Sue Hayward Giles and Dawn Wheeler);
+ Professional Development (Assistant Director: Sally Gosling);
+ Research and Development (Unit Head: Julia
O’Sullivan, with professor Ann Moore); and
+ Professional Policy and Information (Unit
Head: Andrea Peace).
It is anticipated that the new Practice Development Unit will be working with the CIGs with
responsibilities including:
+ provision of professional advice to members,
including assistants and students; and
+ working with members on areas that affect
physiotherapy practice; for example, the
18-week wait and the mental health strategy.
A CSP event that may be of interest to you is
Congress 2008, entitled ‘‘Moving Physiotherapy
Forwards for Patient Health and Well-Being’’.
This will be held at the Manchester International
Convention Centre on 18–19 October 2008. The
key speakers will be Craig Allingham, Professor
Patrick Doherty, Anne Shumway-Cook and Dr
George Peat. There will be four main programme strands: musculoskeletal; cardiorespiratory; neurology; and health, work and well-being.
Further details can be found on the CSP website.
If you have any items that you wish me to
highlight at the next CIG committee meeting,
then please let me know.
Lesley Pattenden
AACP Clinical Interest Group Liaison Oﬃcer
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Education, Training and Research Committee Report

The Education, Training and Research Committee (ETRC) continues to meet quarterly at the
AACP Office in Peterborough. For the past year,
our main activity has been the approval of
courses and course tutors. We hope that the
majority of these have now been considered,
revised and approved by the ETRC, and are up
and running. Many members of the Committee
have experience of course validation and
approval, and have been sharing this expertise
with colleagues from a clinical background.
After a complex and pressured start earlier this
year, the process is running smoothly, and we
hope that our colleagues recognize that any
suggestions made regarding their programmes
are designed to ensure that the courses are
comparable and run without problems.
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We convened with the approved tutors after
two ETRC meetings. Both of these discussions
were designed to allow two-way communication
in order to facilitate a transparent system that is
understood by everybody.
In terms of membership of the ETRC, it is felt
that there is an appropriate level of academic and
clinical expertise to ensure that the Committee
functions properly. The addition of Ann Green
from Coventry University, Coventry, UK, has
further strengthened the credibility of the ETRC
and will help in discussions as to whether the
recognition of awards/credits is something that
the AACP should pursue.
Professor Nigel Palastanga FCSP
Education, Training and Research Committee Chair
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AACP and the International Acupuncture Association of
Physical Therapists

This article describes the position of the AACP
with regard to the International Acupuncture
Association of Physical Therapists (IAAPT) following the World Congress of Physiotherapy in
Vancouver, Canada, 2–6 June 2007.
It is apparent that the Association should join
the IAAPT for the following reasons:
(1) The IAAPT exists to foster international
connections between physiotherapists who
use acupuncture within their practice. In the
UK, we are fortunate to have the AACP to
protect our professional interests, foster
development and communication, and help
shape the future of acupuncture as part of
physiotherapy. Many nations are not so
lucky. We can help these countries by providing support and learning opportunities.
We cannot do this if we are not part of
an international organization such as the
IAAPT.
(2) The strength of the IAAPT comes from its
international nature. It provides an opportunity to pool educational ideas, scientific
and clinical research, and to discuss these
every 4 years at the World Congress. We
cannot be part of this discussion forum if we
are not members.
(3) Historically, the AACP has played a very
important role in IAAPT, being one of the
founder members and largely running the
organization for many years. The IAAPT
have not had a period without someone on
the Executive hailing from the UK. Nevertheless, there are many enthusiastic and
capable people out there! We can support
them in many ways, but I do not feel that we
have to be on the executive to do this. We do
have to be members.
(4) The AACP cannot influence any change
within IAAPT from outside the ring.
The IAAPT is a subgroup of the World
Confederation of Physiotherapists (WCPT) and
is bound by their rules. There are several sub 2008 Acupuncture Association of Chartered Physiotherapists

groups, and many have a large and very active
membership. This is encouraging to see because
the IAAPT, although it may never be large, has
the potential to become more proactive.
In the past 4 years, the IAAPT have experienced considerable operational difficulties. The
Executive has been based in New Zealand and
have had some turbulent times! It proved very
difficult to move the IAAPT account from
London to New Zealand, and when this was
finally achieved, the Secretary and Treasurer
resigned – and so the whole process had to begin
again! There was a scientific meeting held in
Hong Kong in October 2003 in conjunction with
the Hong Kong Acupuncture Association. Apart
from this, there was very little formal activity,
although the Chairman was kept busy answering
e-mail queries from members wanting to understand if they could practise abroad. At the
Annual General Meeting in Vancouver, a new
Executive Committee was formed. Many positions on the Executive have changed hands,
although the Chairman has agreed to stay on for
another 4 years to provide continuity. Many of
the new Executive come from Canada, and are
dynamic and enthusiastic. The new Executive
has met in Vancouver to plan future development.
In the near future, the IAAPT intend to create
an interactive discussion forum. This can be
done either through the current website or via
the WCPT forums that already exist (www.
wcpt.org). They intend to change the journal
format and will probably make it electronic.
Work on reviewing training requirements and
standardizing these is ongoing.
Going to Vancouver enabled me to connect
personally with the IAAPT Executive, to discuss
our issues with the IAAPT and explain our
difficulties. It also enabled me to see the bigger
picture. The IAAPT exists for many reasons, but
foremost among these are its ability to support
those physiotherapists who are less fortunate
than ourselves, to provide guidelines of good
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AACP and IAAPT
practice where national guidelines do not exist
and to support individuals in poorer countries,
many of whom cannot even afford to buy
needles. Together, we can share good practice,
and with a bit more cooperation, run collaborative projects. We cannot do this if we are not
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members, and so I recommend that we resume
our membership and continue to contribute in as
many ways as possible.
Merian Denning
IAAPT Representative
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AACP Annual Conference, 16–18 May 2008: The Five Principles

If you have not booked your place at this year’s
Conference, you may well have left it too late!
Booking started on 1 October 2007 and got off
to a flying start: word obviously spread at how
good last year’s event was. Thanks to all of you
who have supported the Conference so far.
Organizing the 2008 event has been much
more straightforward than last time. I think there
are two main reasons for this. It is always
difficult to get speakers for Conference who are
going to fit into your theme and who people
are going to be keen to hear. Good speakers are
often booked up a couple of years in advance.
We started work very early on to ensure that we
secured the same high calibre of speakers as
2007, and I know you will not be disappointed if
you have booked a place at Conference. We have
also developed a very good relationship with
the Robinson Executive Centre, Wyboston,
Bedfordshire. They worked very hard to
accommodate our requirements last year, but
there were lessons learned and we are confident
that this year’s event should run smoothly. The

venue is excellent and the hospitality is four-star
quality.
By changing the schedule slightly this year, we
have been able to free up space to invite a wider
variety of trade attendees. Members of the trade
who attended the event last year were so
impressed that many of them will be there again
this year, but there will be some new faces, so
don’t forget your cheque-books!
The next few months will see the AACP
administrative team pulling together documentation for the delegate folders, making final checks
on attendee requirements and making sure that
everything is in place for a fabulous Conference
weekend. I would like to thank Sharon Fox and
her team for their assistance in organizing the
event so far. I know that you will all appreciate
their efforts to maintain service levels at the
Office over the next few months whilst things
gather pace for Conference.
Jill Drew
Conference Chair

Companies represented at Conference
Scarboroughs Ltd
Oxford Medical Supplies Ltd
Harmony Medical Ltd
Acupuncture Supplies Porthcawl
DongBang AcuPrime Ltd
Balance Healthcare Ltd
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JCM Health Limited
BLUE Zinc IT Ltd
Eastern Breeze Health Ltd
Energy for Health Ltd
Primal Pictures Ltd

27

Journal of the Acupuncture Association of Chartered Physiotherapists, Spring 2008, 29–35

Regional reports
East Anglia
Greetings
from
sunny St Ives! The
local continuing
professional development
(CPD)
meetings are going
well this year.
Since the last edition of the Journal,
we’ve had an
excellent session on electroacupuncture with
Jennie Longbottom, which incorporated both
theory and practice. At the time of writing, two
further sessions are planned in Peterborough.
Kim Wager and Sue Cox from SMART (Substance Misuse Acupuncture Register and Training) UK are coming to talk about the use of
acupuncture in smoking cessation and drug
abuse. If you miss them then, they are also
scheduled to present at the Friday of Conference
2008. In December, the meeting is on the
medicolegal aspects of acupuncture intervention
within physiotherapy practice. In 2008, Lynne
Pearce has kindly agreed to do a session on
headaches, and I hope to rearrange Jennie’s
session on pelvic pain and pregnancy, which was
cancelled in September.
It is difficult to give you an up-to-date account
of what is happening when I’m writing this in
October, but you won’t get your Journal until
next spring. However, a new representatives area
is planned for the AACP website, where you will
be able to find current information regarding
these local meetings and any other events. We
hope that this will be up and running by the time
the Journal is published. It would be great to have
information on there about local CPD sessions
happening around the area, and whether they are
open to physiotherapists from neighbouring
trusts and private practices.
You may have noticed the Musculoskeletal
Roadshows advertised over the past couple of
years. The Roadshows are a one-day events, with
a selection of our well-known tutors each doing
their bit. One will be coming to Cambridge later
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in 2008, and this will be advertised on the
website. In March, the Bristol Roadshow is going
to be linked by teleconference at venues around
the country!
It appears that the deadline for statutory regulation has moved again, and it now looks unlikely
to come in before 2010. However, the AACP are
only running the 40-Hour Top-Up courses until
March 2008, so if you have any non-AACP
colleagues who haven’t completed an 80-Hour
Training Course, this really is their last chance!
If they are unclear about the implications of
statutory regulations, they are welcome to
contact me or the AACP Office.
Please keep in touch – I can only pass on
information if I know about it!
Debbie Yates
Hello, my name is Lynne Fanning and I am the
regional representative for the eastern part of
East Anglia. I work in Norwich at Hellesdon
Hospital. Thank you to those new members who
have contacted me. I hope that I have been able
to give you the information that you have
required.
In this part of the region, there is an
active in-service acupuncture group based at the
Norwich Community Hospital for physiotherapists employed in the National Health Service
(NHS). Please contact me for the dates of the
meetings. Also, be sure to check the AACP
website (www.aacp.uk.com) for updates about
other regional activities.
If anyone would like me to organize courses,
publicity or help in the setting up of interest
groups, please contact me by e-mail
(lynne.fanning@nwmhp.nhs.uk).
Lynne Fanning

London
Hello, everybody. It has been a busy time for me
because of changes in my professional career: I
resigned from my permanent NHS work, and
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started doing a
mixture of locum
and private physiotherapy work. I
have been enjoying my new work
environment very
much. I have also
given myself an
English
name,
Terry, which is easier for my clients to pronounce, and I am still getting used to it.
On the AACP side of things, I am still trying
to establish contacts with the London members,
and I hope to be able to organize a few meetings
to share our thoughts and experiences. I understand that some members have experienced
problems regarding the Special Treatment
License for the use of acupuncture in private
settings. Currently, as far as I know, this depends
on the boroughs’ policies. For example, if your
private practice is situated in the councils of
Islington, Camden or Westminster, AACP members would be exempted from the requirement
for a Special Treatment License to practise
acupuncture. Therefore, my advice is to contact
the council and find out whether you can be
exempted. Moreover, it is important to request
that the council to send you a written record to
keep as evidence.
Since London is a big area and we have got
more than 500 members, I would be grateful if
anyone can share the workload with me and
volunteer as an alternate representative. I hope
to hear from you soon.
Tat Hei Luk

Midlands East
My name is Trish Bailey and I work for
Derbyshire County Primary Care Trust (PCT) as
the lead for outpatient physiotherapy, occupational therapy and musculoskeletal services. I
started in this role in June, following the restructuring of our previous PCTs in Derby into one
big county-wide PCT, and so I am still finding
my feet! This being the case, I am afraid that I
have neglected my AACP regional representative’s role somewhat, but I have now drafted in a
little help to get things moving again. The good
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thing about being in a bigger PCT is that it
means that there are more people to rope in to
things like this!
I put out a message on iCSP a little while ago,
and 13 people who contacted me said that they
were interested in participating in events in the
region. We are now busy getting the ball rolling
by looking for suitable venues for some events in
2008. However, I am aware that there are a few
places in our region who have their own acupuncture interest/CPD groups – so, although it
may not look as if the East Midlands region has
a lot going on, I think we have a thriving
acupuncture community under the surface! I
suspect part of the way that I can make things
better is by facilitating some sharing of information, so please do contact me and let me know
what you are up to.
It is also worth keeping your eye on the AACP
website to find out what courses and events are
happening.
I hope that I will have more to tell you about
in my next report – with a little help from my
friends!
Trish Bailey

Midlands West
First of all, I
would like to welcome to the West
Midlands
area
both new members and those
who are currently
resting. I would
like to thank all
the course tutors
and organizers for the hard work that they have
put in, and maintaining the high standard of
course content and activity within the region.
Coming soon are some exciting events and
courses, such as: ‘‘Acupuncture in Neurology’’
and ‘‘Physiology of Pain in Acupuncture’’ in
Shropshire; ‘‘Foundation in Acupuncture’’ in
Solihull and Rugeley; ‘‘Acupuncture and Its
Application in Women’s Health’’ by Professor
Lisa Stener-Victorin at Keele University; and the
National Physiotherapy Research Network
Launch Event by Professor Sallie Lamb at
 2008 Acupuncture Association of Chartered Physiotherapists

Regional reports
Warwick University, which will encourage
research and utilization of the facilities at the
Warwick laboratory, such as diagnostic ultrasound and video analysis.
If you are running any courses, send me the
details so that I can forward them on to other
members in the area and beyond – it’s free
advertising!
An excellent way to maintain CPD hours is by
running special interest groups. Please inform me
if you are running these within the region and are
happy for other members to attend. Let me
know if there are any topics or concerns you
would like raised at the regional representatives
meetings, or any courses or events that you
would like held within the region.
In order to support one of the biggest
membership bases, I am looking for alternate
representatives to assist with activities. If you are
interested in this opportunity to support the
Association, and at the same time, meet with
some of the most experienced team of academics, clinicians and researchers in the field of
acupuncture, or if you just want to know more
about any of the aforementioned, then please
e-mail me (midlandswest@aacp.uk.com).
Get involved!
Jamie Holder

North East England
As the regional
representative for
the North East, I
would like to welcome all new
members,
and
hope that you will
contact me with
your views on
future
regional
meetings, speakers and your requests for future
courses in our area.
Thank you to those of you who have replied
to my requests for hospital contacts and also to
all members who have been able to attend the
two meetings that I have arranged. I know that
you want to relax when you finish work for the
day rather than drive 50–60 miles to attend a
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meeting, as members from Berwick have done
on both occasions, so thank you for supporting
the meetings.
The two meetings held in March and October
2007 saw an excellent response to the guest
speakers, and further appearances were
requested.
Bryan Rouse’s explanation of traditional
Chinese medicine (TCM), and its use in treatment of stress and anxiety was very comprehensive. Those who attended commented on his
ability to explain TCM concepts in relation to
modern life and treatments. Bryan has agreed to
a return visit, to ‘‘interpret’’ another topic, which
I hope will be some time in spring 2008.
Heather Dixon and Jong Baik were the guests
at the October meeting, presenting an introduction to Korean hand therapy (KHT). I am told
that KHT has taken Korea by storm and has
now spread to 50 countries world-wide, and I
can now see why. Using only the hands, it is
non-invasive, and so can be used when patients
are needle-phobic and where disabilities limit
treatment plans. Heather and Jong are currently
teaching KHT around the UK, with part 1 in
Manchester, followed by part 2 at Morpeth. Jong
has also agreed to return at a later date for
another regional AACP meeting, but the topic
has not yet been decided.
Please keep an eye on the AACP website for
future events, courses and regional meetings.
We do have courses arranged for 2008. Jennie
Longbottom has kindly agreed to run the ‘‘Introductory Acupuncture Course’’ here in Morpeth
on 10–11 January, 24–25 January and 6–7 March
2008. We hope also to run courses on acupuncture for women’s health on 27–28 March, and
acupuncture for anxiety and depression on
6–7 May 2008. These are to be organized by the
Organisation of Chartered Physiotherapists in
Private Practice and details can be found on their
website.
Once again, please remember to check the
AACP website for news of courses and events
both in the region and around the country. It can
also be used to e-mail me if you have any
suggestions, if you want to offer your help to
organize a course, or if you would like to be a
regional or alternative representative. The North
East is a very large area, so maybe it could be
halved or shared.
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Finally, let me know if you are running an
event, and post it on the website to let everyone
know about it.
I hope to see some more of our members at
future meetings.
Karen Ogle

North West England
I have sent out
requests to all the
NHS and private
departments and
practices in Cumbria asking for an
AACP
contact.
About half volunteered, so I now
have a list of contacts to distribute news of meetings and courses,
for example.
We did not have a regional representative to
cover the bulk of the North West for a while, so
I am really pleased that we now have one in the
form of Janet Wiggins. We met on the train to
the last meeting. She is based in Liverpool and I
am sure that she will be great at keeping people
in Manchester and Liverpool informed as long as
she is fed information from the area.

musculoskeletal manipulative practice, if not
more so!
Being new to the role of regional representative, I have not yet established concrete links
with the Manchester area, but have made contact
with the Cheshire and Mersey acupuncture
special interest group. Their most recent meeting
was on 15 November 2007 at the Victoria
Infirmary in Northwich.
Aintree Hospitals NHS Trust hosted an ‘‘After
the Foundation Course’’ with Jennie Longbottom
as the tutor at Whiston Hospital on 11–12
September 2007. Jennie presented the course
in her own special style, which, as usual, was
informative as well as informal, and is highly
recommended. I would like to remind all members of the course information available on the
website.
I am keen to make contact with any other
special interest groups that are being run within
the area and would encourage members to e-mail
me with any details (aigburthphysio@btconnect.
com). I hope to be of help with any AACP
membership and/or CPD issues, so please feel
free to contact me. Finally, I look forward to my
first year as a North West regional representative.
Janet Wiggins

Northern Ireland

Dianne Allan
Hello to everyone in the North West region. I
have recently volunteered to share the North
West regional representative job with Dianne
Allen. She will continue to cover the Cumbria
area, while I hope to represent the south of
the area, including Merseyside, Cheshire and
Manchester.
I was born and grew up in Liverpool, and
qualified in 1983. I worked full time in the NHS
for 9 years, and then started my private practice
in 1992. I continued to work part time in the
NHS until leaving to concentrate on my practice
in 1997. I did my acupuncture foundation course
back in 1990 and have used acupuncture in my
clinical practice since then, albeit sparingly in
those early years. However, with changing
opinions and the much-needed research support,
I now find that I use it equally along side my
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We would like to introduce ourselves as the
regional representatives for Northern Ireland.
We trained together at the University of Ulster
Belfast and graduated in 1985.
Maggi works in a job share in Musgrave Park
Hospital, which is a regional rehabilitation unit
 2008 Acupuncture Association of Chartered Physiotherapists
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and part of the new Belfast Trust. Her role as
Clinical Tutor means that she oversees the
students on placement within the hospital and
outlying specialities. Her background is musculoskeletal outpatients, and she completed her
first acupuncture course with George Chia in
1995.
Kay owns a thriving private practice in Moira,
a small town south of Belfast. She set up
Blackstone Physiotherapy in 1999. It has continued to expand since then, and is now one of the
most rapidly developing private physiotherapy
clinics in Northern Ireland. Kay has gained
experience in many areas of practice and specializes in musculoskeletal disorders, acupuncture,
Pilates, manipulation, biomechanics and paediatric neurology. She has lectured at the University
of Ulster and been involved in research on
botulinum toxin. She completed her first
acupuncture course in 1999.
We are very new to our role and hope to be
of assistance to Northern Irish members. New
and updating of registration is a big priority here
at the moment, and the NHS physiotherapy
managers and Physio First have been working
hard to establish the need for new and updated
courses. These are already in progress and are on
the following dates: (1) ‘‘Chronic/Myofascial
Pain and Electroacupuncture’’ (tutor: Jennie
Longbottom), 9 January 2008; and ‘‘Foundation
Acupuncture’’ (tutor: Dr Panos Barlas), 12
January 2008.
If you are a member of the AACP, we would
encourage you to check your details so that the
Office have an up-to-date record.
Kay McLorn and Maggi Holmes

Scotland
My name is Theresa Sheldon and I have recently
volunteered to be regional representative for
southern Scotland. I work as a specialist physiotherapist in the upper limb service at Edinburgh
Royal Infirmary (ERI) and have been practising
acupuncture since 1998. I succeed Carol
Stevenson, and have now been introduced to the
group and attended my first meeting with Marna
Howie, who has been a great mentor in her
enthusiasm for the Association and physiotherapy in general.
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My career has
been varied: I have
worked in the
NHS, in the public
health system in
Canada (Calgary
and Vancouver),
and in private
practice.
I have been coordinating a lively
acupuncture group
at the ERI for a
couple of years,
and more recently, have been involved in the
Lothian-wide acupuncture group looking at
legislation and uniformity throughout the region.
Please feel free to contact me with any queries
you may have, and don’t forget to let me know
about any acupuncture meetings that you are
holding in your area or just general acupuncture
news. I would be glad to hear from any and all of
you.
We are hoping to hold a 40-Hour Top-Up
course in Edinburgh in the near future and I
already have quite a degree of interest. However,
if anyone else would like to take part, please
contact me. When we have the dates confirmed,
I will advertise it on the interactive site. Sharon
Fox, the AACP Business Manager, and myself
are also looking at possibly running a teleconference in Edinburgh in March 2008.
In the meantime, I hope that you are all
enjoying the interactive site as much as I am. It’s
a great way to share ideas and keep in touch
with changes, and I feel these are exciting times
for physiotherapy and acupuncture as a special
interest group.
Theresa Sheldon

South Central England
I am Ahmed Osman and I have recently taken
on the role of the South Central regional representative. I come from Egypt, where I did
my physiotherapy training at the Physiotherapy
College, Cairo University, Cairo.
I have been working in the UK for a number
of years and currently work as a Senior II
Physiotherapist in the Outpatient Department at
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website, which is where to source up-to-date
news about future events and where you can
post details of any events. My contact details are
printed in the table of regional representatives
that follows the regional reports (pp. 37–38), so
please get in touch!
Sue Snelgrove

South Wales

Gosport War Memorial Hospital, Gosport,
Hampshire, where I thoroughly enjoy working
alongside experienced clinicians.
I have been using acupuncture for the
past 18 months following the completion of
the foundation course at St Mary’s Hospital,
Portsmouth. In the picture above, you can see
me holding my beautiful babies, my 5-year-old
daughter and 13-month-old son.
I am committed to helping people in the South
Central region with their acupuncture enquiries
and needs. I shall be contacting you all soon
regarding future events in the region; however,
please continue to consult the AACP website for
details of courses and CPD, or any urgent
matters.
I look forward to meeting and assisting many
of you over the coming months.

