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Editorial
Welcome to the Autumn 2008 Journal of the
Acupuncture Association of Chartered Physiotherapists.
I hope that you have all had a wonderful summer
and are feeling energized after your holidays.
I want to bid farewell to one Journal editor and
welcome another. This edition is the last that Dr
Pennie Roberts will work on as acting Clinical
Editor. I can only second the following comments from the Chair, Jennie Longbotton: ‘‘We
would sincerely like to thank Pennie for the
extensive services that she has offered to the
AACP over the past 2 years in her roles as
Clinical Editor of the Journal, and as a member
of both the AACP Board and the Education,
Training and Research Committee. Her advice
and experience has been invaluable, and she
will be greatly missed.’’ It has been a pleasure
working with her.
While we wish Pennie all the best, I do hope
that she will grace these pages again with her
presence. After all, her predecessor, Andrew
Bannan, is still contributing conference reports
to the Journal (see pp. 69–72).
Pennie is handing the reins over to Major
Sherin Roffey, who has contributed a letter to
this issue (see pp. 110–111). Sherin studied
physiotherapy as a mature student at the West
Yorkshire College of Health Studies (formerly
Pinderfields School of Physiotherapy) and qualified as a chartered physiotherapist in 1997,
gaining a BHSc(Hons) that was awarded by the
University of Leeds.
She joined the British Army upon qualifying
and completed junior rotations at the Royal
Hospital Haslar, Gosport, Hampshire, in orthopaedics, respiratory care, neurology and rehabilitation (including hydrotherapy). In 1999, she
was posted to Plymouth and continued to gain
respiratory care experience at the Ministry of
Defence Hospital Unit at Derriford Hospital in
the Intensive Therapy Unit (ITU), the High
Dependency Unit, and on the surgical and medical wards, while furthering her musculoskeletal
experience at the Physiotherapy Department at
HMS Drake (now the Regional Rehabilitation
Unit – HMS Drake). In the latter part of 1999,
she deployed to Bosnia and Croatia in a standalone post covering the ITU, ward and physiotherapy outpatient department of a British field
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hospital, treating international service personnel
and the indigenous population.
In 2000, Sherin was posted to the Duchess of
Kent Military Hospital (now the Duchess of
Kent Barracks) at Catterick Garrison, where she
completed over 4 years in the Physiotherapy
Outpatient Department, including a small caseload of ward-based patients. During this time,
she undertook a 9-month rotation at the Sports
and Training Injuries Centre (now the Regional
Rehabilitation Unit – Catterick) and also completed parts A–C of the Society of Orthopaedic
Medicine courses. She began an MSc in Sports
and Exercise Injury Management in 2001, which
included an acupuncture foundation module,
although she was forced to delay her dissertation
for one year because of deployment to Iraq in
2003 during the initial phase of the war, where
she was part of the furthest-forward 200-bedded
field hospital. Her role was that of senior inpatient physiotherapist, and she was responsible
for the musculoskeletal and respiratory care of
injured British troops and hostile combatants;
however, during the later stages of hostilities, she
was also able to carry a small caseload of primary
care outpatients.
Sherin was posted to the Army Training
Regiment at Winchester in 2004 as Officer in
Command of the Primary Care Rehabilitation
Facility, a position that consisted of a larger
management role since she was the most senior
military medical personality within the regiment.
She completed her MSc whilst in this post.
In 2006, she was posted to the Army Primary
Health Care Headquarters, Eastern Region
(Colchester to Nottingham), as the Regional
Clinical Governance coordinator, and there developed her interest and experience in clinical
audit. In this post, she was responsible for the
development of clinical governance within 10
Army medical centres, two medical reception
stations, one department of community mental
health and the Regional Rehabilitation Unit –
Colchester. Whilst in this post, she maintained
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her professional registration requirements by
carrying a small caseload, participating in regional
in-service training and completing an acupuncture course that involved the production of a
clinically reasoned case study.
Sherin has a special interest in continuing
professional development and teaching, and was
responsible for the regional physiotherapy inservice training programme at Catterick for over
2 years (involving approximately seven primary
care and rehabilitation departments), which included teaching clinical and academic subjects.
Whilst at Colchester, she chaired the regional
clinical governance meetings, which included
teaching clinical audit, clinical risk management, promoting evidence-based practice and
other aspects of clinical governance, such as
patient satisfaction and patient confidentiality
(Caldicott).
Throughout her career, she has undertaken
various short courses, including ‘‘Nags and
Snags’’, hydrotherapy, respiratory ‘‘top-up’’,
neurology and normal movement, taping and
strapping, biomechanics, ‘‘Get on the Ball’’, anterior knee pain management, and acupuncture.
Sherin was posted to the Regional Rehabilitation Unit at Aldershot in late May 2008, where
she will undertake a caseload of primary care and
rehabilitation patients, be responsible for regional multidisciplinary assessment clinics (Army
Primary Healthcare Services, Southern Region),
and further develop her role and interest in
clinical governance and clinical audit. During
this posting, she plans to undertake a literature
review focusing on acupuncture and women’s
health, and an acupuncture-based research
project.
In her spare time, Sherin writes short stories,
mainly in the crime genre. In the longer term, she
plans to undertake a further MSc – this time in
acupuncture.
Andrew J. Wilson
Corporate Editor
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Once again, thanks to the hard work of the
Journal Committee, this is a very full edition of
the Journal. Rather than repeating too many of
the facts, I will let you see for yourselves that this
issue offers detailed coverage of:
+ Conference 2008 (pp. 69–81);
+ the AACP 5-year plan (pp. 83–90); and
+ the Association’s clinical web audit (pp.
91–96).
These topics are all covered by extensive
reports, so I merely want to thank all those
involved in the organization and delivery of
Conference for their hard work and commitment. Special thanks go to Suzanne Charboneau,
our Marketing Manager, for her impressive work
in increasing the trade attendance by 50% this
year, a difficult achievement in the current economic and health climate. My sincere thanks
also go to the trade: without their support, we
could not organize such a successful event with
such important speakers and subjects. The 2009
Conference is already booked and speakers have
been approached. If you feel that you would like
to be part of its future, please come forward and
speak with Sharon at the office. We welcome
you!
Here is a question to be discussed on the
Journal letter page:
Does the membership want two smaller conferences a
year, or a number of one-day clinical workshops
distributed around the country?