We are trying to develop a network for communication in Wales via e-mail. The first phase
of this was begun in October 2007 with a
communication from myself to all the AACP
members in Wales for whom I have e-mail
addresses asking for contact details, and information regarding registration and the Health
Professions Council. The response so far has
been slow but encouraging, and along with the
changes to the AACP website, this should make
information regarding courses, study days or
other items of interest far more accessible. I am
hoping that there will also be a North Wales
representative in the near future to act as alternate and provide a local voice in North Wales.
Please continue to contact me with your
details, and if you haven’t had an e-mail from me,
but are happy to receive one, let me have your
e-mail address. Finally, could anyone running
courses in Wales please let me know about them?
Dave Graham-Woollard

Ahmed Osman

South East of England
My name is Sue Snelgrove. I am a Physiotherapy
Manager at the Conquest Hospital in Hastings,
and an advanced AACP member. I have been
practising acupuncture since 1996.
I have only just taken on the role of regional
representative, and as yet, have not been contacted by many of the local members. Things are
really quite quiet, so I would like to encourage
local members to suggest ideas and participate!
What kind of news would you like to hear, what
events would you like to participate in and where
would be good to meet up? Contact me and let
me know, especially if you have facilities, courses
or resources that are available in this region, and
want to spread the news. Don’t forget the AACP
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South West of England
Devon, Somerset and Bristol
Since my last
report in the
Autumn 2007 edition of the Journal,
we have had some
thriving meetings
in East Devon.
Having
been
delivered by yours
truly, these focused
primarily on TCM.
The first, with the Devon NHS Trust Special
Interest Group (SIG), was held at Ottery St Mary
in September 2007, the theme being an overview
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of the concept and application of TCM in clinical
practice. Later in the same month, the second,
which was for the South West Ministry of
Defence (MOD) SIG (also open to civilians),
was a whole day devoted to practical pointfinding and needling skills. The enthusiasm of
attendees at both venues was heartening and
demonstrated a definite groundswell of positivity
for this specialism. Some practitioners had taken
the time and effort to travel from afar to attend,
most notably from Kingsbridge to the Devon
SIG, and from the Cornish peninsula and Poole
in Dorset to the MOD meeting at my home base
of Lympstone near Exeter. Well done and thanks
for your effort and support. I trust that the
journeys proved worthwhile. Also worth a mention is that my mailshot to interested parties
regarding this session had a disappointing reply
rate of only 44%! Although attended by over 25
practitioners, we could have catered for a few
more . . .
At the time of writing, we had organized
another practical needling day at Honiton in
February 2008. I personally believe this to be a
crucial area of practice that can often be overlooked, and feedback from the MOD day proved
extremely positive and concurred with my
thoughts. To that end, should you wish to
arrange such a training day in your area of the
region, please do not hesitate to contact me and
let us see if it can be done.
By the time you read this, I hope that the
AACP will have run a successful Roadshow at
the University of the West of England in Bristol.
We were looking at the possibility of setting up a
video conference facility at Plymouth University
for those members unable to make the trip. This
may have borne fruit... Either way, should you
consider this a viable option for future events,
please e-mail Sharon Fox (manager@aacp.uk.
com) to discuss the matter.
We reside in a huge geographical region that,
in itself, presents a significant logistical challenge.
The establishment of the membership database,
and the ways in which we are able to extrapolate
data, has taken a lot of time and effort to
develop, and remains an ongoing process.
There is a sense of momentum developing in
the Association. To take this further, there is a
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degree of reliance upon you, the membership, to
be proactive and communicate. Where do you
meet, if at all? Who takes the lead? What do you
need in the future? Please let us, your regional
representatives, know. We will endeavour to
facilitate help.
For regional matters and the South West
Regional MOD SIG, contact myself (e-mail:
chaps@oldcuriosity.fsnet.co.uk;
tel:
01392
414067). For the Devon NHS Trust SIG,
contact Nicola Parfitt (e-mail: nicola.parfitt@
eastdevon-pct.nhs.uk).
Regards to you all.
Mike Chapman
Cornwall
The Cornwall Acupuncture Group
meetings will continue to be held
every 3–4 months
at
the
Royal
Cornwall Hospital
(RCH), Truro, and
are scheduled for
February, June and
October 2008. These are an opportunity to
discuss professional and practice issues, literature
reviews, adverse reactions and CPD, and tend
to generate lively debates. All are welcome to
attend, and are encouraged to propose agenda
items and to make presentations at the meetings. Contact either Sophie Down (e-mail:
sophie.down@rcht.cornwall.nhs.uk) or Deanne
De Beer (deanne.debeer@rcht.cornwall.nhs.uk)
at the RCH for details.
Many congratulations to Janine Kennedy (née
Browne) on her marriage to James, and best
wishes for the new family. Many, many thanks
for all your effort in keeping the group going. I
am very grateful and so is everyone else who has
benefited.
We are looking forward to the link proposed
at Plymouth for the Bristol Roadshow in March
2008.
Regards to 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
01480 462112

Lynne Fanning

gadebah@waitrose.com
(link to AACP web)/
debbie.yates@nhs.net
lynne.fanning@nwmhp.nhs.uk

Jersey
Vacant

–

–

London
Tat Hei Luk

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 England
Karen Ogle

karenphysio@btconnect.com

01670 511930

North Wales
Vacant

–

–

North West England
Dianne Allan
Janet Wiggins

diannedonallan@yahoo.co.uk
aigburthphysio@btconnect.com

01946 820483
–

Northern Ireland
Maggi Holmes
Kay McLorn

martmag38@hotmail.com
blackstonephysio@tiscali.co.uk

02893 372089
02892 611211

Scotland
Theresa Sheldon

treezsh@yahoo.co.uk

01506 834148

South Central England
Ahmed Osman

aosman50@msn.com

–

South East England
Sue Snelgrove

sue.snelgrove@esht.nhs.uk

–

East Anglia
Debbie Yates
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Regional representatives
Contact details
Name
South Wales
Dave Graham-Woollard

South West England
Averil Bainbridge
Mike Chapman
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E-mail

Telephone

dgwphysio@hotmail.com
(link to AACP web)/
dave.woollard@swansea-tr.wales.nhs.uk

01792 537648

averil.bainbridge@tiscali.co.uk
(link to AACP web)/
averil.bainbridge@rcht.cornwall.nhs.uk
chaps@oldcuriosity.fsnet.co.uk

0121 286 8243
01392 414067

 2008 Acupuncture Association of Chartered Physiotherapists

Journal of the Acupuncture Association of Chartered Physiotherapists, Spring 2008, 39–46
RESEARCH

Traditional acupuncture for low back pain: developing
high-quality evidence while maintaining the integrity of the
treatment process
Hugh MacPherson1 & Kate Thomas2
1
Foundation for Traditional Chinese Medicine, York, and 2School of Health and Related Research, University of
Sheﬃeld, Sheﬃeld, UK

Abstract
This article reports on a highly significant, high-quality randomized controlled trial to determine
whether general practitioner (GP) referral to a short course (up to 10 individualized sessions) of
traditional acupuncture might improve longer-term outcomes for patients with chronic low
back pain (LBP) in primary care, and at a cost that would be affordable by the National Health
Service. Two hundred and forty-one patients were recruited to the trial, with 160 being
randomized to the acupuncture group and 81 to the control group, who received usual GP care
alone. The results indicate that, when patients in primary care with LBP are referred to a British
Acupuncture Council acupuncturist for a short course of treatment, they will, on average,
improve over time and show greater improvement than if they had received usual GP care
alone. Although the course of acupuncture only lasted around 3 months, their situation
improved over time, and continued to improve between 12 and 24 months. The authors’
recommendation from this study is that GPs should consider referring patients with LBP to a
qualified acupuncturist.
Keywords: acupuncture, low back pain, randomized controlled trial.

Introduction
As acupuncturists, we often see people with low
back pain (LBP) getting better relatively quickly.
Yet, if you look at the evidence from systematic
reviews, you could be forgiven for thinking that
the evidence just does not make sense. For
example, a Cochrane review is relatively equivocal about the benefits of acupuncture (Furlan
et al. 2005). Commentators who compare acupuncture to other interventions for LBP tend not
to rate acupuncture as highly as practitioner
experience would indicate. So what is happening
here? One possibility is that acupuncturists are
simply observing the natural recovery that most
patients would be expected to experience after
Correspondence: Dr Hugh MacPherson, Research
Director, Foundation for Traditional Chinese Medicine,
296 Tadcaster Road, York YO24 1ET, UK (e-mail:
hm18@york.ac.uk).
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an episode of back pain. Another possibility is
that suboptimal acupuncture is being delivered in
the trials that are reviewed. In a systematic
review of acupuncture for LBP, the highest trial
quality in methodological terms involved one
acupuncture needle inserted once (Ernst &
White 1998)! The ecological validity, a measure
of the extent that acupuncture reflects routine
practice, of this could be said to be low because
very few acupuncturists would treat LBP at a
single session with only a single needle!
Having these concerns in mind and with
several colleagues based in York, we set out to
discover what would happen if we allowed acupuncturists in a trial to treat in their normal
fashion. Our aim was to develop the highest
quality of evidence possible, while maximizing
the ecological validity, in order to ensure a fair
comparison between acupuncture based on
traditional principles and a control group. Moreover, we wanted to follow up patients over a
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reasonably long time period, we were interested
in cost-effectiveness, and we wanted to monitor
safety and the acceptability of acupuncture to
patients. This article describes our endeavours to
develop evidence at a high-quality level and
brings together results from previously published
papers in order to tell this story.

The research processes
Our first challenge was to conduct some pilot
research to get a feel for the area, develop good
tools for measuring outcomes and building the
basis for a strong collaboration in anticipation of
applying for serious funding. First, our small
group in York conducted a case series with four
patients (Fitter & MacPherson 1995). This was a
useful exploratory exercise, and we found it
possible to work with a local general practitioner
(GP) who referred patients. We tested out
measurement tools, specifically the 36-Item
Short Form Health Survey (SF-36), which has a
subscale for measuring bodily pain. The next
step was recruitment of a larger cohort of
patients (n=20) and the explicit goal of exploring
the feasibility of a large-scale randomized controlled trial (RCT). As in the case series of four
patients, we allowed the acupuncturists to carry
out treatment for these 20 patients in an individualized way, much as they would in their
routine practice (MacPherson et al. 1999).
We then experienced a rare stroke of luck.
While we were analysing the data in 1999, the
Health Technology Assessment (HTA) programme asked for bids for clinical trials to
evaluate acupuncture for chronic pain in primary
care. At this stage, we had initiated this research
activity as a small charity (the Foundation for
Traditional Chinese Medicine), but one with a
big mission. We were in need of a key partner
based at a university in order to develop a
successful proposal for a major study. Kate
Thomas, who was then at Sheffield University,
joined our team as Principal Investigator, with
the support of specialists in statistics and health
economics from her department. This expanded
team, which included the local GP, put together
a carefully crafted application with the aim of
determining whether GP referral to a short
course (10 sessions) of traditional acupuncture
might improve longer-term outcomes for
40

patients with chronic LBP in primary care, and at
a cost that would be affordable by the National
Health Service (NHS). To answer this very
practical question, the methodology of choice
was a pragmatic, open RCT, as this design was
one with high ecological validity. Rather than
dictating acupuncturists’ treatment methods, we
supported what they considered to be their
optimal practice, and at the same time, collected
data on actual treatments for future reference.
Later that year, we heard that we had been
successful in our application for funding, and the
hard work began. We first appointed a trial
coordinator, Lucy Thorpe, who then spent the
next 4 years managing many of the aspects of
running the trial. We sought the requisite
approvals for the trial, in particular ethics
approval. Over a period of 18 months, we
recruited to our study 241 patients aged between
18 and 65 years, all with LBP of at least 4 weeks
duration, but no longer than a year. Certain
patients were excluded: those who were receiving
current acupuncture treatment; those 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 those who were pending
litigation. In the recruitment process, we
received referrals from 39 GPs who worked
at 16 different practices in the York area.
After patients consented to enter the trial,
various baseline measures were obtained. We had
pre-specified our primary outcome measure,
which was to be the Bodily Pain dimension of
the SF-36 (Ware & Sherbourne 1992). This yields
a pain score of 0 (worst possible) to 100 (best
possible), where the self-assessment is of back
pain experienced over the previous 4 weeks.
Initially, we planned an end-point at 12 months,
but after a progress review and analysis of some
of the 3 months’ data, the HTA agreed to fund
us to collect data for 24 months. The extra year
was designed to explore longer-term outcomes
and cost-effectiveness, on the basis that potential
savings might take time to accrue. For each
patient, we recorded whether they believed acupuncture would work for them prior to knowing
which treatment they were to receive (more on
this later). We also had various secondary outcome measures. At 3 months, satisfaction with
treatment was assessed, including questions on
 2007 European Journal of Oriental Medicine
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Table 1. Practitioner data in a clinical trial of acupuncture for low back pain
Practitioner
Variable

A

B

C

D

E

F

Mean

Duration of initial training (years)
Location of initial training
Time in practice (years)
Number of patients treated

3
UK
5
26

3
UK
18
21

5
China
18
20

3
UK
9
27

2
UK
18
29

3
UK
9
25

3.2
–
12.8
24.7

worry about back pain, and about current use of
analgesics over the previous month. At 12 and 24
months, we collected patient reports of back
pain in the previous year. Follow-up was carried
out by post, and when this was unsuccessful, we
sought main outcome data by telephone. We
assessed safety by monitoring adverse events
reported at each acupuncture session.
As this was to be a RCT, we aimed, with the
analysis, to estimate the differences between the
group randomized to acupuncture and the group
randomized to normal GP care. Unusually, the
patients were randomized in a ratio of 2:1, and
with a required sample of 240 patients, 160 were
offered acupuncture and 80 offered normal GP
care. The reason for this was to ensure sufficient
numbers of patients treated by acupuncture to
determine whether there were significant
differences in outcome between acupuncturists
(more on this later). As this was an open trial,
neither participants nor researchers were blind to
treatment assignment.
The short course of acupuncture consisted of
up to 10 individualized sessions, usually provided
within a 3-month period. Six acupuncturists,
registered with the British Acupuncture Council
(BAcC) and with at least 3 years’ experience,
provided the treatment. The first appointments
were held in one of three private clinics in York,
usually within 2 weeks of randomization. All
patients remained under the care of their GP and
patients in both groups received NHS treatment according to their GP’s assessment of
need. During the trial, we asked acupuncturists
to record on standardized reporting forms the
diagnosis and treatment, including any auxiliary
therapy. This data is discussed more fully
below.

What we found
Overall, we recruited 241 patients to the trial
between August 1999 and January 200l. After
 2007 European Journal of Oriental Medicine

randomization, there were 160 in the acupuncture group and 81 in the group receiving usual
GP care alone. The patients’ mean age was
42 years (range=20–64 years), and 38% were
male and 62% female. As one would expect,
both groups started out the trial with similar
levels of severity and duration of pain. For
example, both groups had, on average, their
most recent episode of back pain lasting for 4
months, and about half the patients reported
more than five previous episodes of back pain.

About the acupuncturists in the
trial
All patients randomized to acupuncture accepted
the referral, and apart from a few for whom their
condition had already resolved quickly, patients
received treatment from one of the six acupuncturists whose details are provided in Table 1. The
protocol allowed for up to 10 treatments per
patient, the precise number being agreed
between patient and practitioner. A total of 1269
treatments were provided, averaging eight treatments per patient (range=1–10) and 9.6 needles
per treatment (range=6–12). The needles used
were usually 25- or 40-mm long, and between
0.20 and 0.30 mm in diameter. Practitioners
customized the treatment time for individual
patients, usually within a range of 10–30 min,
and exceptionally, as low as 5 min and as high as
40 min. We also know that all practitioners
attempted to attain de qi most of the time.
However, de qi was not always sought, and not
always attained. In sensitive patients, needles
were sometimes inserted without obtaining qi.

Diagnostic data
Prior to commencement of the trial, we also
drew on a previous literature review (Birch &
Sherman 1999), and through discussion, agreed
on a short-list of what we have called ‘‘key’’
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Table 2. Diagnosis of key primary syndromes by the six acupuncturists at the first consultation
Practitioner
Diagnosis

A

B

C

D

E

F

Total

Qi and blood stagnation
Bi syndrome
Kidney deficiency

13
1
8

18
1
3

11
6
2

23
0
3

19
2
8

19
4
2

103 (70%)
14 (9%)
26 (18%)

syndromes: qi and blood stagnation, bi syndrome
and kidney deficiency, with the added option of
an ‘‘other’’. For bi syndrome, we included subcategories of cold bi and damp bi. For kidney
deficiency, we listed the subcategories of kidney
yang deficiency and kidney yin deficiency. Practitioners agreed to complete this diagnostic process at the first consultation of each patient (see
Table 2).
We also checked the levels of agreement on
syndromes between acupuncturists, and found
agreement (beyond chance) for 59% of comparisons that were made for the primary syndrome,
with full details for this sub-study published
elsewhere (MacPherson et al. 2004).

Treatment data
A total of 177 different acupuncture points were
used throughout the trial. The most commonly
used channels were the Bladder (BL) channel
(38% of points used), especially BL26, BL32,
BL40, BL53 and BL54, followed by Gall Bladder
(GB) channel points (15%), especially GB30 and
GB34. Kidney (KI) points were used specifically
for kidney deficiency and accounted for 3% of all
points used, primarily KI3. Other much-used
points were the Huatuojiaji points (23%), as well
as, to lesser extent, Ahshi points (3%) and the
extra point Shiqizhuxia (3%), while all other
points accounted for 15% of all points used.
Auxiliary treatments were used by all practitioners, but to varying degrees. Moxa was used
in 18% of treatments, mostly in the form of a
‘‘moxa box’’ (11%), but also ‘‘moxa on the
needle’’ (5%) and ‘‘sparrow-pecking’’ with a
moxa stick (2%). Moxa was used by all practitioners, who reported using it to target cold bi
or kidney yang deficiency. Massage (42%), acupressure (13%), cupping (5%) and Chinese herbs
(3%) were also used. Practitioners reported using
massage and acupressure, often briefly and early
on in the treatment session, to enable accurate
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localization of the back pain, to refine point
selection and to build a stronger therapeutic
relationship with the patient. Self-help was also
prescribed adjunctively by all practitioners, commonly diet (11%), yoga exercises (3%), other
specific exercises (3%) and relaxation exercises
(3%). Practitioners reported prescribing yoga or
stretching exercises to move a patient’s low back
qi, relaxation exercises to calm the shen, and
dietary change to strengthen the spleen, tonify
the qi and help clear damp bi.
At the end of the trial, we interviewed the
acupuncturists about their involvement in the
trial, and found that the goals of treatment went
beyond the alleviation of immediate pain-related
symptoms. The acupuncturists in this study all
described an approach to patient-centred care
based on a therapeutic partnership. Study participants confirmed the importance of three processes that characterized acupuncture care in this
trial, each contributing to the goal of a positive
long-term outcome: building a therapeutic relationship; individualizing care; and facilitating the
active engagement of patients in their own
recovery. Acupuncturists described elements of
care that characterized these processes, including
establishing rapport, facilitating communication
throughout the period of care, using an interactive diagnostic process, and matching treatment to the individual patient. Practitioners also
provided patients with explanations of their condition based on the theory of Chinese medicine.
This led to discussions that helped develop a
shared understanding of the patient’s condition
and to motivate lifestyle changes that reinforced
the potential for the recovery of health. For
more details of this qualitative study, see
MacPherson et al. (2006a).
Usual GP care comprised a mix of interventions. Half the patients randomized to usual
care received physiotherapy or manipulation
during the first 3 months. Other interventions
 2007 European Journal of Oriental Medicine
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Figure 1. Changes in the 36-Item Short Form Health Survey (SF-36) Bodily Pain scores (where a score of 100 means
pain-free), showing data at baseline, 3, 12 and 24 months, and comparing acupuncture to usual general practitioner care.

included drugs
exercises.

and

recommended

back

Clinical outcomes
The differences in pain scores between the
groups over time are shown in Figure 1. Acupuncture patients, on average, on the SF-36
Bodily Pain scale of 0 to 100, had 5.6 points less
pain at 12 months. By 24 months, a statistically
significant difference was found between the
groups, with an estimated difference of 8.0
points. We found no statistical difference in the
pain outcomes when comparing the patients of
different acupuncturists (MacPherson et al.
2006b). No significant changes were found on
functional ability, nor were any serious or lifethreatening events reported. 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. 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. Patients who believed acupuncture
would help their backs, prior to being randomized, did not show quite such improvement
compared to those who were sceptical of its
 2007 European Journal of Oriental Medicine

benefit (i.e. either did not know, or did not think,
acupuncture would help them). This is a counterintuitive finding, as the conventional wisdom is
that belief is associated with a placebo effect.
Details of all the clinical outcomes have been
reported more fully elsewhere (Thomas et al.
2005, 2007).

Economic outcomes
We measured the costs of the total NHS
resource use (including GP visits and referrals) in
both arms of the trial over the 24-month period
and found that the costs were higher on average
for the acupuncture group (£460) than for the
usual care group (£345). The difference was
primarily associated with receiving the course of
acupuncture treatment. Cost-effectiveness is currently evaluated by determining the ‘‘incremental
cost per QALY gained’’, where the QALY is a
single quality adjusted life year – meaning one
year of good quality life. The cost per QALY
gained then becomes a means of comparing the
benefits not only of different treatments for the
same condition, but also for different conditions,
with a single benchmark (like a currency). We
found acupuncture to be highly cost-effective,
with the incremental cost per QALY gained
being £4241. This is considerably less that the
current threshold at the National Institute for
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Health and Clinical Excellence (NICE), who
have set a £20 000 cost per QALY threshold for
a treatment to be considered acceptable by the
NHS. The conclusion is that (Ratcliffe et al.
2006):
‘‘A short course of traditional acupuncture for
the treatment of lower back pain in primary
care confers a modest health benefit measured
in QALYS for a relatively minor extra NHS
cost relative to usual care. The use of acupuncture care for the treatment of lower back
pain therefore appears highly cost-effective.’’

What this study adds to the
evidence base
Our formal conclusions from this trial were that
‘‘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’’ (Thomas et al. 2007). This
is a remarkable finding, in that normally treatment effects fall off over time after the end of a
course of treatment. We are unsure whether our
results are typical of what one should expect
from acupuncture when it is delivered according
to traditional principles, or indeed whether this
effect is associated with other conditions when
treated with acupuncture in the same sort of way.
We know from the practitioner interviews that
the acupuncturists on the trial made considerable
efforts to elicit longer-term changes. That these
inputs may have had a learning component
might in part explain the growing gap between
groups between 12 and 24 months. However, for
a fuller exploration of the differences between
groups, we are conducting a very long-term
follow-up which will be at least 6 years after
randomization. As part of this study, we are
interviewing patients to explore differences in
coping strategies, which we hope will throw light
on this unexpected finding.
It should be noted that a difference of at least
five points in the mean score of the SF-36 Bodily
Pain dimension is considered to represent a
clinically worthwhile benefit (Ware et al. 1993).
Other patient-relevant outcomes included
patient satisfaction with acupuncture care and
reduced use of analgesics. Patients in the
acupuncture group also reported a substantial
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reduction in worry about their back pain that was
not observed in the usual care group. We also
concluded that ‘‘referral to a qualified traditional
acupuncturist for a short course of treatment
seems safe and acceptable to patients with low
back pain’’ (Thomas et al. 2007).
A limitation of our study was that we were
unable to isolate the individual components of
treatment, as we focused on evaluating the overall package of care. To measure components,
however, would require placebo-controlled trials,
and the task of isolating and measuring the
effects of the whole range of needling processes, as well as those processes that are
acupuncture-specific beyond needling (as discussed above), is a challenge beyond the scope of
our investigations. At this point, we leave this
task to others, with the concern that oversimplifying acupuncture to better be able to
ascribe effects to components of treatment
may result in suboptimal acupuncture being
evaluated.
It is sometimes claimed that people who do
well with acupuncture do so because they expect
that acupuncture will help them. One of the
most unexpected findings from this study was
that patients in the acupuncture group with a
prior positive belief in the effectiveness of acupuncture seemed to fare less well than those
randomized to usual care, although this trend
was not quite statistically significant. Counterintuitively, we observed that sceptical patients
with either neutral or negative prior expectations
gained more benefit from acupuncture than
those with prior positive belief.
One of the challenges in conducting a RCT is
to be able to generalize the results to other
patient and practitioner populations. Our
patients were drawn from primary care, and as
we had broad entry criteria for the trial, they
seemed to be fairly representative of normal
primary care patients with LBP. There are likely,
however, to be some differences between NHS
patients and those who would normally consult
acupuncturists privately, but the results of our
study should be generalizable to other NHS
patient populations. One of the strengths of our
study was the pragmatic randomized design that
allowed acupuncturists to treat patients as they
would do in everyday practice. The study acupuncturists were selected via reproducible criteria
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[members of the (BAcC) with at least 3 years’
experience] and the ratio of six practitioners to
16 GP practices is similar to the national ratio of
BAcC acupuncturists to GP practices. Low back
pain is the most commonly treated condition by
BAcC acupuncturists (MacPherson et al. 2008).
All these factors enhance the relevance of the
results by replicating conditions under which
GP in primary care might offer a patient the
option of a referral to a BAcC acupuncturist for
treatment for their LBP.
One of the more interesting findings from the
study was that all patients in both groups
improved dramatically, even in the case of the
control group, of whom many received no treatment (see Fig. 1). This finding of a rebound in
both groups may reflect the fact that patients
with LBP will tend to seek help at a time when
their back pain is most severe (known as the
natural history of the condition), as well as
the statistical artefact known as ‘‘regression to
the mean’’. This phenomenon has led commentators to argue for more long-term studies,
and especially studies focusing on interventions
that reduce recurrence, given that once someone
has had back pain, they are more likely to
experience recurrence. It is possible that repeated
short courses of acupuncture may be more
beneficial than a single course of treatment.
Other questions that remain include: how early
in the duration of the back pain condition is the
ideal time to consult an acupuncturist? And
how does acupuncture compare with other
treatment modalities, such as physiotherapy or
chiropractic?

Conclusion
We have found that, when patients in primary
care with LBP are referred to a BAcC acupuncturist for a short course of treatment, they will,
on average, improve over time and show greater
improvement than if they had received usual GP
care alone. While the course of acupuncture only
lasted around 3 months, their situation improved
over time, and continued to improve between
12 and 24 months. Our recommendation
from this study is that GPs should consider
referring patients with LBP to a qualified
acupuncturist.
 2007 European Journal of Oriental Medicine
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Self-acupuncture: a British Medical Acupuncture Society
position
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Abstract
The British Medical Acupuncture Society does not have a formal policy on self-acupuncture;
however, a number of senior members advocate self-needling techniques (with appropriate
safety considerations) if these appear to be in the best interests of an individual patient, or for
particular indications. There are few reported adverse events related to self-acupuncture that has
been directed by a regulated healthcare professional, although there are plenty of examples of
trauma related to self-needling (often with sewing needles) in individuals who have not been
given specific instruction. The latter should not be used as an argument against a practice that
can be very useful in symptom control for a selected group of patients.
Keywords: adverse events, policy, self-acupuncture.
The first description of self-acupuncture in the
Western literature was by Willem ten Rhijne, a
physician working for the Dutch East India
Company, who observed the use of acupuncture
in Japan. The original was written in Latin, and
the following extract is taken from a contemporary translation (Carrubba & Bowers
1974):
‘‘My guide for the journey to court, a garrison
soldier of the Emperor of Japan, had emerged
from a holocaust and, being exceedingly hot,
he drank enough cold water to quench his
thirst. A terrible pain, but one which did not
radiate to his flanks, seized his stomach. In
addition, from eating and drinking to excess as
well as from being unaccustomed to the sea,
he remained ill for a number of days with
frequent nausea and vomiting. At first he
attempted to cure these ailments with warm
Japanese wine with ginger, but this did not
relieve the pain. He blamed the persistent
Correspondence: Dr Mike Cummings, Medical Director
BMAS, c/o Allyson Brown, Support Manager to MD,
British Medical Acupuncture Society, London Oﬃce,
Royal London Homeopathic Hospital, 60 Great
Ormond Street, London WC1N 3HR, UK (e-mail:
BMASLondon@aol.com).
 2008 Acupuncture Association of Chartered Physiotherapists

trapped wind for which he resorted to acupuncture. In my presence he performed the
acupuncture in the following manner (from
this case, reader, form your judgement about
others). Lying on his back, he drove the needle
into the left side of his abdomen above the
pylorus at four different locations. (For this
task he cautiously held the point of the needle
with the tips of his fingers.) While he tapped
the needle with a hammer (since his skin was
rather tough), he held his breath. When the
needle had been driven in about the width of
a finger, he rotated its twisting-handle. He
pressed the location puncture by the needle
with his fingers. No blood, however, appeared
after the extraction of the needle; only a very
slight puncture mark remained. Relieved of
the pain and cured by this procedure, he
regained his health.’’
The British Medical Acupuncture Society
(BMAS) does not have a formal policy on
self-acupuncture; however, a number of senior
members advocate self-needling techniques (with
appropriate safety considerations) if these appear
to be in the best interests of an individual patient
(see A. Campbell in Campbell & Hopwood
2004, reprinted in the Journal of the Acupuncture
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Association of Chartered Physiotherapists Autumn
2007, pp. 57–58), or for particular indications
(Filshie et al. 2005).
Contemporary practice of self-acupuncture,
directed by National Health Service pain clinics
in the UK, has been reported recently (Orpen
et al. 2004). Forty-two hospitals were surveyed,
and of the 30 that replied, 23 provided an
acupuncture service. Of these 23, one hospital
taught patients auricular self-acupuncture,
another was planning to teach patients, and a
third hospital had previously taught patients but
stopped. Teaching patients or relatives to perform limited acupuncture techniques was being
considered in the above authors’ clinic as a way
to address the demand for ongoing treatment. A
previous self-acupuncture service had been withdrawn after increases in staff and theoretical
concerns over the safety of the practice.
Is it an unsafe practice? There are a number of
documented cases of adverse events from selfneedling in the West (Schiff 1965; Anderson &
Datta 2007), but the position and depth of
needling described in these reports would not be
recommended by regulated healthcare professionals for self-needling. Several accounts
involve needle insertion over the praecordium –
an area that would not be recommended for
self-needling. One of the earliest reports appears
to have been related to self-treatment by a
former acupuncturist suffering from angina
(Schiff 1965). The most recent case of attempted
self-acupuncture involved an Australian woman
who inserted a sewing needle into the back of
her neck in the midline at the base of the skull
(Anderson & Datta 2007). This was an attempt
at therapy, although she was untrained, and she
was unlucky enough to choose a location with
easy access to the spinal cord, which she unfortunately needled directly. Under no circumstances can I imagine such a technique being
recommended for self-treatment. Having said
that, Yamashita et al. (2001) reported 10 Japanese
cases of injury caused by self-treatment with
acupuncture, and one of these was a licensed
acupuncturist who caused spinal cord damage
through self-needling.
The Western cases described above were not
related to self-acupuncture under the direction of
a regulated healthcare professional with training
in acupuncture, although there are no details on
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the cases from Japan. It is important to differentiate between well-managed therapeutic practices, and case reports of self-needling by
individuals without direction. There are no primary case reports of serious adverse events
related to self-acupuncture under the direction of
a regulated healthcare professional, although A.
Campbell (in Campbell & Hopwood 2004,
reprinted in the Journal of the Acupuncture Association of Chartered Physiotherapists Autumn 2007,
pp. 57–58) did describe a broken needle in Liver
3 that was subsequently removed under general
anaesthetic. This incident was related more to
the social circumstances in which the needling
was performed rather than the technique itself.
In terms of formal assessment of safety, as
opposed to retrospective reports, the literature is
limited; however, there have been two audits of
self-acupuncture services, one from general practice (n=16 patients; Fagan & Staten 2003), and
one from secondary care (n=52 patients; Teig
et al. 2006). Both suggest that the practice was
beneficial to the majority of patients, and neither
detected any serious adverse events.
In conclusion, the data are limited, but suggest
that self-acupuncture could be a useful practice
in both primary and secondary care. It should be
implemented with due care, and audited. Further
research is needed to examine its effectiveness
and cost-effectiveness, and large-scale prospective studies are needed to assess safety aspects.
The latter, of course, will only be possible after
the implementation of a service.
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Abstract
Self-needling in acupuncture is both a very emotive and, at the same time, practical topic.
Despite being the subject of considerable recent debate, the British Acupuncture Council
currently has no official policy on self-needling because this is an area in which it is difficult to
frame policy. Nevertheless, the following areas of concern remain: there is the question of the
legal responsibility for standards of safe practice; there is the issue of who is insured; there is
the question of whether patients would accept the limitation of acupuncture points located by
their acupuncturist; there is the risk of nerve damage from understandable ‘‘clumsy needling’’ in
these circumstances; and finally, there are the inevitable Health and Safety issues.
Keywords: policy, self-abuse, self-acupuncture.
Self-harming is an acute issue for today’s British
teenagers, but I have no idea of the world-wide
situation at the moment. It seems that it is relief
from pressure that attracts our youngsters to
cutting into their own skin. The release of
endorphins into the bloodstream is believed to
afford an irresistible feeling of relaxation.
Self-injection is what has to be done to supply
the necessary amounts of insulin to sustain life in
those people whose bodies manifest diabetes
mellitus.
Furthermore, there are numerous other reasons why self-penetration of the skin of human
beings occurs, including decorative ‘‘piercings’’.
When it comes to self-needling in acupuncture, this is both a very emotive and, at the same
time, practical topic.
I was educated and trained in Acupuncture (as
you will glean from my biography below) by
Professor Jack Worsley et al. at the College of
Acupuncture, Leamington Spa, Warkwickshire,
UK, for 5 years.
In my time at Leamington, we were trained
that inserting an acupuncture needle into a
human being was almost a sacred procedure, and
Correspondence: Ronald Bishop, Acupuncture and
Osteopathic Centre, 34–36 Warwick Way, London
SW1 V1RY, UK (e-mail: ron.bishop@clara.net).
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that it should not be done without education,
training, planning and deep thought. This would
seem to suggest that it would be unthinkable to
advise patients to needle themselves. Even the
passing fashion – always a risky business – of
self-moxibustion (moxa stick) was anathema.
With regard to a trained acupuncturist treating
her or himself, most points are obviously out of
reach (or subsequent osteopathy, physiotherapy
or chiropractic is required). As stated previously
by other authors, the therapeutic encounter, and
its associated levels of submissiveness, abdication and relaxation would be missing, i.e. the
essential detachment required for caring energy
to be received and the vital healing components
would be absent. I venture to suggest that we are
all patients or potential patients.
Widening the discussion somewhat, there is
the issue of the acupuncturist ‘‘teaching’’ the
patient’s loved one or carer to needle certain
points. What an awesome responsibility for that
person! Even with the best intentions in the
world, I can still see red flags flying!
As far as the British Acupuncture Council
(BAcC) Executive Committee are concerned, the
question of ‘‘self-needling’’ has been the subject
of considerable debate recently. Self-needling is
not a practice generally supported by BAcC
members; the only exceptions that have gained
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some acceptance are those in which the circumstances are exceptional and well-controlled.
Currently, the BAcC Executive Committee has
no official policy on self-needling because this is
an area in which it is difficult to frame policy,
given that each case raised would present unique
concerns. Of course, this situation could change
in the future, but the following areas of concern
remain:
(1) There is an important question about
the legal responsibility for standards of safe
practice.
(2) There is also the question of who is insured.
(3) Would the patient accept the limitation of
acupuncture points located by their acupuncturist?
(4) There is a risk of nerve damage from
understandable ‘‘clumsy needling’’ in these
circumstances.
(5) Finally, there are the inevitable Health and
Safety issues.
My heart tells me that it would be unreasonably harsh not to suggest that the neediest
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amongst us could not gain benefit from
pain-relieving self-needling. Who could deny a
human being suffering from a condition such as
terminal cancer the right to this kind of relief, if
possible? Nevertheless, the question remains:
why not make all qualified acupuncturists available on the National Health Service to all of
these patients? Who could argue against this?
Ronald Bishop is a practitioner with the Acupuncture
and Osteopathic Centre, London, UK, and he is
currently the Chair of the British Acupuncture Council.
He qualified in Osteopathy and Naturopathy from the
British College of Naturopathy and Osteopathy (now the
British College of Osteopathic Medicine), London, in
1969. He then qualified in Acupuncture from the
Traditional College of Acupuncture, Leamington Spa,
Warkwickshire, UK, in 1983.
Ron has been Chair of the Council for Complementary
and Alternative Medicine, an external examiner for
Anglia University at the London School of Osteopathy
(BSc Hons degree), President of the General Council and
Register of Naturopaths, and President of the British
Acupuncture Council.
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Abstract
This case study describes the use of acupuncture for chronic back and leg pain in an adolescent
with spina bifida. Acupuncture was used to treat these problems over a 5-month period, the aim
being to reduce both the level of pain and the need for pain medication. The Visual Analogue
Scale and Smiley Faces Scale were used to measure pain, and the Hospital Anxiety and
Depression Scale and Roland–Morris Disability Questionnaire were used as additional outcome
measures. Within three treatments, the pain had completely resolved and the need for
medication had reduced accordingly. By session 10, there were worsening symptoms overall and
medication use returned to pre-treatment levels.
Keywords: acupuncture, adolescents, chronic pain, spina bifida.

Introduction
The most recent epidemiological evidence shows
that the prevalence of spina bifida in England
and Wales was 0.95 per 10 000 births between
1993 and 1998 (WHO 2005). Chronic pain in
children has a high prevalence in the UK, and
can have a debilitating effect on the child as well
as a significant impact on family life (Sleed et al.
2005). Clancy et al. (2005) found that children
with spina bifida frequently experience moderate
to severe pain. The above authors looked specifically at children aged 8–19 years with spina
bifida, 56% of whom experienced pain at least
once a week. Back pain was the most frequently reported kind of pain. Clancy et al.
(2005) concluded that pain in this group is
under-recognized, and as a result, under-treated.
Correspondence: Abu Sidhanee MCSP MAACP,
Children’s Physiotherapist, Physiotherapy Department, Crystal Centre, 47 St James’ Road, Croydon
CR0 2UR, UK (e-mail: Abu.Sidhanee@croydonpct.
nhs.uk). Rachel Naunton MCSP MAACP, Physiotherapist, Physiotherapy Department, Treloar College,
Holybourne, Alton, Hampshire GU34 4EN, UK
(e-mail: rnaunton@googlemail.com).
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The present case report examines the use of
acupuncture for chronic pain in an adolescent
with spina bifida. The patient was referred by her
paediatrician following an acute exacerbation
of pain. Acupuncture was considered because
analgesic management was ineffective and
surgery was not considered to be an option.

Case report
Background
For the purposes of anonymity, the subject’s
actual name has not been used. Cath was a
15-year-old girl with spina bifida (S1 level) and
tethering of her spinal cord, which had required
four previous surgical releases. She took eight
medications for pain, which caused many side
effects, but her symptoms remained poorly
controlled.
The subject had formerly lived with her
mother and brother, but now had to stay at her
grandmother’s bungalow because she could not
manage the stairs at home. She had also previously been independently mobile, but now
required a wheelchair because of her pain. Cath
attended a school for children with physical
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Figure 1. Pain chart.

disabilities, but was often absent because of
exacerbations of pain. As a result of all these
factors, her mother and her therapists observed
that Cath had been noticeably low in mood.
Presenting complaint
The subject reported that her main pain (P1) was
a ‘‘constant and sharp’’ soreness in her lower
back, which was sited centrally over the L5–S3
spinal segments around an external scar from a
previous surgical release of tethering of her
spinal cord. Cath’s other pain complaint (P2) was
a constant ‘‘sharp, shooting pain’’ that ran down
her legs from her knees to her ankles. She
reported that P2 worsened as P1 increased (see
Fig. 1).
Both pains had begun 10 years previously and
had became progressively worse. Sitting or
standing for as little as 2 min could aggravate the
symptoms. The greatest relief to exacerbations
had come with surgical intervention, but this was
no longer an option. After assessment and magnetic resonance imaging, her consultant felt that
further surgery would be a high risk and would
not improve her symptoms. Cath’s pain medication had also been reviewed. When effective, her
medication reduced pain to a level that she felt
was ‘‘manageable’’, but the medication did not
achieve this result during exacerbations.
Literature review
A literature search did not identify any research
that specifically examined the clinical or economic benefits of acupuncture with children or
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people with spina bifida. A randomized controlled trial (RCT) by Thomas et al. (2005)
studied the clinical and economic benefits of
using acupuncture for adults with lower back
pain, and found that there was a greater
effect from acupuncture than physiotherapy at
reducing pain over a 24-month period. The
above authors suggested that acupuncture could
be more effective compared to normal treatment.
A meta-analysis of RCTs by Manheimer et al.
(2005) supported the use of acupuncture for
short-term relief of chronic pain, but these
authors argued that there is no evidence to
support the idea that it is more cost-effective
than other forms of active therapy. The metaanalysis did not look at children or patients with
spina bifida.
Some studies have described the use of acupuncture in children. Kemper et al. (2000)
reported that paediatric patients with chronic,
severe pain found that acupuncture treatment
was pleasant and helpful. Although it is not
possible to generalize, acupuncture could potentially be at least as effective for children with
chronic pain as it is for adults with this condition, although the present authors could not
identify any research to support this.
Aims
Prior to treatment, Cath hoped that acupuncture
would help to reduce her pain so that she could
exercise more and strengthen her legs, enabling
her to walk again. She also wanted to stop relying
on so many pain-killers.
Therefore, the aims of the prescribed treatment were:
+ to reduce the subject’s back and leg pain; and
+ to reduce her need for analgesia.
By achieving these objectives, the present
authors hoped to improve Cath’s mobility,
and consequently, increase her participation in
physiotherapy and physical education sessions. It
was also hoped that such progress could, in turn,
allow her to return home.
Outcome measures
A Visual Analogue Scale (VAS; Huskisson 1974)
was used to measure Cath’s pain. The VAS has
been shown to be a reliable and valid measurement tool (Scott & Huskisson 1979), but the
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Figure 2. Smiley Faces Scale (adapted from Wong &
Baker 1988).

evidence of this for its use with children is
inconsistent. A Smiley Faces Scale (adapted from
Wong & Baker 1988; see Fig. 2) was also used to
measure pain. Similar versions of this measure
have been demonstrated to be reliable for use
with children (Bieri et al. 1990).
Other outcome measures used included the
Hospital Anxiety and Depression Scale (HADS),
which has been shown to be a reliable assessment tool for assessing the presence of anxiety
(Herrmann 1997; Bjelland et al. 2002), and
the Roland–Morris Disability Questionnaire
(RMDQ), which has been proven to be reliable
in assessing function (Roland & Morris 1983).
However, the HADS and the RMDQ have not
been standardized for use in children. Nevertheless, these measures were familiar and easy to
use, and at the time of the study, the present
authors were not familiar with existing paediatric
pain measures. Information from Cath, her
mother and school medical staff was used to
assess the types and levels of analgesia required.
Treatment plan
Written and verbal consent were gained from
both Cath and her mother prior to acupuncture.
There were no contraindications to treatment;
however, points around her scar were not used
because of their possible proximity to the spinal
cord. The subject was treated twice a week since
a high frequency of acupuncture treatment has
been shown to be more beneficial for chronic
conditions (Barlas 2005). Because of the chronicity and complexity of her symptoms, the number
of sessions used was extended to 22 over a
period of 5 months.
The needles were stimulated manually at intermittent periods during each session to produce a
strong, continuous sensation of de qi. Electroacupuncture was not available for use. Each
treatment session lasted 25–30 min to optimize
treatment, as suggested in research reported by
 2008 Acupuncture Association of Chartered Physiotherapists