AACP top-up courses
My sincere thanks go to the following tutors,
who have put the membership before their own
interests. Provision of the top-up courses challenged both the Office staff, who organized
them, and even more so, the tutors, who provided them throughout the country. The tutors
have contributed their valuable time and effort to
accommodate the needs of lapsed or forgetful
members. My thanks go to:
+ Dr Panos Barlas;
+ Kam Mah Wak;
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Lesley Pattenden;
Adrian Yeoman;
Jill Drew; and
Jennifer Michie.
The top-up courses are now complete,
although this seems to have come as a surprise to
many lapsed AACP members and trust managers. Forgive me for sounding somewhat cynical, but we have advertised these facts for more
than 2 years and, yes indeed, the facts are:
All applicants for AACP membership from 1 April
2008 will be required to demonstrate a minimum of
80 h accredited acupuncture training. There will be no
provision of future top-up courses.
The 40-Hour Top-Up Course audit, which will
be published in the next edition of the Journal
(Spring 2009), has revealed a number of facts
concerning previous acupuncture basic training
that will be used to improve the current AACPapproved foundation training. These recommendations will be discussed at the forthcoming
tutor meeting, and implemented by our Education, Training and Research Committee.

Clinical web audit results
This issue of the Journal presents the preliminary
results from the web audit that was undertaken at
the end of 2007 (pp. 91–96). Unfortunately, since
only 3% of our membership took the time and
effort to complete the 5-min questionnaire, the
figures and outcomes reported have little value in
terms of statistical significance.
A clinical, financial or structural audit is undertaken in order to access, evaluate and determine
the delivery of future services to our members.
Without an audit trail, we cannot determine that
what we do is having the desired effect or
detrimental one. How can the AACP improve,
develop, establish or change membership services when:
(1) only 3% of the membership responded;
(2) only 25% of the membership log on to the
AACP web; and
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(3) only 3% of the membership accesses the
research databases?
The web audit is cheap, efficient, practical and
necessary. Please take the time to use it. It will
generate:
+ AACP research;
+ individual research;
+ statistics to provide support for clinical use;
+ statistics that will support your argument for
acupuncture within physiotherapy;
+ knowledge and understanding; and
+ improved membership services.
If we do not have your input we cannot provide the
relevant output.

Provision of research databases
As you will have seen from the excited e-mails
from Sharon Fox, our Business Manager, we are
now able to offer AACP members access to the
following full-text research databases:
+ Medline;
+ AMED; and
+ CINAHL.
I congratulate Sharon for pursuing this until
she had the necessary results. It is a service that
private practitioners, AACP members and I have
been waiting avidly for the Chartered Society of
Physiotherapy (CSP) to provide for the past
15 years. Sharon ensured that we didn’t have to
wait any longer: within 2 weeks of the idea being
floated, she had dealt with it, and the facility was
live and running on AACP web. On behalf of
the membership, I would like to thank her for
providing us with an essential resource. I hope
that this will now facilitate informed, evidencebased debate about the facts and statistics in
order to justify the use of acupuncture within
physiotherapy. Since I am in danger of becoming even more cynical, I also hope that it will
serve to prevent anecdotal discussion and the
expression of uninformed opinions!
I am particularly delighted to offer this facility
since it is something that the membership has
been calling for. The provision of this service
will bring about with both positive and negative
changes. The available evidence will serve many
purposes by:
+ supporting acupuncture intervention;
+ supporting clinical effectiveness;
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+ providing the facts;
+ providing evidence to answer some of the
questions that are posed on iCSP; and
+ preventing anecdotal, opinionated responses,
which have no constructive part to play in
clinical reasoning.
The online AACP database now includes the
full text of Acupuncture in Medicine, the journal of
the British Medical Acupuncture Society
(BMAS). The cost of providing the printed
version of this to AACP members is £32 000
this year alone. Because we now have access to
this resource online, we have discussed the cost
of supplying the printed version at length and
taken advice from Jim Mandeville, our Financial
Director, reaching the decision that, financially
and ecologically, the Association cannot continue to offer this service. For many, including
myself, this will be a loss; I like to read a hard
copy on the train, in the bath, whenever I can.
Nevertheless, for the reasons cited above, AACP
members will cease to receive the printed version
of the BMAS journal from December 2008, and
the money saved will be used to offer increased
educational facilities at lower prices whilst maintaining the present cost of AACP membership
for the next 12 months.