Hamza et al. (1999). Cath was treated in left
side-lying since this was the most comfortable
position for her that enabled access to the points
needled in her back and legs. Pain levels and
analgesic use were reassessed after each session.
Points Zusanli (Stomach 36) and Hegu (Large
Intestine 4) were chosen primarily for pain relief
for the legs and back, and to promote the flow of
qi (Hecker et al. 2001; Hart et al. 2003; Stux et al.
2003). These were treated bilaterally and were
used as strong distal points. Shenshu [Bladder
(BL) 23] was used bilaterally as a local point for
lower back pain, chronic pain, and weakness of
the legs and back (Hecker et al. 2001; Hart et al.
2003; Stux et al. 2003). Taichong [Liver (LV) 3]
was also used as a strong distal point for pain
relief and to promote the flow of qi, and together
with Hegu, was used to create the ‘‘four gates’’
(Stux et al. 2003), increasing the analgesic effect.
After 3 weeks, Cath’s pain worsened, and therefore, extra points were added: Weizhong (BL40)
was used bilaterally to treat lower back pain, and
Kunlun (BL60) was added to treat chronic back
pain, sciatica and painful menstruation (Hecker
et al. 2001; Hart et al. 2003; Stux et al. 2003).
Bladder 60 was used only on the right side
because of the position of the subject. For more
details of the points chosen, see Table 1.
The treatment plan was altered after 11 sessions because Cath was experiencing back
spasms that were aggravated by needling BL23.
In addition to acupuncture, treatment included
gait re-education, standing practice and lowerlimb strengthening exercises, and this remained
constant throughout the course of acupuncture.
Results
By session 3, Cath experienced a resolution in
both P1 and P2, and reported no back or leg pain
for the first time in 10 years. By session 5, she
reported, ‘‘I don’t feel as depressed.’’ In addition,
the subject felt that her walking was improving,
and she had not taken tramadol and dihydrocodene for 8 days, and diazepam for 4 days. Cath
also reported reduced or resolved incidental
pains that she had during sessions, including
period pain, headache and earache.
Between sessions 6 and 8, P1 and P2 generally
worsened, and the subject required diazepam and
tramadol again. When points BL40 and BL60
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Table 1. Rationale for the use of each acupuncture point during
the course of treatment (all points referenced from the following:
Hecker et al. 2001; Hart et al. 2003; Stux et al. 2003)

Table 2. Objective measures taken pre- and post-treatment:
(HADS) Hospital Anxiety and Depression Scale; and (RMDQ)
Roland–Morris Disability Questionnaire

Acupuncture point

Rationale

Objective measure

Pre-treatment

Post-treatment

Zusanli (Stomach 36)

Lower limb pain
Bowel problems
General fatigue
Compromised immune system
Distal point
Tonification point for deficiency
of qi
Weakness and paralysis of the legs
Tonifies yang

HADS:
anxiety
depression
Smiley Faces Scale

12
3
‘‘Moderate pain’’

RMDQ

19/24

9
4
Between ‘‘a little pain’’
and ‘‘moderate pain’’
11/24

Hegu (Large Intestine 4) Pain
Combination point together with
Liver 3
Distal point
Promotes the flow of qi
Expels pathogens, especially wind
Calms the mind
Shenshu (Bladder 23)

Low back pain, sciatica
Weakness of back and lower limbs
Strengthens renal functions
Local point
Chronic problems
Exhaustion

Taichong (Liver 3)

Reduces pain
Improves mood, calms/sedates
Acupuncture valium when combined
with Hegu ‘‘four gates’’
Stagnation of qi
Distal point
Eliminates wind and other pathogens

Weizhong (Bladder 40)

Lower back and lower limb pain
Paresis of the lower limbs
Distal point for lower back pain
Strengthens the lower back and knees

Kunlun (Bladder 60)

Chronic back pain/sciatica
Distal point
Painful menstruation
Strengthens back and knees
Invigorates renal function
Combination point with Weizhong
Distal point
Eliminates pathogens such as wind
and damp

Huatojiaji (Extra Back 2) Local point for dorsal pain

were added (see Table 1), P1 and P2 improved,
and she reported feeling ‘‘kind of happier’’.
From session 10, Cath’s symptoms steadily
worsened overall, particularly P1 and P2. She
appeared very low in mood and returned to using
a wheelchair. Her symptoms improved after treatment, but she was then absent from school for a
week because of pain and spasms, and was unable
to attend five acupuncture sessions as a result.
This may have affected the outcome of treatment.
56

As back spasms increased in frequency and
intensity, they were aggravated by BL23. On one
occasion, the needles had to be removed and
treatment stopped; diazepam was required to
reduce the spasms and Cath had to attend
Accident and Emergency. Needling more superficially helped to reduce the spasms; however,
this improvement was limited, and therefore,
Huatojiaji [Extra Back 2 (EX-B2)] was used
bilaterally at the level of L2 instead of BL23. In
subsequent sessions, using Shenmen [Heart (HT)
7] and stimulating BL40 reduced or stopped the
subject’s back spasms, which were also further
reduced after discontinuing Taichong (LV3) following a personal communication from Clare
Donellan (2006). Instead of using BL23, needling
EX-B2 to avoid muscle tissue prone to spasms
stopped spasms on needle insertion and manual
stimulation. Both P1 and P2 varied over the last
four sessions, but gradually worsened, as did the
spasms, and the use of analgesia varied accordingly. She also experienced additional pains, such
as abdominal pains and headaches.
Overall, Cath and her mother reported
improvements in P1 and P2 for the first
12 weeks of treatment. The subject required less
tramadol, diazepam and dihydrocodene, and was
able to mobilize more. Her pain (P1 and P2) and
spasms then gradually worsened, returning her
analgesic use to pre-treatment levels. Cath attributed her worsening pain to the increasing
spasms.
Objectively, the subject’s anxiety score
improved by 19% and her depression score
worsened by 4% after the course of acupuncture.
The Smiley Faces Scale score improved from
‘‘moderate pain’’ to in between ‘‘a little pain’’ and
‘‘moderate pain’’. The RMDQ showed a 33%
improvement (see Table 2).
Cath’s P1 VAS (pre-treatment=7.5/10)
improved to 1/10 by session 5, but worsened to
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Table 3. Visual Analogue Scale (VAS) pain scores before, during
and after treatment
Pain score on VAS
Pain

Pre-treatment

Session 5

Post-treatment

P1
P2

7.6
7.6

1.4
0

8.3
6.9

9/10 post-treatment. Her P2 VAS (pretreatment=7.5/10) followed a similar pattern,
improving to 0/10 at session 6 and increasing to
7/10 post-treatment (see Table 3).
The clinical significance of these results has
not been analysed statistically because it is a case
study, and one individual cannot provide reliable
or valid data.
Outcome
At session 5, acupuncture almost completely
resolved Cath’s back and leg pain. Over a longer
period, it provided only an improvement in
symptoms, and by the end of treatment, P1 was
worse than pre-treatment levels.
Pro re nata (PRN) analgesia was not required at
points during the course of acupuncture,
although this improvement did not last towards
the end of treatment.
In this case, acupuncture demonstrated variable and limited effectiveness for reducing pain
and PRN analgesic requirements.
The initial success in reducing Cath’s pain and
reducing her need for analgesia is clearly relevant
for the use of acupuncture treatment for individuals with spina-bifida-related back pain. The
significance of the results and the later worsening
of symptoms in this case are unclear because the
present study only explored the use of acupuncture for one individual. However, the increase of
spasms when needling BL23, and the influence
of BL60 and LV3 on the spasms should be
noted. There is a clear need for more research
into this area to indicate the clinical significance
of the present results.

Discussion
Short-term response
Cath had a good short-term response to acupuncture. Her pain reduced from 7/10 to 0/10
after five sessions and no pain medication was
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required. This can probably be attributed to a
placebo effect and/or effective acupuncture analgesia. Previous research has suggested that acupuncture is effective at treating chronic pain
(Molsberger et al. 2002; Manheimer et al. 2005).
Leibling et al. (2002) found that acupuncture was
superior to physiotherapy alone with regard to
pain intensity, pain disability and psychological
distress. However, at a 9-month follow-up, further results showed that acupuncture was no
different to sham acupuncture. Furlan et al.
(2005) reported that acupuncture is a useful
adjunct to other therapies, and provided some
evidence to suggest that acupuncture is more
effective than sham or no treatment.
Initially, Cath reported feeling ‘‘less
depressed’’, and post-treatment, her anxiety
score improved. This may have been caused by
the reduction in her pain or could have been
a direct result of the acupuncture treatment,
which has been reported to reduce anxiety and
depression (Röschke et al. 2000; Spence et al.
2004).
Long-term response
The subject’s symptoms gradually worsened
from session 10: P1 increased to more than the
initial measurement; P2 also increased, but
remained lower than the pre-treatment recording; and the Smiley Faces Scale score improved
overall. The disability questionnaire, although
not validated for use with children, also showed
an improvement. Cath reported ‘‘feeling more
depressed’’ post-treatment because she knew
‘‘what it’s like to be pain free’’. This does not
correlate with the Smiley Faces Scale or the
RMDQ results.
It is not clear why the short-term response was
only temporary. The present authors identified
mechanical, neuropathic and central pain, and
the complexity of these problems may have
affected the results, but no research or information has been found to suggest that the
complexity of pain affects the outcome of acupuncture treatment. In addition, the return of
symptoms coincided with menstruation and a
urinary tract infection, which may have amplified
Cath’s pain (Helms 1987). Incidental improvements in these and other, secondary pains were
unsurprising since acupuncture is commonly
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used to treat them (Proctor et al. 2002; Stux et al.
2003). There were also a number of important
psychological factors, such as exam pressures,
and reduced independence and mobility, that
may have influenced the subject’s pain.
Eshkevari & Heath (2005) concluded that
some individuals with chronic pain require
between six and eight sessions of acupuncture
before an improvement is noticed. Therefore, a
greater number of sessions was used because of
the chronicity of Cath’s symptoms. The treatment plan was adapted as her symptoms changed
over the treatment period. Five sessions were
missed when she was absent from school, which
may have affected the treatment outcome. The
use of electroacupuncture could also have given
better results (Barlas 2005).
Treatment was stopped because improvements were reducing and the therapists were
concerned that, because her symptoms were
worsening, the underlying tethering was progressing. This may partly explain the increasing
difficulty of managing symptoms with acupuncture. Cath’s back spasms progressively increased
and acupuncture, for example the use of BL23,
may have influenced the spasms, but no research
has been found to support this. Needling BL25
aggravated the spasms, but by using EX-B2
instead of BL25, no spasms were triggered by
acupuncture. Bladder 40 and HT7 helped to
relieve spasms, although only during treatment.
Reduced use of antispasmodic medications may
also have contributed to worsening symptoms.
It is impossible to predict the benefit of the
points used in this case for others with spinabifida-related pain. However, the present authors
would certainly consider using EX-B2, HT7 and
BL40 to help to reduce muscle spasms in other
patients, and would also avoid the use of LV3 in
future if spasms are present. Despite the mixed
success of acupuncture treatment for the present
subject, the authors feel that acupuncture has an
important place in the treatment of adolescents
with spina bifida and chronic pain.
Further research
Sleed et al. (2005) found that teenagers with
chronic pain cost the UK over £3.8 billion a year,
which averages around £8000 per adolescent.
Although the present authors did not examine
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the economics of the treatment, it is possible that
acupuncture may contribute towards a more
cost-effective way of managing chronic pain.
Further research is needed to clarify this.
The present authors also identified a lack of
local paediatric pain services, and found that
educators and health professionals often had a
limited understanding of chronic pain and its
related issues. This was demonstrated in their
attitudes about and expectations of Cath. A
literature search identified a clear need for morespecific research into the use of acupuncture in
children.
Addendum
Three months after the acupuncture treatment,
Cath felt that her pain was worsening and was
‘‘taking over her life’’, although she was taking
new antispasmodic medication that helped her
cope with her condition. Her regular analgesia
remained the same, but her PRN analgesic use
had reduced. Cath still lived with her grandmother and still used a wheelchair, although she
could walk with a rollator frame as pain allowed.
Objective measures showed worsening P1
(7/10 compared to pre-treatment 6.5/10) and
improving P2 (5/10 compared to pre-treatment
6–7.5/10). The Smiley Faces Scale score had
worsened, from ‘‘moderate pain’’ pre-treatment,
to ‘‘a lot of pain’’. Because this is a case study
exploring the use of acupuncture in adolescents
with spin bifida, the clinical significance of these
results is impossible to assess.
Cath’s medical management was transferred to
adult services, but she continued to be seen by
the children’s physiotherapy team until she
started college in the new academic year.
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Acupuncture in the management of central post-stroke pain
with associated dizziness and nausea
Gillian Robinson
Department of Physiotherapy, Coventry University, Coventry, UK

Abstract
Central post-stroke pain (CPSP) is one of the less-common sequelae of stroke. The condition
can be very debilitating for those who suffer from it and it is notoriously difficult to manage.
This report describes the case of a 66-year-old man who received acupuncture treatment for
CPSP with associated dizziness and nausea. The successful outcome of this therapy supports
other examples in the literature suggesting that the use of acupuncture alongside standard
Western rehabilitation can be effective in the management of CPSP.
Keywords: acupuncture, central post-stroke pain, dizziness, nausea.

Introduction
Stroke or cerebrovascular accident (CVA) is the
most common cause of disability in the elderly
population (Park et al. 2001). Damage to the
brain occurs when blood flow to an area is
restricted either by a blockage in its circulation
or when bleeding occurs around the brain.
The resultant injury can leave individuals with
problems such as unilateral weakness, sensory
changes, visual disturbance, speech difficulties
and difficulty with swallowing. These clinical signs may resolve to varying degrees,
thus leaving some individuals with a level of
disability.
Pain is another common symptom following
stroke, and this can be either central or peripheral in origin. Peripheral pain is caused by the
stimulation of body nociceptors. It can often be
attributed to postural dysfunction exacerbated by
limited mobility, which frequently follows a
stroke, or disrupted biomechanical alignment of
joints caused by the weak and/or altered tonicity
of the affected muscles. Post-stroke shoulder
pain associated with subluxation of the joint has
been reported to be one of the most common
Correspondence: Gillian Robinson, Physiotherapy
Department, Mayday University Hospital, London
Road, Thornton Heath, London CR7 7YE, UK
(e-mail: Gillian.Robinson@mayday.nhs.uk).
 2008 Acupuncture Association of Chartered Physiotherapists

sources of pain, with an incidence of up to 80%
in stroke survivors (Linn et al. 1999).

Case report
Mr K., a 66-year-old, French-speaking male,
was admitted to Mayday University Hospital,
Croydon, Surrey, UK, via the Accident and
Emergency Department, after collapsing and
losing consciousness at home. He was doubly
incontinent at the time of his collapse and had
left-sided weakness on regaining consciousness.
Following his admission, Mr K. reported having
blurred vision, dizziness with nausea, severe
headache and fatigue; he also had reduced sensation but high levels of perceived pain throughout his left side. The subject quickly regained full
continence.
A computed tomography scan confirmed
right-sided lacunar infarct and evidence of small
vessel disease.
Prior to his admission, Mr K. had been fully
independent. He had arrived in the UK from
overseas on the day before his collapse. Whilst
abroad, Mr K. had been subjected to a period of
significant physical abuse in a political prison
between August 2006 and January 2007.
Although the subject reported having no lasting significant physical injuries as a result of
this mistreatment, he admitted that it had
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traumatized him.
Mr K. had a history of hypertension, but this
condition was well controlled after his admission. Furthermore, he was a controlled diabetic,
had persistent sinusitis for which he was under
the care of the Ear, Nose and Throat team,
and was diagnosed with hepatitis C after his
admission.
At the time of the assessment, Mr K.
described generalized, constant pain on the left
side of his body with a Visual Analogue Scale
(VAS) rating of 9/10. This pain remained
unchanged irrespective of his position or the
time of day. He also described experiencing
‘‘intense burning’’ sensations that were different
to his constant pain when he was touched on
that side. This was diagnosed as allodynia
according to the definition given by Bowsher
(1999): ‘‘elicitation of pain by a normally nonpainful stimulus’’. Mr K. was unable to actively
move his left side because of the pain. His other
predominant symptom was constant dizziness
and nausea (vertigo), which was worsened by all
head movements and any change of position.
Functionally, the subject required minimal assistance of 1 with bed mobility, moderate assistance
for sitting balance and maximum assistance of 2
for transfers through standing. There was a
general picture of poor weight acceptance
throughout his left side in all postural sets.
The present author was approached by the
neurological physiotherapist who was working
with Mr K. and asked to attempt treatment with
acupuncture. This request was made because the
subject’s pain and vertigo were preventing him
from attending physiotherapy or occupational
therapy sessions, and therefore, he had not
progressed in his rehabilitation for more than
2 weeks. Furthermore, the subject had not
responded to the prescribed analgesia, and was
becoming despondent and frustrated with his
limitations. He was sitting out of bed every day,
transferring through standing with assistance of
2. Mr K. could only tolerate standing with
support of 1 for a few minutes at a time and was
refraining from weight-bearing on his left side
because of his pain.
The clinical presentation of his painful
symptoms associated with weakness and sensory
disturbance associated with stroke met the diagnostic criteria of CPSP (Hansson 2004). Some
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parts of the literature have suggested that this
condition tends to be associated with a younger
population of stroke patients (Bowsher 1999;
Hansson 2004), although the age limits are ill
defined. At 66 years of age, Mr K. may be
considered a member of this younger patient
group.
The acupuncture procedure and the relevant
precautions were explained to Mr K. through a
translator, and his written consent was obtained.
The course of acupuncture treatment is
summarized in Table 1.
The initial treatment was administered to the
subject’s right, non-stroke side because of the
allodynic symptoms that he was experiencing on
his left. The present author hoped to mitigate the
pain on the other side via diffuse noxious inhibitory control, stimulation of the descending inhibition pathways and deactivation of the limbic
system (see below). Large Intestine (LI) 4, which
is considered the most powerful analgesic point,
was not chosen to begin with for precisely this
reason: if Mr K. was a strong responder, the
experience might have been too overwhelming.
Large Intestine 11 was chosen initially since it is
indicated in the treatment of pain and hemiplegia
of the arm, and is considered a tonification point.
Liver (LV) 3 and especially Pericardium (PC) 6
were predominantly chosen for their indication
in cases of dizziness and nausea, with Spleen 6
added on day 3 to accentuate this effect. As well
as Heart 7, both LV3 and PC6 are also useful in
calming patients. The addition of LI4 was indicated on the second session since Mr K. had
experienced no adverse effects from the first
treatment. He was also suffering from nasal
congestion, for which LI4 can also be effective.
Mr K. was very pleased with the results of his
first three sessions, with significant improvement
in his vertiginous symptoms and reduced allodynia allowing him to move more freely. However, his generalized pain remained essentially
unchanged, and therefore, it was deemed appropriate to begin direct treatment of the left side. Si
guan, the ‘‘four gates’’, were chosen because
these are thought to be useful in the treatment of
more-global pain (Hopwood 2004) and significantly impact on the limbic system according to
Cho et al. (1998, cited in Hopwood 2004). Heart
7 and PC6 were added to this combination on
separate occasions in an attempt to eradicate the
 2008 Acupuncture Association of Chartered Physiotherapists
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Table 1. Summary of acupuncture treatment: (VAS) Visual Analogue Scale; (HT) Heart; (PC) Pericardium; (LI)
Large Intestine; (LV) Liver; (ISQ) in status quo; (LTS) lying to sitting; (SP) Spleen; (UL) upper limb; (RoM) range
of movement; (ARoM) active RoM; (SJ) Sanjiao; (LL) lower limb; (ST) Stomach; and (STS) sit to stand
Day

Pre-treatment

Acupuncture treatment

Post-treatment

1

Vertigo+++, unable
to move head
Pain, generalized on left
side (VAS=9/10)
Vertigo returned on
rising this morning
Pain ISQ
Much less vertigo, no
symptoms from LTS,
but some on head
movement
No vertigo
Slight reduction in
pain (VAS=9/10)
Reduced allodynia,
tolerating light touch
on UL
Mild vertigo returned
last night
Less generalized pain
Mild vertigo
Pain intermittent
(VAS=7/10)
No vertigo
Moving arm,
intermittent pain
(VAS=5–6/10)
Tolerating firm touch
Pain=5/10 on VAS,
only UL and LL joints
Constipated for 2 days
Full UL ARoM with
minimal pain
(VAS=2/10)
LL pain persists,
including during
weight-bearing
(VAS=5–8/10)
LL pain=5/10 on
VAS, pins and needles
during weight-bearing
UL joint pain=4/10
on VAS
Mobile for 10 m with
walking frame
Pain=3/10 on VAS
Independently mobile,
no aid
UL joint pain=3/10
on VAS
Glenohumeral
stiffness,
ARoM=150
LL pain=1/10 and
mild pins and needles
on weight-bearing
UL joint pain=3/10
on VAS
Glenohumeral ARoM=
170

Right HT7, PC6, LI11
and LV3
25 min

Reduced vertigo – able to
extend neck with minimal
symptoms

As day 1, plus LI4
30 min

Reduced vertigo – as day 1

As day 2, plus SP6
30 min

No vertigo

Bilateral LI4 and
LV3 – ‘‘four gates’’
30 min

Reduced pain (VAS=8/10)
ARoM on right
Glenohumeral flexion=45

‘‘Four gates’’ and
right HT7
30 min
‘‘Four gates’’ and
bilateral PC6
30 min
As day 8

Vertigo gone
Pain only in joints

2

3

4

7

8

9

14

15

16

17

28

29

‘‘Four gates’’ and SJ5
30 min
‘‘Four gates’’ and
bilateral ST36
30 min

Vertigo gone,
full neck RoM
Active assisted RoM=160
Pain=5/10 on VAS

UL power=grade 4/5
LL power=grade 3/5
Pain=5/10 on VAS
Independently STS
Mobile for 5 m with
walking frame
LL pain=5/10 on VAS

Left LV3, LV7, SP6,
LI4 and LI11
30 min

UL and LL pain=3/10
on VAS
Pins and needles persist

As day 16

ISQ

LI4, LI11, LI14, LI15,
SJ14 and ST38
30 min

UL pain=1/10 on VAS
Full glenohumeral
movement

As day 28

UL and LL pain=1/10
on VAS
UL and LL strength=
grade 4+/5
Discharged home
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vertigo that was now intermittent but mild.
Sanjiao (SJ) 5 was combined with the ‘‘four
gates’’ because of the onset of constipation, but
then replaced with Stomach (ST) 36, which the
present author considered to be potentially more
effective. This point is a homeostatic one, restoring balance to the system, and is implicated in
sinusitic phlegm stagnation. Stomach 36 is also a
useful point for lower limb (LL) pain, which was
now more dominant than the subject’s upper
limb (UL) pain, and for hemiplegia.
Treatment progressed well, with elimination of
Mr K.’s vertigo, improved allodynia allowing
firm touch, much-reduced UL pain limited to the
joints, moderately reduced LL pain, and
improved range of movement (RoM) and
strength in both the ULs and LLs. All of these
factors contributed towards markedly improved
function, allowing the subject to mobilize for
short distances with a walking frame and participate in his therapy sessions. The focus was then
changed to treating only the left side on days 16
and 17, after which Mr K. was given a 10-day
break from acupuncture treatment to focus on
his mobility and functional therapies. In this
time, he gained independence in his mobility
unaided and his pain improved in his left leg.
However, some pain persisted in his shoulder
with some self-reported stiffness and reduced
RoM. The subject was treated on two consecutive days with the ‘‘eyes of the shoulder’’ (LI15
and SJ14), LI4, LI11 and ST38. The latter point
is commonly used to release shoulder stiffness.
The following day, Mr K. was discharged from
hospital with full mobility, full active RoM in his
arm and leg, and only mild impairment of his
strength. He was still aware of some mild pain,
rated as 1/10 on the VAS, but his allodynia was
minimal. He still experienced pins and needles
on the sole of his left foot on weight-bearing.
Unfortunately, the present author has been
unable to follow this gentleman up since his
discharge.