AACP 5-year plan
This edition of the Journal includes the AACP
Board’s 5-year plan (pp. 83–90). Considerable
effort has been spent discussing and presenting
this strategy. At the very least, it is ambitious and
will stimulate a debate with some ‘‘fire’’, and no
doubt, a degree of ‘‘wind’’!
Discussion and opinions are welcome, but
please remember, with the membership requirements at its heart, this plan is designed to offer as
many education, research, conference and membership advantages as possible within the current
economic and health climate.
Dr Val Hopwood presents her last report as
AACP Political Liaison Officer and member of
the Government Stakeholder Group in this
edition (pp. 19–20). You will see that Val is
resigning from the post to enable an active Board
member to take negotiations to another level.
The Association would like to thank Val for the
incredible service and representation that she has
 2008 Acupuncture Association of Chartered Physiotherapists
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given the membership throughout these negotiations. Without her knowledge, expertise and
political attitude, the AACP would not be in
the favourable position it now commands. Our
sincere thanks to Val for her commitment and
political negotiating skills. We are now in constant communication with Rachel Tripp from the
Health Professions Council (HPC), and have
asked her to present the future plans for statutory self-regulation and the HPC at the Annual
General Meeting (AGM) in May 2008.
As you know, this will be my final year as
AACP Chair. I will step down to allow younger,
brighter leaders to take the Association forward.
With this in mind, we must use 2008–2009 to
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mentor, support and develop the next Chair and
Board members. I encourage you to step forward
and help to take the AACP forward. These are
crucial years, and the strategies, plans and organizations are now in place to support a new leader.
We have made enormous strides over the past
3 years and gone far beyond my expectations.
This position is both challenging and incredibly
rewarding, and an honour to perform. . .
We need people to join us this year in order to take
AACP into the next 5 years.
Jennie Longbottom
Chair
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Office activities to Autumn 2008
Well, I could say what a year it’s been – even if
that might sound a bit self-satisfied considering
that the AACP had a fabulous 2007 – but what
the heck, it has!
I hope that you have all found the time to visit
the AACP website because we have introduced
some great member benefits that are only accessible if you log on to the site. If you haven’t done
so already, you will need your Association membership number, which the AACP Office will be
happy to provide if you do not have it to hand.
We have also published the 5-year plan (see
pp. 83–90), and those that went to the Annual
General Meeting at Conference in May 2008 will
have heard our Chair, Jennie Longbottom, say a
few words about Association’s future direction.
The plan provides us with a vital tool to focus
our efforts on the areas that will best support
existing and future members. It is important that
the AACP does not lose sight of why it exists: to
support you, the members, and represent your
professional interests. We can only achieve this if
we are aware and informed of the issues that will
affect you.
So, how was your summer? I hope that,
wherever you are sitting reading this, you feel
that the weather was better than 2007 and you at
least managed to get some sun. It has been a
busy time for the Association over the spring
and summer. We have had our heads down
dealing with the daily workload, enquiries and
issues, but I was fortunate to meet some you at
the musculoskeletal roadshow, which took place
in Bristol in March 2008.
This was my first attendance at a roadshow,
and I thought it was great. Although, not being a
practitioner, the clinical content of the presentations was rather alien to me, I still found it
fascinating watching the speakers and experiencing their different presentation styles – they were
all so different. We will have another event at the
University of Cambridge in November 2008, of
course, so I also hope to meet more members
there. As for 2009 events, we hope to bring
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you something a little different. There will still be
a musculoskeletal bias, but there will be less
content and more focused sessions. We really do
look at your feedback and try to bring you the
type of events that you want to see. Watch the
AACP website for announcements or let us have
your up-to-date e-mail address because we notify
our members by e-mail of course availability and
other member issues that need to be communicated quickly.
I’ve mentioned the word a couple of times
now and I can’t contain it any longer: Conference! Wow, what a weekend! It was fantastic to
be involved in such a good event once again. It
rivalled 2007 for success and I think I can say
that we now have an enviable reputation for
holding successful events. I really hope that
those of you who attended enjoyed the weekend.
As ever, the speakers were compelling, the
atmosphere was relaxed and informative, and the
food and entertainment superb. I was concerned
that a rock band might be a little too run-of-themill after we were treated to The Matzos in 2007,
but Arizona Calling were excellent. Looking
forward to 2009, planning for this began in late
2007, would you believe, and you will see from
the enclosure with your copy of the Journal that
the line-up of speakers for 2009 is absolutely
fantastic once again. The theme, ‘‘Acupuncture –
Beyond Pain’’, will mean that there will be
something for everyone, and with a programme
like this, I expect bookings to go through the
roof. Don’t delay in securing your place!
Whilst most things have been striding forward
in leaps and bounds, the one thing that has been
a real disappointment from an uptake perspective is the discussion forum on the AACP
website member area. Feedback from the membership had identified that this was one of
membership benefits that seemed to be really
needed. A lot of work was then done designing
and testing the site, appointing a moderator, and
promoting its availability. Despite trying to
encourage people to post their queries, there was
very little uptake over the whole membership –
just over 3%. The forum, whilst currently
11
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removed from the website, remains in the background as an inactive area and is ready to be
reinstated at the click of a button. If you would
like to volunteer as a moderator, then please do
get in touch. It’s such a shame that this great
facility for the membership community has been
put on hold. You’ve paid for it, so let’s get it up
and running again, if we can, and make sure that
we use this focussed area for you, the members.
The availability of the AACP 40-Hour
Top-Up Course ceased at the end of March
2008, although courses were almost fully booked
a few weeks beforehand. I want to extend a
personal thanks to my team in the Office, particularly Diane Morgan, who I am sure many of
you have spoken to whilst we have been established in Peterborough. Diane worked tirelessly
to ensure that as many courses ran for as many
people as possible. Her hard work ensured that
tutors had everything they needed and the students had the correct information at the right
time. The deadline for attendees of the top-up
courses to join the Association passed on 1 July
2008. I am pleased to say that the take-up of
membership by the group has been reasonably
good. Of course, those who did not join before
July will now have to complete the AACPapproved 80-Hour Foundation Course, or a
relevant acupuncture degree. Existing members
of the AACP do not need to do anything to
remain a member other than maintain the
required 10 h of continuing professional development for every 2 years of membership.
The online clinical audit was extremely interesting, and among other things, has confirmed
the need for the Association to provide courses
that take members beyond the basics. We will be
looking to run more courses focussed on specific
issues. Details of courses are always available in
the AACP website training area. Just click on the
blue title of each of the courses to find out
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details about course content, dates, location and
how to book.
The regional representatives pages on the
website are now up and running, so you will have
access to a dedicated area for your location when
you log on to the website. Of course, you can
always look at the activities in other regions by
navigating around the regional representatives
pages. If you have an event, course or anything
else that you think might be useful for other
members within your region, please contact your
representative, who will discuss your request
with you.
I mentioned in the Spring 2008 Journal that we
were having a big drive to encourage members to
renew their membership by direct debit (DD). I
am pleased to say that this has been a huge
success. The ratio of DD renewals versus cheque
renewals is still three to one, but most people
now join by putting in place the DD. If you
renew your membership by cheque, why not
switch to DD at your next renewal. You will save
£5.00 on the current annual subscription fee.
New members can now join by DD, which
offers greater convenience for both the new
member and the administration staff.
It would be great to hear from you. Let me
know if you have any burning issues, want to be
involved, or have any questions or suggestions.
You can also now write in to the Journal and have
your letters published on the letters page (see
pp. 109–111). Thank you for your continued
support and feedback, and do try to use the
website. Go on, just take a peek!
Finally, am I the first person to wish you a
happy Christmas? Well, season’s greetings for the
coming festivities. Have a wonderful break –
you’ve earned it!
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
30 April 2008.