Discussion
Centrally generated or neuropathic pain, results
from damage to the central nervous system.
Central post-stroke pain (CPSP) is estimated to
occur in up to 8% of patients following a stroke
and its onset can occur up to a month after the
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event (Bowsher 1999). It is thought that damage
to the spinothalamic pathways is responsible for
this pain (Hansson 2004). The most common
treatment for CPSP is the use of amitriptyline
(Hansson 2004), which is also commonly used as
an antidepressant. This was prescribed in the
case of Mr K. early on in his management.
However, it seemed to be of no benefit. Gabapentin, another neuropathic painkiller, was subsequently prescribed, but made the subject very
drowsy and he chose to cease taking it.
The use of acupuncture for pain control is
becoming both increasingly well documented
and a more widely accepted adjunct to the
Western management of many conditions. It has
been used in traditional Chinese medicine for
over 2000 years, and has been based on anecdotal evidence and philosophical writings passed
down through generations. To be fully accepted
into Western society, however, there is a call for
scientific evidence to support its use, but the
research is in its infancy and there is a lack of
good-quality trials. Some of the prevailing problems are described here.
Few studies have employed sufficiently large
sample sizes to provide the research with statistical power, and furthermore, few have succeeded
in establishing satisfactory control groups. It is
virtually impossible to create a true placebo
group with an intervention such as acupuncture
because of its invasive nature. Many sceptics
would suggest that the effects of acupuncture are
mostly placebo. Wager et al. (2004) showed some
functional magnetic resonance imaging (fMRI)
similarities in a well-controlled placebo-effect
study with a reasonable sample size, including
deactivation of limbic structures. However, the
above authors did not find any activation of the
hypothalamus and cerebellum, which are activated by acupuncture.
Other research limitations include lack of
funding. Ironically, the best-funded research is
that which already has a strong evidence base.
Also, pharmaceutical companies are often
responsible for the funding of medically related
research, which opens the research up to accusations of a potential degree of bias. The pharmaceutical business could stand to loose a lot of
money if acupuncture were to proven as an
efficacious treatment for various conditions, and
one that comes with few negative side effects!
 2008 Acupuncture Association of Chartered Physiotherapists
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Nonetheless, acupuncture-induced analgesia
now has a growing body of corroborating evidence, supported by some good-quality trials.
The mechanisms of pain control that are thought
to be activated by acupuncture include:
+ Pain-gate theory – this occurs in the dorsal
horn of the spinal cord. Stimulation of largediameter muscle afferents by acupuncture
causes pre-synaptic inhibition by releasing
endorphins from the small-diameter A- and
C-fibres that transmit pain (Stux et al. 2003).
+ Diffuse noxious inhibitory control – also in
the dorsal horn. Nociceptive input from any
part of the body outside the segmental field of
the primary painful stimulus will inhibit the
pain signalled by convergent neurons (Le Bars
2002).
+ Descending inhibition – signals from the site
of needle insertion travel up the anterolateral
spinothalamic tract to synapse with the periaqueductal grey matter in the midbrain and
the hypothalamus. Together, these modulate
pain by the release of endorphins and
monoamines (Vanegas & Schaible 2004).
+ Limbic system – deactivation of the limbic
system, most notably the anterior cingulate
gyrus, as a result of acupuncture has been
shown in a number of fMRI studies (Cho et al.
1998, cited in Hopwood 2004; Wu et al. 1999,
2002; Biella et al. 2001; Hui et al. 2005). The
limbic system is key in the powerful affective
aspect of pain perception.
Even less controlled research has been carried
out in the field of CVA management with
acupuncture, although it was considered by the
World Health Organization to be one of 47
conditions that lend themselves to this intervention (Wong et al. 1999). A review by Park et al.
(2001) of all randomized controlled trials of
acupuncture compared to a non-acupuncture
control showed that most were of inferior quality. A more recent review of the literature by
Zhang et al. (2005) for the Cochrane Collaboration found that only 14 trials met the criteria of
‘‘randomized or quasi-randomized trials of acupuncture started within 30 days of stroke onset
compared with placebo/sham acupuncture or
open control in patients with acute ischaemic
and/or haemorrhagic stroke. Needling into skin
was required for acupuncture.’’
 2008 Acupuncture Association of Chartered Physiotherapists

Only three of the studies chosen by Zhang
et al. (2005) were considered high-quality, and
the majority only included ischaemic stroke. In
general, the above authors concluded that,
although suggestive of being beneficial, the evidence is not strong enough to indicate routine
use of acupuncture in this client group. Further
well-controlled trials are required. It should also
be remembered that the patients in these studies
were also receiving full standard rehabilitation
treatment that was not fully described.
However, most of the trials examined in the
above reviews investigated outcome measures
related to functional recovery, RoM or quality of
life. There appears to have been little research
conducted on the effect of acupuncture on
neuropathic pain. In a case report by Yen &
Chan (2003), it was suggested that its use alongside standard Western rehabilitation therapy produced significant improvement in a patient with
severe CPSP. Another case study by Donnellan
(2006) addressed the management of central pain
caused by traumatic brain injury. In this case,
seven treatments over a 6-week period reduced
a numeric pain scale from 5 to 0 out of 10.
The patient remained pain-free 6 months after
completion of acupuncture treatment. This suggests that acupuncture could be useful in the
management of pain of central origin.
The outcome measures used in the present
case study were subjective rating of vertigo, the
pain VAS, joint RoM, muscle strength and the
subject’s level of function. It might have been
useful to employ a measure such as the Motor
Assessment Scale, a validated measure of
motor function in stroke patients (Poole &
Whitney 1988), in order to make a more formal
assessment of Mr K.’s recovery.
The present author could also have incorporated LI20 and possibly Yintang to facilitate nasal
decongestion into her early treatment. However,
the objectives of the treatment were to alleviate
vertigo and pain.
Hansson (2004) cited several studies suggesting that electrical stimulation of the motor cortex
was effective in reducing CPSP. Therefore, it
follows that there may be an indication for
scalp electroacupuncture over the position of the
motor cortex in cases such as Mr K. This technique has been used in China to aid the motor
recovery of stroke patients (Park et al. 2001).
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It should be noted that Mr K. often felt the
scratch of the needle penetrating the skin
throughout his acupuncture treatment, but he
described none of the sensations that are associated with de qi after insertion. These include
numbness, heaviness, aching or tingling. Some
authors have suggested that the perception of de
qi is necessary for acupuncture to be effective
and that the experience of pain during acupuncture might negate its effects (Biella et al. 2001;
Hui et al. 2005). The sensations associated with
de qi are thought to be transmitted via the type II
and III muscle afferents via the spinothalamic
tract (STT). As mentioned above, damage to the
STT is implicated in the pathophysiology of
CPSP. This might explain the lack of de qi felt by
Mr K. Similarly, in cases of syringomyelia, where
a cyst restricts signalling in the STT, sufferers of
this condition have also been noted not to
experience de qi (Stux et al. 2003).

Conclusion
Although CPSP is one of the less-common
sequelae of stroke, it can be very debilitating for
those who suffer from it and the condition is
notoriously difficult to manage. Pharmaceutical
treatment is often inadequate and can be associated with unpleasant side effects. The outcome
of the present case study supports the findings
of Yen & Chan (2003), who reported that the
use of acupuncture alongside standard Western
rehabilitation can be effective in the management
of CPSP. Further investigation of the use of
acupuncture for the management of both this
specific type of neuropathic pain and others
would be of great interest.
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CASE REPORT

The use of acupuncture in the physiotherapy treatment of
pelvic pain in pregnancy
Sarah Rouse
Physiotherapy Department, Brighton and Sussex University Hospitals NHS Trust, Brighton, UK

Abstract
This case study describes the safe usage and effects of acupuncture during pregnancy. A
38-year-old woman presented at 24 weeks’ gestation with pelvic pain and low back pain, and
was followed through into the final weeks of her third trimester. At this stage, fatigue was also
a problem for the subject, and her symptoms affected her ability to adequately care for her
family. Treatment consisted of advice, exercises and acupuncture. A Visual Analogue Scale for
pain and subjective reporting of functional ability were used as outcome measures. A reduction
in pain and fatigue was observed, as was an increase in the subject’s ability to cope with the
demands of family life.
Keywords: acupuncture, low back pain, pelvic pain, physiotherapy, pregnancy.

Introduction
Pelvic pain (PP) and low back pain (LBP) are
common complaints during pregnancy (Kristiansson et al. 1996), and incidences of up to 75% have
been reported in the literature (Brynhildsen et al.
1998). Indeed, Noren et al. (1997) stated that the
majority of pregnant women experience some
kind of back pain during pregnancy. The risk
factors for developing PP include a history of
previous LBP, trauma to the back or pelvis,
multiparity, higher stress and low job satisfaction
(Albert et al. 2006). There has been some debate
over aetiology. Recently, the traditional explanation of hormonal influence resulting in ligamentous laxity giving rise to pain has been challenged
(Sandler 1996; Björkland et al. 2000) and a more
biomechanical model is becoming increasingly
accepted.
Traditionally, acupuncture has been used to
treat a myriad of pregnancy-related conditions,
including morning sickness, migraine, constipaCorrespondence: Sarah Rouse, Physiotherapy Department, Hove Polyclinic, Nevill Avenue, Hove, East
Sussex BN3 7HY, UK (e-mail: sarah.rouse@
bsuh.nhs.uk).
 2008 Acupuncture Association of Chartered Physiotherapists

tion, haemorrhoids and breech presentation; it is
also used for the induction of labour and pain
relief during labour (Budd 2006).
There are a growing number of studies that
suggest that acupuncture is safe and effective in
the treatment of PP and LBP during pregnancy.
In a randomized controlled trial (RCT) of 72
pregnant women with LBP and PP, Kvorning
et al. (2004) found that Visual Analogue Scale
(VAS) scores of pain intensity decreased in 60%
of patients in the acupuncture group compared
to only 14% in the control group. Importantly,
no serious adverse effects were found in the
patients and no adverse effects at all were identified in the infants. Although the above study
can be criticized for its small sample size, the
indications are that acupuncture is a useful painrelieving tool at a time when other forms of
analgesia are very limited. Similarly, in a larger
RCT, Elden et al. (2005) compared the effects of
acupuncture and stabilizing exercises to standard
treatment in 386 pregnant women with PP.
Acupuncture was found to be superior to stabilizing exercises in reducing pain. Again, no serious complications occurred during treatment.
Further RCTs (Wedenberg et al. 2000; Guerreiro
da Silva et al. 2004), as well as case study reports
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(Cummings 2003; Forrester 2003) and a retrospective study of 167 pregnant women treated
with acupuncture (Ternov et al. 2001), have
indicated that acupuncture appears to safely
alleviate LBP and PP during pregnancy, as
well as increasing the capacity for functional
activity.
Although, as always, more research is needed,
such studies lend support generally to the use of
acupuncture in obstetrics and specifically to the
following case report. Traditionally, however,
few physiotherapists use acupuncture within
obstetrics (Swan & Cook 2003), and indeed, at
AACP Foundation Course level, the use of
acupuncture at this time is discouraged. Therefore, it would seem prudent to consider possible
contraindications to treatment with acupuncture
in pregnancy. Forrester (2003) suggested that it
may be wise to avoid acupuncture during the
first trimester because there is a greater risk of
spontaneous miscarriage at this time and the
pregnancy loss could then be blamed on the
acupuncture. Indeed, none of the studies cited
above used pregnant women in their first trimester. However, in an RCT of 593 women with
nausea and vomiting in early pregnancy (mean
gestational age=8.5 weeks), Smith et al. (2002)
demonstrated that there were no differences
between study groups (patients received either
traditional acupuncture, formula acupuncture,
sham acupuncture or no acupuncture) in the
incidence of perinatal outcome, congenital
abnormalities, pregnancy complications and
other infant outcomes.
Other contraindications may include gestational
diabetes, incompetent cervix, pre-eclampsia and
uncontrolled epilepsy (Longbottom 2006). One
should also be aware of the following signs:
severe morning sickness, profuse bleeding,
severe abdominal pain, urinary tract infection
and intense itching of the skin (obstetric
cholestasis) (West 2001). In these circumstances,
acupuncture should not be used and the patient
should be referred to her general practitioner.
Leading on from this is the subject of ‘‘forbidden
points’’ during pregnancy. Much controversy
exists regarding this subject and forbidden points
vary according to different authors (Forrester
2003). West (2001) listed Large Intestine 4,
Spleen 6, Stomach 36, Gall Bladder 21, Bladder
(BL) 67 and the abdominal points as ones that
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are best avoided. She also advised practitioners
to avoid BL31 and BL 32 before 37 weeks. All of
these points are thought to induce labour. However, it is worth remembering that many and
varied points, including the above, have been
used in the literature without adverse effect
(Kvorning et al. 2004; Elden et al. 2005; Lund
et al. 2006).

Case report
The patient, L.H., presented at 24/40 with ‘‘mild
soreness’’ over the pubic symphysis (PS). This
pain radiated down her inner thighs and she had
a slight ache in her lower back. At this stage, all
symptoms were only manifest towards the end of
the day, VAS was 2/10, and on assessment, there
were few objective signs. Since L.H. had suffered
from severe PP in the third trimester of her first
pregnancy, she was currently hoping to prevent,
as far as possible, an increase in symptoms.
Therefore, she was provided with advice and
stability exercises; she would also start wearing
the maternity belt retained from her last pregnancy because she had found this to be helpful.
L.H. was reviewed one month later; her VAS was
8/10 and she was frustrated by her greatly
reduced mobility. She appeared fatigued and
emotional. The most significant findings on
assessment were bilateral trigger points in the
adductors and moderate tenderness over the PS.
Her LBP was negligible. In the light of her
hugely increased VAS score and overwhelming
tiredness, acupuncture was proposed as a treatment option, both because of its analgesic effect
and as a traditional Chinese medicine (TCM)
method of addressing fatigue (Stux & Pomeranz
1991).
On the basis of the studies mentioned above,
L.H. was considered a suitable candidate for
acupuncture. She was entering her third trimester
as treatment began and had no contraindications.
Since objective assessment of lumbar spine
and pelvis was unremarkable, acupuncture was
chosen over manual therapy as a more logical
treatment modality.
Acupuncture was chosen for its analgesic
effect (Table 1). The physiological rationale for
the selection of acupuncture to reduce pain can
be broken down into several parts, as follows.
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Table 1. Acupuncture regime: (LU) Lung; and (VAS) Visual Analogue Scale
Session

Points used

Duration (min)

Outcome

1

Two Ah Shi points
(bilateral adductors);
LU7 bilaterally

15

Subjective reporting of
decreased fatigue and pain;
no adverse effects

2

Three Ah Shi points
(bilateral adductors);
LU7 bilaterally

15

Good pain relief for
2 days post-treatment

3

Two Ah Shi points
(bilateral adductors);
two Ah Shi points over
the pubic symphysis;
LU7 bilaterally

20

Generally feeling more
energized;
experiencing ‘‘twinges only’’

4–9
(biweekly)

Two Ah Shi points
(bilateral adductors);
two Ah Shi points over
the pubic symphysis;
LU7 bilaterally

25

‘‘This is really helping’’;
VAS=3–4/10

Alterations in blood flow
Increases in blood flow to painful areas should
theoretically aid healing mechanisms, bringing in
nutrients and oxygen, removing metabolites, and
speeding homeostasis. Acupuncture has been
demonstrated to affect blood flow (Sandberg
et al. 2003). The above author found that de qi
stimulation (a sensation of distension, soreness,
heaviness or numbness) resulted in the most
pronounced increase in skin and muscle blood
flow.
Pain gate effect
Stimulation of mechanoreceptors (A fibres) by
acupuncture needles may bring about a pain
gate effect on both A (fast) and C (slow) pain
fibres in the posterior horn of the spinal
cord. This reduces the excitability of these cells
to pain-generated stimuli. This is referred to
as pre-synaptic inhibition (Stux & Pomeranz
1991).
Encephalin mechanism in the posterior
horn
Stimulation of the A pain receptor fibres by
needling may create a morphine-type effect on
the C-fibres that is caused by encephalinproducing interneurons in the substantia gelatinosa of the posterior horn (Low & Reed
1990).
 2008 Acupuncture Association of Chartered Physiotherapists

Encephalin mechanism in the descending
pathway
Again, stimulation of the A pain receptor fibres
(as above) may create a morphine-type (encephalin) effect on the C-fibre system, but this time via
centres in the midbrain involving serotonin as a
neurotransmitter (Low & Reed 1990).
Stimulation of the hypothalamic–
pituitary–adrenal and sympathetic–
adrenal–medullary axes
It is also highly likely that acupuncture will have
strong effects on the thoughts and emotions of
the patient. This affects the hypothalamic–
pituitary–adrenal axis (which leads in turn to
adrenocorticotropic hormone and -endorphin
production) and consequential cortisol production, as well as the sympathetic–adrenal–
medullary axis, causing a release of
catecholamines (adrenalin and noradrenalin).
These systems have important (albeit not very
well understood) effects on pain, cardiovascular
and immune system functioning (Haker et al.
2000; Alford 2006).
Effect on myofascial trigger points
Myofascial trigger points are tender, focal, hyperirritable spots located in a taut band of skeletal
muscle (Alvarez & Rockwell 2002). They are
thought to be the result of excessive release of
acetylcholine in abnormal motor endplates.
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Physical overload (such as in pregnancy), overwork fatigue and trauma have been proposed as
causative factors (Travell & Simons 1983, cited
by Filshie & Cummings 1999). Needling is
thought to deactivate the abnormal motor end
plate by providing a localized stretch to the
affected area as well as increased blood flow to
the hypoxic tissue (Edwards & Knowles 2003).
It is likely that many trigger points are Ah Shi
acupuncture points (Birch 2003).
Outcome and results
L.H. responded well to acupuncture. Her initial
subjective report of reduced PP was borne out in
a VAS score that decreased from 8/10 to 3–4/
10. De qi was obtained as the needles were
inserted for the majority of points. It was after
the inclusion of the Ah Shi points over the PS
that L.H. considered herself to be ‘‘much
improved’’. Biweekly treatment meant that this
patient was more able to cope with the rigours of
family life that involved caring for a 3-year-old
daughter and two stepchildren who lived in the
family home during the latter part of the week.
Tenderness over the PS and adductors reduced
over time. L.H. continued with stability exercises
(i.e. transversus abdominis, pelvic floor and static
gluteal contractions) throughout her treatment.
The acupuncture treatment is ongoing. L.H.
suffered from no adverse effects during the
treatment period.

Discussion
The acupuncture regime chosen for this patient
showed encouraging results: her PP gradually
decreased and her tiredness also became less of a
problem. On reflection, a distal point could have
been used to enhance the analgesic effect,
although this would have taken the total number
of acupuncture points over the suggested six to
eight in pregnancy (West 2001; Smith et al. 2002).
However, larger numbers of needles have been
employed in other studies. Guerreiro da Silva
et al. (2004) used an average of 12 needles and
Wedenberg et al. (2000) up to 10 needles.
Although the sample sizes of the acupuncture
groups were relatively small in theses studies,
no serious adverse effects were reported. However, in the present case, it seemed wise to
err on the side of caution in the light of the
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author’s relative inexperience of acupuncture in
pregnancy.
As well as variation in the number of needles
used, the literature also showed diversity in the
range of points chosen and the stimulation
techniques employed. West (2001) suggested that
very gentle techniques should be employed in
pregnancy. Hence, an even technique was used:
the needles were inserted, and then left in situ
without manipulation (Betts 2006). The initial
treatments lasted 15 min, again as advocated by
West (2001), increasing to up to 25 min. In
contrast, Kvorning et al. (2004) used two stimulations (including periostial stimulation) to obtain
de qi with unclear details of treatment times.
Wedenberg et al. (2000) also used two stimulations, but the needles were left in for 30 min for
all treatments. Elden et al. (2005) also left needles
in situ for 30 min and stimulated every 10 min.
Smith et al. (2002) employed a variety of needling
techniques (i.e. tonification, even and sedation).
Furthermore, Lund et al. (2006) compared two
different acupuncture modes. The pregnant
women in one group received subcutaneous
needling with no stimulation, whilst the second
group received intramuscular treatment with
repeated stimulation. Significant decreases in
pain were evident, and although the above study
can be criticized for its small sample size (47
women completed the trial), there was no
observable difference in pain reduction between
the two groups.
This lack of standardization amongst the treatment approaches observed in the literature continues into the realms of point selection (as
mentioned in the ‘‘Introduction’’ above). A
plethora of acupuncture approaches have been
used, including ear acupuncture (Thomas &
Napolitano 2000; Wedenberg et al. 2000), classical acupuncture (Guerreiro da Silva et al. 2004;
Lund et al. 2006), segmental acupuncture
(Forrester 2003), needling of myofascial trigger
points (Cummings 2003; Kvorning et al. 2004) as
well as points based on TCM diagnosis (Smith
et al. 2002). As can be seen, it is virtually
impossible to use the research in order to select
appropriate points. Therefore, patient-specific
clinical diagnosis and knowledge of forbidden
points must be employed.
In the present case, the majority of points used
were Ah Shi points (tender points). These could
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be interpreted as myofascial trigger points since
palpable taut bands were identified in the muscle
tissue needled. Two further Ah Shi points were
used directly over the PS, as suggested by West
(2001). Lung 7 was used bilaterally on the basis
of a very superficial TCM diagnosis. L.H.
appeared tired, pale, anxious and tearful.
This may have indicated a Lung qi deficiency
(Longbottom 2006). Had these symptoms not
improved, BL13 could also have been considered
in order to regulate and tonify Lung qi, thereby
reducing fatigue and calming anxiety (Hecker
et al. 2001).
From a more Western perspective, this calming effect could be attributed to the activation of
oxytocin pathways by acupuncture (UvnäsMoberg 2003, cited by Forrester 2003). Of
course, these symptoms may also have improved
because of the decrease in L.H.’s pain. One
should also consider the placebo effect. L.H.
attended therapy twice a week over several
weeks, and a relatively close patient–therapist
relationship was formed that involved much
humour and discussion. The effects of this rapport on her recovery should not be underestimated (Wall 1999, cited by Evans 2003).

Conclusion
Obstetric acupuncture within physiotherapy is
still in its infancy. A small but growing number
of RCTs have shown promising results in terms
of pain reduction and improved function.
Although a wide range of treatment protocols
have been utilized within the published studies,
making standardization difficult, it should be
emphasized that there were no significant
adverse effects in either the mothers who took
part or in their infants. Although a single case
study design is limited in its application, the
results of this report are in keeping with those in
the research. In China, acupuncture is commonly
used in pregnancy. Forrester (2003) suggested
that, in the UK, fear of litigation (should acupuncture be blamed for pregnancy loss) may be
more influential than a discerning review of the
literature. However, it cannot be denied that
further large RCTs would be useful in order to
increase the confidence of physiotherapists
embarking on their obstetrics acupuncture
journey.
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World Congress of
Physiotherapy, Vancouver,
Canada, 2–6 June 2007
Every 4 years, the World Confederation for
Physical Therapy (WCPT) holds an international
conference. Last year, the fifteenth WCPT World
Congress of Physiotherapy (WCP) was held in
the glorious city of Vancouver, Canada. Four
thousand delegates representing 84 countries
brought a wealth of ideas, research findings,
challenges and opportunities to the Vancouver
Conference Centre, located tantalizingly close to
the luxury cruise ships bound for Alaska and
other exotic locations! I was fortunate to be able
to attend this 4-day ‘‘physio-fest’’ and will
describe some of the acupuncture discussions
that went on there.
The International Acupuncture Association
for Physical Therapists (IAAPT) is a subgroup of
the WCPT that holds its general meeting every
4 years at the WCP. The Association is run by an
elected executive body made up of members of
various countries. The current members of
the Executive are from New Zealand, Canada,
Australia and the UK. The IAAPT exists to
provide an international network for mutual
cooperation between physiotherapists who use
acupuncture. It advocates a high standard of
acupuncture within its member countries, and
promotes international meetings and other
educational activities. Many practitioners in
countries where acupuncture is practised as part
of physiotherapy are not as fortunate as us in the
UK: they do not have specific interest groups or
representative organizations, but the IAAPT is
able to provide support.
The Association hosted an education session
at the WCP that was open to all delegates. This
well-attended meeting provided an opportunity
for those not yet using acupuncture within
their practice to listen to Dr Val Hopwood talk
about the benefits of integrating acupuncture
into physiotherapy practice. As ever, Val gave
an interesting, well-evidenced talk that was delivered with her characteristic skill and humour!
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Following this, Anne Beavis, a founder member
of the AACP, gave a short presentation on her
updated audit results. Ann originally carried out
an audit of acupuncture use within her busy
department in 1992, and she established that
acupuncture was more effective when used as a
first-line treatment than when used as a ‘‘last
ditch’’ approach. Despite Ann’s best efforts to
convince her colleagues of this, her repeat audit,
which was completed in 2006, showed very little
change in the pattern of acupuncture use by her
colleagues. She showed that the average number
of treatments required for both shoulder and low
back pain (LBP) were less when acupuncture was
used as a first-line treatment. Ann also gave a
short case history of successful treatment of a
long-standing calcaneal spur using acupuncture.
She based her treatment on a traditional Chinese
medicine (TCM) diagnosis and also used the
technique called ‘‘surrounding the dragon’’
around the painful spur. The delighted patient
was pain-free in nine treatments!
Lucy Ireland from New Zealand gave a short
presentation of the use of acupuncture to relieve
pain and promote function in two cases of
chronic regional pain syndrome type 1. Lucy had
used acupuncture alongside other treatment
modalities, including pain medication, nerve
blocks and cognitive behavioural therapy. Her
treatment had relieved pain and improved limb
function in both cases.
Finally, Michael Kay from Canada gave a
presentation on his experience of using acupuncture on the Baxie points of the hand (Fig. 1) in
association with active exercise to promote
return of function following fracture of the distal
end of the radius. Some of his patients were not
too keen on having any needles, so Michael used
an acupuncture-like transcutaneous electrical
nerve stimulation (Acu-TENS) machine and
achieved equally good improvement in outcome.
The WCP also hosted an Acupuncture
Research Platform session. This gave four
researchers the opportunity to present their
work. Emma Tebbutt described her research
done as part of her Acupuncture MSc Course at
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Figure 1. Acupuncture on the Baxie points of the hand:
(EX-UE) extraordinary acupoints – upper extremities.

Coventry University. Emma looked at the effect
of electroacupuncture (EA) and conventional
acupuncture on four points in the hands and
forearm [Large Intestine (LI) 4, LI11, Sanjiao 5
and Small Intestine 3] to promote healing of
chronic leg ulcers. This single case study series of
six patients showed that five subjects had smaller
ulcers following 5 weeks of twice-weekly acupuncture. At long-term follow-up (3 months),
one patient’s ulcer had completely healed, one
continued to improve, two partially regressed
and one subject was lost to follow-up. Emma’s
work illustrated an effect of acupuncture rarely
used in the UK and also gave an insight into the
highs and lows of running a clinical research
project!
Professor Alice Jones from Hong Kong presented the results of a clinical trial evaluating the
effect of Acu-TENS over Ding Chuan (Extra
Point 14) on breathlessness in elderly patients
with chronic obstructive pulmonary disease.
Acu-TENS was applied for 45 min bilaterally,
and this resulted in a 17% improvement in selfreported dyspnoea scores and a 12% increase in
forced expiratory volume in 1 s (FEV1). These
were short-term improvements, and Professor
Jones acknowledged that further studies looking
at long-term benefit were needed. Another study
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using similar Acu-TENS was presented by Ms
Shirley Ngai, also working with Professor Jones
in Hong Kong. This time, the research looked at
the effect of Acu-TENS applied to Ding Chuan
and Lung 7 on post-exercise breathlessness in
patients with exercise-induced asthma. Although
a minor improvement in FEV1 was noted
among the small group of study participants who
received Acu-TENS both prior and during suboptimal exercise, this result was not statistically
significant and Ms Ngai proposed a repeat of the
experiment using a larger sample size. I was
intrigued that both these researchers cited the
benefits of Acu-TENS over true acupuncture,
drawing attention to the possible adverse effects
of acupuncture as an invasive technique!
Finally, Ms Suzanne McDonough presented
the results of a feasibility study looking at the use
of the Park sham needle as a possible placebo
arm of a study looking at the specific effect of
acupuncture in acute LBP. The Park needle is
similar in design to the Strietberger needle, and
although the patient feels a small prick, the shaft
of the needle telescopes into itself, preventing
the needle from penetrating deeper tissues. The
needle proved to be a suitable placebo treatment
and preliminary results of the study supported
the specific effect of acupuncture in reducing
acute LBP.
Abstracts of these presentations and all the
others given at the WCP can be accessed free
from the WCPT website (www.wcpt.org/
congress/). An audio recording of all these
presentations is available for loan at the AACP
Office in Peterborough or can be purchased via
the WCPT website.
With over 220 platform presentations, hundreds of posters and a vast array of trade
displays, I was certainly kept very busy over the
4 days of the WCP. It was a wonderful showcase
of our diverse and expanding profession, and
has stimulated continuing debate. You can
follow this by logging on the WCPT website and
following the link to the discussion forums.
I would like to thank the AACP for financial
assistance that enabled me to attend this congress.
Merian Denning
IAAPT Representative
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British Acupuncture Council
Annual Conference, Cirencester,
UK, 15–16 September 2007
It proved to be a sunny and warm late summer
weekend for the British Acupuncture Council
(BAcC) Annual Conference, which was held
once again at the Royal Agricultural College in
Cirencester.
It is always an uplifting experience to interact
with so many practitioners dedicated to holism,
where topics such as Shen, spleen energy and
secondary vessels permeate discussion. This was
a timely reminder that acupuncture is not only a
developing, evidence-based intervention, but a
skill that remains an art form in the truest sense,
one that can offer so much to the patient in need.
This time around, I attended as a guest, on
behalf of our Chair, Jennie Longbottom. As ever,
the weekend proved to be a valuable refresher in
traditional concepts, and an ideal opportunity to
don both hats and promote the AACP amongst
its complimentary peers.
Key members of the BAcC view the AACP as
symbiotic in the pursuit of regulation and hold us
in high regard. This is very heartening indeed,
and testimony to all the hard work put in by
AACP Board members and representatives
thus far. However, what proved obvious at this
weekend, and certainly in my experience on the
‘‘shop floor’’, is a lack of understanding regarding
how both TCM practitioners and chartered
physiotherapists practice and deliver their skills.
Having discussed this with a number of my
colleagues at the Conference, one suggestion I
have is for you, the membership, to perhaps
consider some ‘‘pollination’’ with local BAcC
members. There is an extensive continuing professional development network throughout the
country provided by regional representatives,
and I am sure that you would be warmly welcomed to the occasional group meeting. Interaction with diversity can only be a positive thing
and it will promote the ultimate aim, that of the
best possible service delivery to our patients.
Have a think about it and perhaps give it a try.
More details can be found on the BAcC website
(www.acupuncture.org.uk).
What follows is a summary of those sessions I
attended over the weekend.
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Obstetric Acupuncture (Debra Betts)
A renowned practitioner from New Zealand,
Debra Betts examined the safety and effectiveness of the use of acupuncture to treat nausea,
breech presentation and induction. She also
described a variety of research papers from
Western medical journals that focus on relevance
and application in clinical practice, highlighting
the very low incidence of stillbirth and premature
labour in those women who receive acupuncture.
Debra also made clear reference to the relevance
and benefits of a holistic treatment plan rather
than that of purely pain relief with empirical
point selection. This was a very well-delivered
and most stimulating session.
What Is Acupuncture? (George Lewith)
A familiar figure to the AACP and acupuncture
profession as a whole, George Lewith posed a
number of pragmatic questions with respect to
our perception and clinical application of
research and evidence-based medicine. Is there
such a thing as an implicit randomized controlled
trial? He discussed the implications of this within
the broad framework of an intervention model,
encompassing not just clinical reasoning, but
also factors that derive from psychosocial and
economic considerations. George said, ‘‘Acupuncture is not just about prescription. . . It is
a dynamic between the practitioner and
patient, and one model doesn’t fit all.’’ This was
thought-provoking, to say the least.
Integrating Cupping Therapy for
Myofascial Pain (Ilkay Chirali)
Ilkay Chirali’s Traditional Chinese Medicine Cupping
Therapy, now in its tenth edition, has become a
standard text throughout both the UK and
elsewhere around the world. He presented a
practical workshop of cupping techniques
applied purely within a TCM framework. This
was an exiting session delivered with both artistic
and enigmatic flair. Seek out one of his courses
and see for yourself (www.cuppingtherapy.
co.uk).
‘‘Battlefield’’ Acupuncture (Dr Richard
Niemtzow)
The name ‘‘battlefield acupuncture’’ was coined
by Dr Richard Niemtzow in 2001 in the course
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of researching a more efficient auriculotherapy
system for the rapid relief of pain. A senior
medical officer in the US Air Force, he developed his system for the treatment of both acute
and chronic pain, most notably in the management of amputees returning from active duty in
Iraq. Richard also believes that there is scope for
its application with personnel on operational
duty, hence the somewhat dramatic title. The
methodology favours the processing and modulation of pain in the central nervous system,
involving the hypothalamus, thalamus, cingulate
gyrus and cerebral cortex, supported by functional magnetic resonance imaging (fMRI)
research studies by Cho et al. (2001).
Typically, aiguille semi-permanente or ASP gold
needles are administered sequentially to five
specific points in the ear. After each insertion,
the patient is allowed a time frame of about
2 min to determine whether pain attenuation has
occurred. The number of points used is dependant upon efficacy. Both ears may be needled if
required. The needles may be left in situ for
hours, or even days, if required. No incidence of
infection has been reported.
A practical demonstration was carried out with
a random selection of willing members of the
audience, and I have to say, the results were
rather impressive – so much so that I intend to
integrate its use into my clinical practice in the
near future.
Infection Control for the Acupuncturist
(Jan Stringer)
Following a reported incidence of serious infection amongst more than 40 patients at a single
clinic in Korea, microbiologist and acupuncturist
Jan Stringer took a critical look at infection
control protocols in both Korea and the UK.
The investigation in Korea concluded that
infection control procedures were poorly understood and implemented, particularly so in the
clinic in question. Findings were compared and
contrasted with procedures in the UK.
This well-delivered and absorbing session
proved without doubt that adherence to current
standards of practice significantly reduces any
risk of serious infection to an absolute minimum.
This was very reassuring, particularly at a time
when there appears to be regional variance in the
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perception and implementation of certain
aspects of infection control policy.
Regulation Update (Mike O’Farrell)
Mike O’Farrell, the Chief Executive Officer of
the BAcC, and a staunch supporter of the
AACP, gave an update of regulation proceedings. This is perhaps a somewhat bland subject,
but one that all members should actively seek to
understand. We thank Val Hopwood for her
similar reports to the AACP via the Journal.
Mike Chapman
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Society for Acupuncture
Research Annual Conference,
University of Maryland at
Baltimore, Baltimore, MD, USA,
8–11 November 2007
At the time of writing this report, it has been a
week since the end of this engaging and eventful
3.5 days, entitled ‘‘Advancing the Credibility and
Uniqueness of Acupuncture Through Research’’.
The task of compiling a synopsis of all that
was presented and discussed was an onerous
one, partly because of the consistently high
quality and sheer number of presentations delivered over the course of this conference. This also
required copious note-taking since handouts
were not provided. However, in transferring
my observations from hard copy to electronic
format, several recurrent themes emerged. These
act as links between the presentations, thereby
illustrating the interconnectedness of all facets of
acupuncture. Therefore, I have decided to structure my report using these recurring themes in
the hope that, not only will this engage the
readership of the Journal, but also ensure that the
salient points made by all of the many contributors to the Society for Acupuncture Research
Annual Conference (SARAC) are included.
Review of the past 10 years of
acupuncture research
On Friday morning, following the preconference workshops of Thursday, the SARAC
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began in earnest with a retrospective look at
10 years of acupuncture research. Richard Nahin
was optimistic because, while research for complimentary and allied medicine on the whole
appears to have reached a plateau, specific funding for acupuncture is on the increase. He then
went on to present a historical overview of how
acupuncture research had changed in terms of
randomization, the use of sham, blinding and the
sources of evidence utilized to justify treatment
procedures. Of note was that, while the National
Institutes of Health recommended research into
several conditions 10 years ago, three of these,
namely lateral epicondylitis, asthma and stroke
treatment, have been largely neglected.

Research design issues
Expanding on Richard Nahin’s retrospective, a
recurring theme over the course of the SARAC
was how appropriate research design has been
over the past 10 years. This issue prevailed
from its introduction by Hugh McPherson on
Thursday to Richard Hammerschlag’s closing
address, being taken up specifically by Karen
Sherman, Rosa Schyner, Andrew Vickers, Claire
Cassidy and Charlotte Patterson, the latter two
speakers approaching it from a qualitative standpoint.
It was universally accepted that acupuncture
treatment represents a multifaceted and complex intervention. It was also clear that the
context and intentionality of acupuncture treatment could not be ignored. Finally, both the
specific quantitative and the non-specific qualitative effects of treatment were viewed as being
inseparable.
Bearing all this in mind, it was proposed most
convincingly by Hugh McPherson (whose
recently published text on acupuncture research
is reprinted in this issue, see pp. 39–46) that
pragmatic designs were best suited to study
whole-treatment effects. A difficulty foreseen
with this type of design is maximizing internal
validity. In addition, consideration must be given
to inclusion and exclusion criteria, and the qualifications of practitioners involved in studies.
Notwithstanding this, such design would offer
real-life evidence of cost benefits and have the
capacity to influence policy.
 2008 Acupuncture Association of Chartered Physiotherapists

The concept of true versus sham
acupuncture and placebo in research
In essence, because of the lack of a clear mechanism of action of acupuncture, it was consistently argued that sham acupuncture techniques,
as used in research, lacked credibility when
compared to the placebos used in drug trials.
This topic was also taken up by the contributors
mentioned under ‘‘Research design issues’’
above, and little ambiguity was expressed in the
universal lack of support for the use of sham
acupuncture in research. From published studies,
the trend of statistically significant benefits using
both sham and true acupuncture over and
above usual care presents a double-edged sword.
Supporters of acupuncture use would claim that
such findings merely reveal a less-thanconvincing placebo effect, while detractors
would claim that acupuncture is no better than
placebo. Furthermore, research into chronic
conditions with sham acupuncture also has to
contend with the confounder of central sensitization. It now seems clear that the results of
such studies are unhelpful in themselves in terms
of influencing practice, but provide direction
to future research, as advocated by Hugh
McPherson et al.
Interpretation of imaging studies
Workshops on fMRI and acupuncture clinical
trials were on offer in the Thursday afternoon
session. I chose the former, which was taken by
Norman Kettner and Vitaly Napadow, and
included an overview of neuroplasticity, highlighting the complexity of treatment as an interaction between two human beings. Once the
specifics of acupuncture research using fMRI
were presented, including the masses of imaging
data analysed, the many value judgements necessary, normalizing and smoothing of data, and
correction for artefacts, in addition to the
favoured use of non-magnetic silver needles, this
session provided participants with the opportunity to critically review fMRI studies in groups.
The structure of this session helped put the
maxim of ‘‘you learn by doing’’ into practice, and
all participants gained a clearer view of fMRI
research processes and, thus, how to critically
review such potentially persuasive publications.
Critical to this area of study is that, as Vitaly
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reported, the paper by Cho et al. (1998) investigating Bl67 and its influence on the visual cortex
has been retracted since publication.

The German Acupuncture Trials
Klaus Linde and Albrecht Molesberger presented
an account of the German Acupuncture Trials
(GERAC) at Friday’s lunchtime session. Interestingly, GERAC was born out of a policy deal in
which acupuncture practice was allowed in
Germany on the proviso that an extensive and
robust programme of research was carried out.
These large trials initially identified the widespread use of acupuncture in Germany, its safety,
length of practitioner training and its use in
specific conditions such as osteoarthritis of the
knee, LBP, migraine and tension-type headache.
The results of GERAC pose questions such as
whether true, authentic or verum acupuncture
exists, and whether point specificity is important,
not to mention depth and location issues.

subject of much of Helene Langevin’s morning
presentations on both Thursday and Saturday.
Helene argued that studying the mechanism of
action of acupuncture and constructing research
based upon this was as important as studying
diabetes with foreknowledge of its pathophysiology and hence treatment physiology. In essence,
this topic presented more questions than
answers, for example: ‘‘What is acupuncture?’’,
‘‘What are acupuncture points?’’ and ‘‘What is de
qi?’’
We were reminded of the various physiological
effects of acupuncture, including autonomic
responses via sensory afferent stimulation, a
change in tissue pH, cytokine release, limbic
system modulation, neuroplastic mechanisms,
anti-inflammatory responses, fibroblast responses and changes in electrical skin impedance. She also referenced the overlap found
between acupuncture points and trigger points,
and illustrated the loose connective tissue wind
up and fibroblastic changes associated with even
minimal needling. In addition, Helene hypothesized that the interconnected fibroblasts and
lose connective tissue network may represent a
correlate of TCM’s meridians. Additional connections were made to the impact of manual
therapy on this complex and active tissue matrix;
in particular, she linked this concept to postural
conditions providing direct clinical relevance to
these concepts.
In terms of de qi, Helene presented ultrasound
images of needling in proximity to the median
nerve, suggesting that that de qi is not dependent
on either nerve contact or movement. She
questioned whether de qi could be related to the
stimulation of nerve branches and be affected by
needle manipulation, such as turning, but perhaps not be a mechanism restricted to specific
points. Helene’s proposal was that de qi may be
related to unaccustomed movement or stretch of
tissues, and therefore, may not be point-specific,
although its intensity may well be.

The anatomy and physiology of
acupuncture
Various models and theories were expounded
regarding the possible anatomy and physiology
of acupuncture points and meridians over the
course of this conference. This topic was the

Theoretical mechanism behind
acupuncture
On Saturday, Lixing Lao proposed mechanisms
behind both the anti-inflammatory and analgesic
effects of EA. Using animal models, reduced
inflammation and oedema were seen to occur via

The pros and cons of systematic reviews
and meta-analysis
This issue was directly tackled by Klaus Linde on
Thursday morning and later echoed by many
speakers presenting research into acupuncture
for specific conditions over the following days.
Klaus highlighted the importance of using systematic review to condense the available evidence into a format that could most directly
influence practice. He also detailed the interpretation of forest plots and how these differ in
systematic reviews versus meta-analyses. To date,
convincing evidence has been found for acupuncture use in nausea [specifically using Pericardium (PC) 6], osteoarthritis of the knee,
cervical pain and LBP. However, both Klaus and
other authors advised close inspection of such
papers in terms of the quality of each of the
studies reviewed, and the potential for type I and
type II errors in the interpretation of results.
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the hypothalamic–pituitary axis, with increased
cortisone from the adrenal gland and increased
plasma levels of adrenocorticotropic hormone
leading to a reduction in inflammation via a
separate pathway to that for the anti-hyperalgesic
effects that occur via spinal and supraspinal
opioid pathways.
John Longhurst looked at the neural mechanism in acupuncture-associated cardiovascular
regulation, detailing an EA experiment where
bradykinin was administered to the gall bladder
of cats, leading to an increase in blood pressure.
Subsequent acupuncture needling to PC5 and
PC6 resulted in a reduction in blood pressure
that was reversed by the administration of
naloxone, an opioid antagonist. John also noted
the importance of glutamate and nociception,
and the effect that acupuncture has on the
ventrolateral periaqueductal grey matter and
raphe nucleus, influencing serotonergic activity.
When talking of acupuncture for gastrointestinal pathology, Joseph Sung considered the
role of the neurotransmitters and receptors in
the treatment of gastrointestinal pain; for
example, the function of serotonin and
5-hydroxytryptamine when assessing the concept of central sensitization and acupuncture
treatment for conditions such as peptic ulcers,
irritable bowel syndrome and colitis.
In his talk on acupuncture in respiratory
disease and, more specifically, allergic asthma,
Xiu Min Li suggested that the question of
whether the primary mechanism of acupuncture
is immunological, hormonal or neurological still
remains.
Evidence for the use of acupuncture in
specific conditions
I have listed below the speakers and conditions
for which evidence was provided in support of
acupuncture treatment:
+ Eric Manheimer, ‘‘Systematic review and
meta-analysis of acupuncture for knee osteoarthritis’’;
+ Karen Sherman, ‘‘Does acupuncture relieve
back pain?’’;
+ Remy Coeytaux, ‘‘Acupuncture for headache
and cervical spine pain’’;
+ Caroline Smith, ‘‘Acupuncture in women’s
health’’;
 2008 Acupuncture Association of Chartered Physiotherapists

+ Jongbae Park, ‘‘Acupuncture for some neurological conditions’’;
+ Joseph Sung, ‘‘Acupuncture in gastrointestinal
pathology’’;
+ Xiu Min Li, ‘‘Acupuncture in respiratory disease (allergic asthma)’’;
+ Andrew Vickers, ‘‘Acupuncture in the care of
the cancer patient’’;
+ Terry Oleson, ‘‘Acupuncture in metal health’’;
+ Elisabet Stener-Victorin, ‘‘Acupuncture and
female infertility’’; and
+ Richard Harris, ‘‘Acupuncture in fibromyalgia’’.
Remaining questions and future directions
‘‘Prediction is very difficult, especially about
the future.’’ – Niels Bohr
Thus began Richard Hammerschlag’s concluding
address to the conference attendees. Richard
then proceeded to convince us of the existence
of an ultimately false collaboration of acupuncture researchers who were developing online
white-paper proposals for acupuncture use. This
collaboration, he argued, was made up of ourselves, the conference attendees. Richard tied up
many of the loose threads that had been spun
over the course of the previous 3 days and
revisited many of the unresolved issues relating
to acupuncture research.
The circular, non-hierarchical model of evidence sources was to be favoured and the issue
of statistical versus clinical significance was
restated. The important point was that, in the
same way that one negative drug trial does not
damn pharmacology as a discipline, one negative
trial using a specific treatment protocol on a
specific pathology should not damn acupuncture
as a treatment discipline, and vice versa. A call to
dismiss the whole concept of sham acupuncture
was made because of the complexity of the
treatment context, expectation and various other
confounding factors, not to mention the lack of
any clear mechanism of action for acupuncture.
The use of long-term studies to assess changes in
the trajectory of illness in favour of pre- and
post-intervention snapshots was suggested in
tandem with a more balanced view of the value
of both quantitative and qualitative research
methodologies.
Andrew Bannan
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Obituary

Simon Mockett, Deputy Head of
Division/Research Coordinator,
Division of Physiotherapy
Education, University of
Nottingham, Nottingham, UK
It is with great sadness that we must report of
the sudden death of Simon Mockett on 17
September 2007 (Fig. 1). He was a good friend to
the AACP and to many of us in it.
Simon was instrumental, with Ian Rutherford,
in setting up the diploma course at Nottingham
Physiotherapy School. He became a mentor to
those of us who began our teaching careers as
participants on that programme.
Simon will be remembered with affection by
all the graduates of the Acupuncture Certificate
and subsequent Diploma. His enquiring mind
and impatience with shoddy science was a great
inspiration to us all, and he helped to set the tone
for the future Master’s Degree. Simon was
always interested in the topic that we were
teaching – so much so that he enrolled on the
basic course and learned how to do it himself!
His ambition for the course extended to making it a true Master’s Degree, and Simon worked
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Figure 1. Simon Mockett.

hard with us to get it accepted by Nottingham
University. Although he was disappointed when
it was turned down, his generosity in helping us
gain acceptance from Coventry and his subsequent 4-year term as our external examiner
helped to establish the current high standards.
What we shall remember most is how much
Simon enjoyed life; his company was always
stimulating and always fun. He had a big laugh
and used it often.
He will be very much missed.
Val Hopwood
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Research abstracts

Introduction
The following abstracts are a small sample of the
dissertation projects of the cohort of students
who undertake the MSc at Coventry University,
Coventry, UK, each year. Only one has been
formally published so far, Liz Tough’s study of
acupuncture in medicine.
Dr Val Hopwood

as a treatment intervention. Chronic asthmatics
were the study participants (n=4), and the
AQLQ and the PEFR were the outcome
measures. All the participants were female (mean
age=39.75 years; median=39.50 years; sad=
8.65) and each received two TCA treatments a
week for 4 weeks in the B phases only. The
AQLQ score was recorded every 3 days and the
PEFR was recorded daily throughout all phases
(ABAB).

Acupuncture in chronic asthma
Background
In recent years, there has been an increasing
incidence of bronchial asthma and it is now
considered a major health problem: bronchial
asthma is the only treatable life-threatening condition in the West with a rising mortality rate.
Acupuncture has traditionally been used to treat
asthma in China for many hundreds of years and
there is considerable interest internationally in its
usage. The aim of this research was to assess the
efficacy of individualized, non-prescriptive traditional Chinese acupuncture (TCA) in reducing
the functional problems experienced with
chronic asthma.
Methods
Research hypothesis 1. A patient receiving standard
pharmacological care for chronic asthma will
improve their Asthma Quality of Life Questionnaire (AQLQ) score with the introduction of
acupuncture.
Research hypothesis 2. A patient receiving standard
pharmacological care for chronic asthma will
improve their peak expiratory flow rate (PEFR)
with the introduction of acupuncture.
The study employed an ABAB single-system
design over 4 months, with each phase lasting
28 days. The A phases of the design were periods
of no intervention, during which baseline
measurements were taken, and the B phases of
the design involved the implementation of TCA
 2008 Acupuncture Association of Chartered Physiotherapists

Results
Graphs of the data were analysed by visual
inspection and the C-statistic was employed for
statistical analysis. Analysis of the AQLQ results
showed that data from two out of the four
participants supported research hypothesis 1
both visually and statistically (P<0.05). Evaluation of the PEFR data showed that three out of
the four participants’ data supported research
hypothesis 2 both visually and statistically
(P<0.05).
Conclusion
Although the statistical power of this study is
very limited overall, the results cannot conclusively recommend the use of TCA as an adjunct
to standard pharmacological care of a chronic
asthma patient to improve quality of life; however, its usage may be recommended to improve
PEFR within the same disease group.
Keywords: acupuncture, Asthma Quality of Life
Questionnaire, chronic asthma, peak expiratory
flow rate.
Jon Hobbs
Coventry MSc, 2001–2003

Acupuncture in migraine
Background
Migraine/chronic headache is one of the most
common benign health problems affecting
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general adult populations in Western industrialized nations. The financial costs associated with
healthcare utilization and lost work productivity
are huge. The phenomenon of quality of life
(QoL), which has gained increasing attention in
recent years, has not been adequately investigated with regard to acupuncture treatment and
migraine/chronic headache.

Conclusion
It is evident from the results of this pilot study
that acupuncture leads to positive trends in the
QoL of patients with migraine/chronic headache.
Further, larger-scale research with regard to acupuncture’s influence on QoL will be beneficial
in tackling the ever-increasing migraine/chronic
headache population, which is costing the
National Health Service a great deal of money.

Methods
This pilot study used a survey design and a postal
questionnaire as the data collection tool. The
questionnaire was comprised of scales from the
36-Item Short-Form Health Survey (SF-36) and
the Headache Impact Test (HIT-6) questionnaires. In addition to this and demographic
information with regard to age and gender,
respondents were also asked about the type of
treatment that they had received, the number of
general practitioner consultations for headaches
that they had attended, and the number of days
off from work or other activities that had been
a result of headaches. Recruitment was conducted retrospectively from the databases of the
pain clinic at Northampton General Hospital,
Northampton, UK.

Keywords: acupuncture,
migraine, quality of life.

Results
Twenty-four patients were recruited. Seventeen
responded within 4 weeks and two stated that
they did not wish to participate. Hence, 15
respondents formed the final cohort. Because of
the small sample size, the results were not
statistically significant; however, many valuable
observations were made. The minimum, maximum and median scores of the SF-36 domains in
the acupuncture group were higher when compared to the non-acupuncture group. This
implied that respondents in the acupuncture
group perceived an improvement in QoL when
compared to the non-acupuncture group. In the
HIT-6 domain, scores for the acupuncture group
ranged from 48 (minimum) to 68 (maximum)
and had a median of 60. In the non-acupuncture
group, scores ranged from 55 to 76 and had a
median of 64. The lower scores in the acupuncture group implied that these respondents perceived less headache-related impairment in QoL
and fewer limitations with activities.
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Dakshika Govan
Coventry MSc, 2003–2006

A critical review of the effect of
acupuncture on sleep
dysfunction when associated
with musculoskeletal pain
Background
The aims of this study were to conduct an
extensive review of the available literature on the
subject of the effects of sleep dysfunction and its
relationship to musculoskeletal pain, and to
answer the question: is acupuncture effective in
improving sleep quality in individuals suffering
from musculoskeletal pain?
Methods
The study took the form of a critical review of 11
experimental design studies.
A computerized search of seven databases
and then a hand search using the keywords
‘‘acupuncture’’, ‘‘sleep’’ and ‘‘pain’’, conducted
between March 2006 and June 2006, was completed, and 11 studies that met the inclusion
criteria set by the author were found, ranging in
publication date from 1992 to 2005, from a total
a sample size of 798.
The methodological quality of the studies was
evaluated according to a set of formal criteria
adapted for the purpose of this review. The
studies were not combined for statistical analysis
because of variations in methodology.
Results and conclusion
Acupuncture appears to be effective as a treatment for sleep dysfunction when this is related
 2008 Acupuncture Association of Chartered Physiotherapists
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to musculoskeletal pain. Acupuncture effectiveness is difficult to assess as a therapy using the
pharmacological model of the randomized controlled trial. Reporting of evidence can be poor.
There is a plentiful amount of observed evidence
to promote the use of acupuncture for sleep
dysfunction. There is a physiological basis for the
use of acupuncture for sleep dysfunction when
this is related to musculoskeletal pain. There are
more suitable methods of evaluating acupuncture
research to allow for all aspects of quality to be
assessed.
Keywords: acupuncture, sleep, pain.
Sally J. Mogford
Coventry MSc, 2003–2006

Lack of effect of acupuncture on
electromyographic activity: a
randomized controlled trial in
healthy volunteers
Background
Acupuncture is used clinically to treat muscle
spasticity and flaccidity. Claims have been made
that acupuncture can affect muscle electromyographic (EMG) activity, although there is some
doubt about the reliability of these studies. This
study’s aim was to examine the immediate effects
of acupuncture on the EMG activity of the
common wrist extensor muscles.
Methods
Thirty-five healthy right-handed volunteers
(17 males and 18 females, aged 18–70 years)
were recruited from a convenience sample. Five
subjects provided reliability data, and the remaining 30 took part in the main study. The study had
a crossover, within-subject design, with the interventions counterbalanced. The three conditions
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were: genuine acupuncture to Large Intestine
(LI) 4 (Hegu) and LI10 (Shousanli) for 20 min,
with de qi; inappropriate acupuncture to Pericardium (PC) 3 (Quze) and PC6 (Neiguan) for
20 min; and 20 min of a no-intervention control.
All participants received each condition in random order. The outcome measure was surface
EMG activity recorded over the common wrist
extensor muscles during a 10-s, sub-maximal
isometric contraction. The average of three readings was used. The reliability of the outcome
measurement was assessed in five volunteers
selected at random who received repeated EMG
recordings without acupuncture.
Results
The reliability tests showed that the EMG procedure was highly reliable, with an intraclass
correlation coefficient of 0.9996 and a standard
error of measurement of 0.014 mV. In the main
study, paired t-tests for the effect of the order of
the first two interventions showed no detectable
carry-over effect. Freidman analysis of variance
found no difference between the three conditions (P=0.573).
Conclusion
No meaningful change was detected in EMG
activity following acupuncture interventions, but
this study provides a sound protocol and normative values on which to plan future research.
Keywords: acupuncture, common wrist extensors,
electromyography, randomized controlled trial.
Liz Tough
Coventry MSc, 2000–2003
Liz Tough is presently at the Peninsula Medical
School, University of Plymouth, Plymouth, UK (e-mail:
elizabeth.tough@pms.ac.uk). This study was
published in Acupuncture in Medicine, 2006, Vol.
24, No. 2, pp. 55–60.
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A work in progress: AACP two years on

It seems incredible that, 2 years ago, the AACP
as it exists today was no more than a vision for
those who believed that the time for change had
come. It had become necessary to assert the
organizational voice both politically and professionally. The AACP needed to step up a gear by
putting systems in place that would facilitate the
aims of the Association and represent the professional interests of the members. The shift to
running the AACP as a professional and transparent organization was welcomed. The organization now needed a base where membership
services and interests could be coordinated.
Since February 2006, over 900 members have
joined to strengthen the Association. Of those,
320 joined through the 40-Hour Top-Up route.
The membership now numbers just over 5000. It
is testimony to the early visionaries involved in
bringing the AACP together, both past chairs
and current leaders, that the Association is the
organization it is today.
So, what have we been doing for the past
2 years? Quite a lot actually, and we hope that
you have noticed. Here is a quick reminder of the
original aims of the AACP and an outline of how
far we have come.

Regulation and monitoring
Frustratingly, the move to regulate the use of
acupuncture continues to be delayed. The AACP
recognized early that standards of membership
had to be set before the Health Professions
Council (HPC) would consider us as a regulatory
body. As part of this process, stringent membership criteria were introduced and the monitoring
of continuing professional development (CPD)
became de rigueur. The 40-Hour Top-Up and
80-Hour Foundation courses were introduced,
thus ensuring that all members joining after 2005
had undertaken 80 hours of training as a minimum requirement. Representatives of the
Association continue to work with the Department of Health (DH) and liaise closely with the
Chartered Society of Physiotherapy (CSP) on all
aspects of regulation, and work hard to ensure
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that the professional standing of the membership
and their level of expertise are not overlooked.

Representation: public,
Government and professional
The AACP has developed close working relationships with a variety of stakeholders, public,
Government (DH) and professional (e.g. CSP
and HPC), ensuring that the interests of members are represented and that the profile of
acupuncture used within physiotherapy is raised
in appropriate forums.

Promotion of the profession
The Association’s voice is being heard more
within the world of acupuncture. Senior representatives are often asked to provide comment in
the media or to sit on committees where AACP
membership views and concerns can be voiced.
It is important that we do not lose the ground
that we have made with regard to the promotion
of the use of acupuncture. We must continue to
forge links with other organizations instrumental
to the ongoing success of the Association and its
members. We have also established links with
charities and health-related organizations with a
view to providing comment on the treatment of
some health problems during specific healthcare
information weeks. Higher education institutions
that teach physiotherapy have also been
approached and issued with literature for their
students that promotes the Association and
details membership requirements for those wishing to enhance their skills upon graduation.

Accreditation
The AACP has taken the step of reviewing its
education and training (E&T) systems to ensure
that they meet the standards of the HPC. The
review highlighted improvement opportunities,
including developing transparent systems for
E&T, and so making explicit the processes,
procedures, roles and responsibilities that could
be anticipated to be necessary to meet regulatory
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requirements. The Education, Training and
Research Committee convened, and a framework setting out a comprehensive scheme for
E&T for physiotherapists relevant to the practice
of acupuncture was produced. It serves to provide transparency for governance and ensures
that educational standards are guaranteed. The
Association are now looking into accrediting the
AACP 80-Hour Foundation Course at Master’s
level. This will require a great deal of work, but it
is hoped that, in achieving this, the practice of
using of acupuncture within physiotherapy will
be promoted significantly.

Provision of education and
training
Following on from the E&T framework, many
tutors have passed the accreditation process. We
are grateful to those that have dedicated their
time to providing training to members. In the
past year, we have run a extensive variety of
events that have been widely supported by
tutors, trainers and external speakers. The
Association ran 32 Top-Up courses, 17 acupuncture courses and two road shows, as well as a
host of CPD events around the country. There is
a need for advanced training, and the AACP are
keen to develop courses that provide E&T for
the more-experienced members of the Association as well as those with specific interests.

Professional support, contact
and development (CPD)
The appointment of a Board of Directors has
provided members with access to a group of
individuals whose experience and expertise is
considerable. Members are able to e-mail the
Board, or contact them via the AACP Office or
interactive website, about any subject relating to
membership issues or clinical practice, or for
medicolegal advice. In addition, staff at the
Association coordinate a range of CPD activities
to meet the needs of the membership. Whilst this
has been challenging at times, the success of
Conference 2007 has served to prompt a number
of speakers to offer their services. We have held
several specialist events at the AACP Office. The
analysis of data gathered from tools such as
clinical audits enables us to see where our mem88

bers need support, additional training or guidance, and we can act on this information
accordingly.

Establishing best practice
Many primary care trusts, private practitioners
and individuals in the National Health Service
turn to the Association for guidance on best
practice in the use and application of acupuncture. After consultation with experienced practitioners and rigorous research into appropriate
regulatory guidance, the health and safety guidance was brought up to date and will be reviewed
annually. Tutors are also familiar with best practice, and this is taught on all of the AACP
accredited courses. The Association also disseminates a range of information to members; for
example, hepatitis B protocol and guidance on
patient consent.

Resources, including access to
research and training funding
The AACP has introduced the provision of
Conference travel grants to help ease the financial burden for those attending a conference,
whether in the UK or overseas. In return, the
Association secures articles for the Journal and
the beneficiaries are asked to present at Board
and subcommittee meetings. We also have a
research funding mechanism in place and are
currently looking at ways in which we can
enhance this membership benefit to make it
more accessible.

Publications, journals,
newsletters, etc.
The greatest successes in terms of media have
been the revision of the Journal and the redesign
of the website. Both were looking dated and
tired, and were in need of refreshment.
The Journal now provides a good mix of
academic material, membership information and
advertising. The corporate theme links in with
the website, which is now much more interactive, informative and intuitive than ever before.
Areas are added to and updated regularly, and
cover topics such as membership news, regional
representative pages and reference information,
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as well as course availability and booking information. The provision of the e-commerce facility
makes it easier for members to purchase merchandise or book courses. Members can also
update their AACP membership records online.

Conference
The AACP Conference 2007 was our best ever.
It was a huge success and this has given us a
springboard for future years. The speakers
enjoyed the event as much as the delegates, and
many have subsequently provided in house training and CPD events at the AACP Office. The
amount of planning and organization involved in
delivering the Conference is considerable, but
the fun and enjoyment during the event makes it
all worthwhile. The venue proved to be excellent
and Association managed to secure a favourable
deal with Robinson Executive Conference
Centre, Wyboston, ensuring that prices remain
pegged for the next couple of years.

Membership register and support
The appointment of the Business Manager and
support staff was essential for the coordination
and delivery of all membership services. Members can be assured of a prompt and professional
response at all times. The Business Manager
steers business delivery in line with the requirements and recommendations of the Board. This
role includes the management, scrutiny and
reporting of accounts, supporting the Chair,
Board and subcommittees, coordinating contributions to the Journal and the website, and
coordinating and organizing the annual conference and road shows, as well as other CPD

 2008 Acupuncture Association of Chartered Physiotherapists

events. The role also requires that the accreditation process, research grant, and conference and
travel grant application processes are all adhered
to and that all communication is dealt with
effectively. The Business Manager has also developed and delivered effective staff management
and performance appraisal policies. Administrative staff deal with membership applications and
renewals, course and conference bookings, and
the servicing of the Board and subcommittees, as
well as being on hand at all times during office
hours. It has been said that the AACP Office
runs so professionally and efficiently, this has
been to the detriment of the website.
So, as you can see, we have been pretty busy
building upon existing membership services,
enhancing them to meet your needs and being
available when you need us. These remain exciting times for the AACP, and with your help, we
can only grow. The Association is in a secure
financial position and is now in a position to be
able to earmark funding for specific areas such
as public relations, and research and development. Over the coming months, budgets will
be allocated to these and other activities, with
the aim of raising the profile of acupuncture
within physiotherapy and continuing to meet the
professional needs of the membership.
It would be interesting to hear your views on
how the new look AACP compares to the
old-style Association. We hope that it is favourable, but we welcome your comments and views
on any aspect of the AACP, whatever they may
say.
Sharon Fox
Business Manager AACP Ltd
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Chartered Society of Physiotherapy Library and Information
Services

The Chartered Society of Physiotherapy (CSP)
Library and Information Services (LIS), based in
the Learning Resource Centre (LRC) of the CSP,
houses a unique collection of some 5500 books,
reports, CSP documents, theses and journals
covering physiotherapy at all levels and dealing
with all specialisms. The collection aims to
include all aspects of physiotherapy, including
clinical practice, professional standards, healthcare and healthcare management, private practice, continuing professional development, as
well as physiotherapy education. We have information on how physiotherapy is practised in
Europe and around the world, and we have a
number of foreign-language physiotherapy journals. Details of services offered, our journal
holdings and much more are available on the
CSP website (www.csp.org.uk/lis).
Recent additions to the collection that may
be of particular interest to AACP members
include:
British Acupuncture Council and Acupuncture
Research Resource Centre (2005) Sports Injuries
and Acupuncture: The Evidence for Eﬀectiveness.
Briefing Paper No. 11. British Acupuncture
Council, London. (URL http://www.
acupuncture.org.uk / content / Library / doc /
sports_bp11.pdf)
Lian Y.-L., Chen C.-Y., Hammes M. & Kolster
B. C. (2005) Pictorial Atlas of Acupuncture:
An Illustrated Manual of Acupuncture Points.
Konemann (UK) Ltd, London. (ISBN:
383311889X.)
Ma Y.-T., Ma M. & Cho Z. H. (2005) Biomedical
Acupuncture for Pain Management: An Integrative
Approach. Churchill Livingstone, Edinburgh.
(ISBN: 0443066590.)
Norris C. M. (2005) Acupuncture Pocketbook: Point
Location. Norris Health, Congleton. (ISBN:
0955012104.)
If you would like to see details of other
recently acquired publications as they are
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added to the collection, we post the ‘‘Recent
Acquisitions’’ list bimonthly on the website
(URL http://www.csp.org.uk/director/newsand
events/newsletters.cfm).
Other resources of interest to AACP members
can be found at:
Acubriefs Reference Database (free on the Web):
URL http://www.acubriefs.com/
Acupuncture in Medicine (free on the Web):
URL http://www.acupunctureinmedicine.org.uk/
volindex.php
Acupuncture in Medicine (selected articles available): URL http://www.acupunctureinmedicine.
org.uk/
A small team of experienced information professionals work in LIS; they are experts at
searching the published literature. If you would
like to save time and get an expert search
to support your work, see ‘‘Literature Search
Services’’ on the website. If you would prefer to
do your own search, we have written a ‘‘Guide to
Literature Searching’’ that is available in the
members’ area of the website. In the LRC, you
have access to a number of databases including
Allied and Complementary Medicine (AMED),
Cinahl, Embase, HMIC and SportDiscus;
AMED is also available to members via the CSP
website. We are always looking for databases
relevant to physiotherapists that are freely available on the Internet; these are listed on the
‘‘Bibliographic Databases’’ page.
For details of our photocopying services and
the forms you that need to complete to use
them, please see ‘‘Copying Services’’ on the
website.
For details of all LIS services, go to the link
mentioned above (www.csp.org.uk/lis).
We would like to request your help with two
projects:
One of the unique features of the CSP Library
is its collection of physiotherapy theses and
dissertations. We want to increase our holdings,
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and would welcome the donation of copies of
any Master’s, PhD or MPhil theses or dissertations relevant to physiotherapy. This collection is
well used by other members undertaking
research or working towards their own postgraduate qualifications. Please send a copy of
your thesis/dissertation in paper or electronic
format to LIS, 14 Bedford Row, London WC1R
4ED, or e-mail: library@csp.org.uk
Secondly, we are currently working towards
making the library catalogue available for searching on the Internet. Once this has been achieved,
we will be developing our services to mem-
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bers via the Internet. After we have completed
installation and internal testing of the new
system, we want to recruit a number of members
prepared to help us test the online catalogue
prior to the full launch. You will need to be
registered on the CSP website to help us with
this. If you would like to assist, please contact
Linda Griffiths (e-mail: griffithsl@csp.org.uk),
and we will keep your details on file until ready
for testing.
Linda Griﬃths
CSP Library and Information Services
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Terminology: traditional Chinese medicine

It is not widely recognized that the appellation
‘‘traditional’’ in the term traditional Chinese
medicine (TCM) does not have the European
connotation of ‘‘unchanging’’, and therefore, it is
often misinterpreted as meaning pre-modern or
outdated.
In fact, this is not even the translation from
the Chinese because there is no such expression.
Western medicine in China is xi yi, literally
‘‘Western medicine’’, and what is now termed
TCM in the West is zhong yi, again literally
‘‘Chinese medicine’’: clear terminology needing
no explanation in that language.
Traditional Chinese medicine was a term
coined especially for use in other languages in
1955. When the China Academy was established,
the Department of Health asked for suggestions
as to how to translate the name into English; the
proposal was ‘‘the China Academy of Chinese
Medicine’’. An objection was raised by doctors
who had studied Western medicine. They maintained that the practice of Western medicine in
China is also Chinese medicine. These doctors
objected to the use in foreign languages of the
suggested term of ‘‘Chinese medical doctor’’ for
those who had studied what we define as complementary therapies such as acupuncture, herbal
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medicine and tuina, and ‘‘Western medical
doctor’’ for themselves. The Western medical
practitioners maintained that they were also
‘‘Chinese medical doctors’’.
Therefore, in an attempt to resolve this
impasse, the name of the Academy was changed
to ‘‘the China Academy of Chinese Traditional
Medicine’’. In a further discussion on semantics,
the word ‘‘traditional’’ was placed before
‘‘Chinese’’, with the resultant acronym TCM.
Thus, ‘‘traditional’’ was appended solely to distinguish one group from the other, not because
the zhong yi was archaic and unchangeable, with
no innovations or development as a result of
research. The abundance of research in China
into acupuncture and herbalism goes largely
unnoticed, and therefore, is underappreciated
since most articles are published only in Chinese
without translations.
So, sadly, until more journals are published in
English, the misconceptions attached to the
nomenclature ‘‘traditional’’ may continue – with
the possible exception of AACP members who
are aware of how it arose!
Alicia Grant
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Technique: traditional Chinese medicine

According to classical Chinese theory, the use of
a distal acupuncture point on the meridians
involved in a treatment enhances the efficacy of
the therapy. This has tended to be disregarded
as an unfounded and unnecessary addition by
some members of the Western establishment,
whereas other practitioners strongly advocate
including a distal point based on their empirical
clinical observations of resultant greater
improvement.
At the Joint Conference of the Hong Kong
Physiotherapy Association, the International
Acupuncture Association of Physical Therapists
and the Hospital Authority Coordinating
Committee in Physiotherapy in Hong Kong in
October 2005, Professor Thomas Lundeberg
concluded a paper on his recent research into
the mechanisms of acupuncture with his
investigations of the use of distal points on
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meridians in addition to the local acupoints
selected.
This research resulted in three illuminating
discoveries: (1) the treatment achieved a better
result; (2) the mechanism was entirely different
from that by which the local points produced
improvement; and (3) this added effect only
appeared approximately 2 days after treatment
was given. Whereas the local points have a
physiological effect, the use of a distal point
activates a neurological response to effect an
additional but delayed improvement.
This would explain patient feedback, familiar
to many of us, relating that little improvement
was noted on the day after treatment, but that a
definite improvement was noticed one day later.
Alicia Grant
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Book and software reviews

Teaching Atlas of Acupuncture, Volume
1: Channels and Points
By Piero Ettore Quirico and Tiziana Pedrali
Thieme Medical Publishers, Stuttgart, 2007,
414 pages, hardback, £83.00
ISBN 9781588905673
Does the acupuncture world really need another
atlas of acupuncture points? Does this beautifully
produced volume add anything to what we
already know? The answers to these questions
would have to be ‘‘not really’’ and ‘‘not much’’.
Quirico and Pedrali have produced a fairly
straightforward atlas. In Section 1, which is
termed the general part, they give details of point
locations arranged by meridian, together with
illustrations of the whole meridian. So far, so
ordinary. I have not checked the location of each
point – life is too short! However, in some cases
where I am aware that there is controversy
(e.g. Pericardium 8 Laogong), they include the
two options, but for Gall Bladder (GB) 39
Xuanzhong, Heart 7 Shenmen and Large Intestine 20 Yingxiang, they offer no alternative
insertion. It is surprising that they even suggest a
perpendicular approach for GB21 Jianjing, but
they do stipulate a shallow insertion and draw
attention to the possible danger of a pneumothorax.
The written information on anatomy, which
details the anatomical structures that the needle
is expected to pass through, is helpful and the
separate description of superficial and deeper
layer of structures accommodates different
needling styles.
Section 2, the analytical section, offers detailed
anatomical drawings, rather in the style of Gray’s
Anatomy, showing the courses of nerves, veins
and arteries. This section is divided into body
areas, such as ‘‘Head and Neck’’, ‘‘Trunk’’, and
‘‘Upper Limb and Lower Limb’’, with subsections for each anatomical plane. At the end of
each description are a group of cross-sectional
studies at selected levels. Using the information
contained here, it should be possible to form a
very accurate picture of where the acupuncture
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needle is inserted and the structures through
which it will pass, provided you are dealing with
a normal body. I was pleased to note that Kidney
3 Taixi and Urinary Bladder 60 Kunlun are
clearly at different levels, the common student
mistake of locating them on a horizontal plane,
thus being prevented.
In Section 3, the illustrations of the meridian
sinews are clear, but these do not add very much
to those already provided by Deadman et al.
(1998) and the descriptions of symptoms requiring their use are very brief indeed. The divergent
and cutaneous channels are also mentioned in
this section, but with no real explanation or
rationale for their inclusion.
Section 4 offers maps of points on the ear, but
adds little to the existing literature or even the
very basic Hecker et al. (2000) text, which actually
offers a selection of important acupuncture
points together with ear points and trigger
points.
The chapter on the neurological basics of
reflex therapies (Chapter 16) could have been
very interesting, but it suffers from a lack of text.
The diagrams of dermatomes, myotomes and
sclerotomes would have benefited from the use
of colour, and although a daunting task, the
inclusion of actual acupoints on larger diagrams
would have been very good indeed. The Mu and
Shu points of the trunk are dealt with briefly, and
again, a little more text might have been helpful,
even though this is just an atlas. Scalp acupuncture points are adequately covered. Finally, the
section on viscerocutaneous reflex dermalgias
should either have been left out or should form
the nucleus of a new textbook. I found it very
interesting, but it very much needs the support
of the research that the authors claim is available
for it.
The advantage of the Teaching Atlas of Acupuncture is that it manages to include a lot of
information on the location of acupuncture
points and meridians, previously found in a
number other well-established books, in a single
volume. If any of the usual texts, such as Lian
et al. (2000), Deadman et al. (1998), Hecker et al.
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(2000) or Hempen & Wortman Chow (2005),
and possibly, Chen & Flower (1995) are already
in your possession, this atlas adds very little.
If you are buying for the first time, this would
be a good investment. I would suggest that
Teaching Atlas of Acupuncture would be a good
book to have as a reference in the physiotherapy
department. It is quite expensive, but is nicely
bound and would last well with regular use.
Dr Val Hopwood
Course Director
MSc Acupuncture
Department of Physiotherapy and Dietetics
Coventry University
Coventry
UK
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Electroacupuncture: A Practical Manual
and Resource
Edited by David F. Mayor
Churchill Livingstone, London, 2007, 382 pages
(+ CD-ROM), hardback, £44.99
ISBN 0443063699
Most professional acupuncturists have a fairly
superficial knowledge of electroacupuncture
(EA). For many years, it was rarely taught in the
basic curriculum. Physiotherapists have the
advantage of a basic understanding of the therapeutic use of electric current, but also tend not to
use this variation on acupuncture as their first
line of treatment. When not dealing with pain in
its myriad variations, physiotherapists are frequently concerned with the functioning of the
nervous system. Electroacupuncture has often
seemed like a key to both doors.
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This book presents an overview of the theoretical foundations of EA, together with experimental and clinical evidence for the efficacy
of EA in its various forms. It also provides
guidance on the effective clinical practice of
EA and is illustrated with informative case
histories. David Mayor has taken a while to
complete this epic book and he has covered
his field most comprehensively. He has also
remained true to his traditional Chinese
medicine (TCM) roots while attempting to
integrate science into acupuncture in a meaningful way. Electroacupuncture will be an essential
text for any therapist wishing either to introduce this technique into their practice, or to
expand and refine their acupuncture treatment
options.
This is a book with a difference: it comes with
a CD-ROM that not only extends the text,
although it does do that, but also gives the reader
access to the rich database that has been compiled in order to write the book. There were far
too many references to put in the book itself,
but they are all on the CD-ROM – more than
8000 clinical trials – and anyone engaged in an
acupuncture research project thus gains a wealth
of published papers at their fingertips. The
search engine created by the publishers is both
simple and effective, working at various levels
with basic or advanced-level word searches and
cascading menus of clinical studies. It also keeps
a record of the last search, enabling a quick
update each time. The author has expressed the
wish that the database itself can be maintained
and eventually increased by the readership logging on to the future website (www.electroacupunctureknowledge.com).
There is no doubt that the publication of this
book will help to establish the use of EA by
acupuncturists from all professions. It will also
assist in the research process, enabling investigators to gain a clearer idea of which physiological
mechanisms are being stimulated. One of the
main reasons for the popularity of EA in
research is the perceived possibility of giving a
measured ‘‘dose’’ of acupuncture. Add to that a
better understanding of the body’s responses to
the variations in frequency and intensity, and the
result will be tighter research protocols and
higher-quality results.
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Since this is such a vast undertaking, it is
worthwhile listing the contents to give the potential reader some idea of the ground covered:
+ Part 1. Initial Orientation. Introduction. Electroacupuncture East and West: the historical
context.
+ Part 2. Electromagnetism and Vibration: Concepts
and Terminology. Electroacupuncture in context: the effects of electrotherapy. Neurophysiology, acupoints and meridians: Western
and Eastern perspectives. How electroacupuncture works: I. Observations from experimental and animal studies. II. Gathering the
threads – from observations to mechanisms
and models. Does electroacupuncture work?
Evaluating the controlled clinical trials. Acupuncture in clinical practice; an overview.
Psychological and nervous conditions. Stroke
and cerebrovascular disease. Peripheral motor
disorders. The immune system and the endocrine system. Disorders of the skin and hair,
eye and ear, nose, throat and mouth. Obstetrics, gynaecology and the breast. The cardiovascular system. The respiratory system. The
gastrointestinal system, liver, gall bladder
and pancreas. The genitourinary tract. Pain and
its treatment. Neurogenic pain – head and
facial pain – neck pain. Musculoskeletal conditions: an integrated approach. Acupuncture
anaesthesia. Postoperative pain. Addiction.
Appetite regulation and weight control.
+ Part 3. Technology and Practice. The technology
of acupuncture. Tools of the trade. Practicalities. The basic do’s and don’ts. An integrated
approach. Conclusion and the view ahead.
+ Appendix 1. Resources: information, organizations and suppliers.
+ Appendix 2. Technology in practice: assessment, legislation and insurance.
David Mayor acknowledges the financial help
that he received from the AACP to help fund his
extensive literature searches. He has worked hard
to establish the evidence base in this relatively
new field. This book and its accompanying
CD-ROM should be on the bookshelf of every
acupuncturist, every National Health Service and
general practitioner service providing acupuncture, and in the library of every university faculty
that offers a course in acupuncture and complementary therapies.
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It would be good if AACP members continued to support this venture and bought the book
for every physiotherapy department in the UK.
Dr Val Hopwood
Course Director
MSc Acupuncture
Department of Physiotherapy and Dietetics
Coventry University
Coventry
UK
Medical Acupuncture in Pregnancy
By Ansgar T. Roemer
Thieme Medical Publishers, Stuttgart, 2005,
230 pages, paperback, £59.99
ISBN 1-58890-255-2
Increasing numbers of healthcare professionals
in all areas of medicine are turning to complementary medicine as an effective, gentle means
of increasing their patients’ comfort and wellness. In pregnancy and childbirth, the combinations of traditional Chinese and Western-based
methods are particularly successful, although
recognition has been slow in medical circles.
Medical Acupuncture in Pregnancy has not been
written with physiotherapists in mind; the list of
readers includes midwives, gynaecologists and
obstetricians who want to go beyond the results
of treatments based on the common, simple
formulae. Roemer claims to have brought
together a lot of material from disparate sources
to achieve a marriage of both theory and
practical experiences. This useful combination
would make this book a good reference for
physiotherapists working in this field.
There are some useful and interesting sections.
One in particular dismisses the myth that acupuncture is harmful in pregnancy:
‘‘There is positive proof that a healthy pregnancy cannot be harmed by proper acupuncture treatment. The traditional view and the
prohibition of use of certain acupuncture
points during pregnancy is obsolete and not
corroborated by our understanding of pathophysiology.
+ There are no contraindicated points during pregnancy! There are only contraindicated
manipulation techniques!
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+ During pregnancy, certain manipulation
techniques have to be applied with caution.
+ Stimulating techniques, such as strong
manual manipulation and regional electrostimulation at local and distant points which
affect the uterus, are contraindicated.’’
Unfortunately no research references are
offered to substantiate the above statements.
Medical Acupuncture in Pregnancy offers busy
practitioners an accessible guide to the myriad
ways in which the time-tested methods of TCM
can both enhance and ease a pregnant woman’s
experience before, during and after delivery.
With an engaging and lucid style, this book
begins with a concise yet thorough explanation
of the underlying principles of TCM. It has to be
said that this section, although brief, goes well
beyond the basics taught on most of the AACP
Foundation Courses.
There is a substantial chapter on treatment
rules and therapeutic guidelines giving information on different needling techniques. There is
a surprisingly small section on the scientific
background, just three pages from the total of
230, which is rather disappointing in a book that
actually has a subtitle to the chapter on acupuncture and gynaecology that says, ‘‘Only physicians
may conduct treatment for these indications.’’
The indications that follow include: premenstrual
syndrome, dysmenorrhoea, functional disorders
of the menstrual cycle, amenorrhoea, menopausal syndrome, vaginal discharge, pruritus vulvae, chronic pelvic pain, and low back pain in
women. Roemer provides a note at the end of
this section, saying:
‘‘A thorough and qualified training is needed
in order to ensure treatment success and to
protect acupuncture’s reputation. These
requirements apply to all therapists – physicians and midwives alike. The full treatment
potential of acupuncture can become manifest
only if practiced by qualified personnel.’’
While tending to agree with this statement, I
would feel that a very good case could also be
made for physiotherapists specializing in the
field of obstetrics and gynaecology and using
acupuncture.
The point atlas in Medical Acupuncture in Pregnancy is excellent, and the text descriptions are
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succinct but good. The illustrations are mostly
black-and-white photographs and quite the clearest I have ever seen. The points themselves are a
small selection, 65 in all, each one of which is
relevant to the subject of the book.
There are some interesting and more unusual
chapters, one including recipes and foods recommended for the pregnant woman in TCM, and a
sensible chapter showing how to use the skills of
Qigong to promote health and well-being in this
group of clients.
Against this backdrop, the author provides a
step-by-step guide through the treatment of a
wide array of conditions, such as hyperemesis
and heartburn, preterm labour and preeclampsia, dysfunctional labour and postpartum
depression, migraine, and infections. Whether as
an introduction to the topic or as a practical
resource for practitioners, Medical Acupuncture in
Pregnancy is a handy reference for all those
wishing to enhance the best Western-based
medical treatment can offer through the addition
of TCM. While recognizing the paucity of
research materials in this field, given the title, I
feel the book would have been better balanced if
a little more science could have been included.
Dr Val Hopwood
Course Director
MSc Acupuncture
Department of Physiotherapy and Dietetics
Coventry University
Coventry
UK
The Pocket Guide to Critical Appraisal:
A Handbook for Healthcare
Professionals, 13th Edition
By Ian K. Crombie
BMJ Publishing Group, London, 2007,
66 pages, paperback, £12.34
ISBN 0-7279-1099-X
You have just been asked to comment on a
recent paper describing the use of acupuncture in
your physiotherapy speciality. You are not a PhD
or Master’s student, or indeed, a recent physiotherapy graduate, and you have no idea how to
read or evaluate a research paper. . .
This is the book for you! The Pocket Guide to
Critical Appraisal is cheap, concise and very helpful.
 2008 Acupuncture Association of Chartered Physiotherapists
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Even the chapter headings are useful. The first
introduces the idea of critical appraisal, asking
the basic questions: ‘‘Why you are embarking on
this course of action?’’ and ‘‘Just how much
information do you really need?’’
Questions to ask when reading a research
paper are also helpfully identified. Is it of
interest? Why was it done? How was it done?
What has it found? What are the implications?
Crombie does not assume statistical expertise in
the reader, but instead, offers guidance when
trying to make sense of a piece of dense text in
the results section:
‘‘The text in the results section will give the
author’s view of what is important. This need
not be the only view; authors can make
mistakes. Readers should make up their own
minds what the study has found. It is also
worth checking whether the results fulfil the
aims of the study. When an aim presented in
the introduction is not addressed in the results
a lot of questions arise. Why was it missed?
Was this just an oversight? Were the appropriate data not collected? Or were the findings, for some reason, not acceptable to the
authors? The omission raises doubts about the
whole paper.
‘‘Another warning sign is when the paper
does not expand on phrases like: ‘the results
for the analysis are shown in Table 2’. This can
suggest that the authors have not worked out
what the findings really mean. If they do not
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have the interest to interpret their own data
they may not have had the application to
design and conduct the study properly.’’
The author offers a broad-brush approach to
interpreting the statistical data, highlighting possible anomalies and explaining the techniques
used in terms accessible to the complete novice.
Possible flaws to look out for include: unusual,
possibly non-validated outcome measures; a use
of exotic and complex statistical calculations with
none of the more common simpler ones; an
illogical sample size; one not likely to generate a
reasonable result; and numbers that simply do
not add up.
Specific questions for the main genres of
medical research – surveys, clinical trials, cohort
studies, case control studies, reviews and metanalyses – are included in the different sections.
This little book has been reprinted many times,
indicating its ongoing popularity. The Pocket Guide
to Critical Appraisal is written in a lively and
jargon-free style, and it is recommended for its
no-nonsense approach to a task that most of us
find a bit daunting.
Dr Val Hopwood
Course Director
MSc Acupuncture
Department of Physiotherapy and Dietetics
Coventry University
Coventry
UK
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Letter

I am a third-year student on the Coventry
University MSc Acupuncture course. The topic
of my dissertation is the physiotherapeutic management, including acupuncture, of temporomandibular joint (TMJ) problems. I am looking
for volunteers to take part in my research, which
is scheduled to begin in March 2008.
To be part of the study, you need to be a
practising physiotherapist, have completed an
Acupuncture Foundation course, have an interest in patients with TMJ problems and have
access to the Internet. The research is to be
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conducted using a technique called the Delphi
Method, which is basically a series of approximately three rounds of questionnaires that you
will be asked to comment on via e-mail. Your
feedback will be anonymous and confidential.
This request is being sent to Physio First,
Frontline and the AACP. Please contact me via
e-mail if you wish to take part at
<hopemichie@btinternet.com>.
Thank you in anticipation.
Jennifer Michie
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News from the front

Nomenclature change

Conference 2007: clarification

As a postcript to Alicia Grant’s article on p. 93,
on 25 October 2007, the World Federation of
Chinese Medicine Societies (www.wfcms.org)
decided to abandon the nomenclature ‘‘traditional’’ for Chinese medicine. Henceforth, it will
be known simply as Chinese medicine (CM), not
TCM.

Further to the ‘‘Wyboston Lakes report on the
AACP conference’’ by Val Jefferys published
in the Autumn 2007 Journal (p. 107), the Association would like to clarify that the golf tournament mentioned in the article was not organized
by the AACP. The tournament was, in fact,
organized by Lynn Pearce.
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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 Clinical 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.
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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 Clinical 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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