Office changes
There have been no changes in staffing at the
Office because we have now reached our optimum staffing levels for managing the administrative activities of the Association.

Membership renewal
Membership renewal activities remain steady,
and there has been an improvement in the speed
with which individuals are renewing their memberships following efforts by the Office to
encourage swift renewals and the introduction of
a late renewal charge. I am delighted that we are
now able to allow members to join using direct
debit (DD), and 69% of members are now using
the DD method of renewal.
Membership status to date is shown in
Table 1.
Direct debit collection is running relatively
smoothly. However, many members are not
letting us know when they change their bank
details. Of course, this means that DDs are
rejected, and the Office then has to establish the
reason and contact the member. Please let us
know about any changes to your account so that
we can ensure that your membership is not
lapsed accidentally.
Database
Thank you to all members who are updating
their details online via the AACP website.
Renewals and those arriving each day are logged
into the database within a couple of days.
New members are being sent joining packs
within 5 working days. Membership certificates
for those renewing by DD are sent out immediately after confirmation of the successful collection of their subscription.
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Table 1. Acupuncture Association of Chartered Physiotherapists
membership status as of 30 April 2008
Membership category

Number

Accredited Members
Advanced Members
Probationary Members
Honorary Members

4617
227
34
17

Total number of active members*

4895

*Number of new members who have joined since 1 January 2007=819.

Current financial situation
General situation
You will see from the audit report on the website
that the financial situation remains favourable,
and following the publication of the AACP
5-year plan (see pp. 83–90), initiatives and membership benefits are being put in place to ensure
that funds are reinvested in membership services
and opportunities.

Other issues
Website
You will recall that the AACP website
e-commerce facility opened in October 2007.
Only a small number of merchandise and course
bookings have been purchased using this facility.
If there are any enhancements or amendments
that you wish to suggest, then please do so.
The Association have introduced access to
three academic databases via the member’s area
of the website.
Unfortunately, the discussion forum has lapsed
because of inactivity by the membership. This is a
great shame since it could be an extremely useful
facility for members to pass on guidance, experiences of treating patients and engage in general
information sharing. The facility can be resurrected if necessary, but we do need a moderator
for the site. If you have the relevant experience
and can commit to giving a couple of hours a
week to work in this role, please contact me.
Sharon Fox
Business Manager AACP Ltd
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Introduction

Table 1. Website total visitor count

This report covers the development of the
AACP website in its second year. The level of
take-up is discussed, and an analysis of patterns
of usage by members and the general public is
presented.
You can find our website at:
http://www.aacp.uk.com

Period

Unique visitors
per day

Total visitors
per day

2007
2008 to date

58
62

96
92

number of different ways and these are discussed
below.

Background
The previous AACP website had been in use
since its inception, back in 2000, and was
replaced in February 2007. The new website was
then developed in stages and completed later
that year. The new site is graphics-oriented and
provides a wide range of member services,
including online access to research databases, a
practitioner search facility and details of the
availability of training courses. Members can
now order and pay for AACP publications,
courses and conference places.
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 addition 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 added to the site,
please contact the Webmaster (e-mail:
webmaster@aacp.uk.com).

Website take-up
The first stage of the website finally went live on
13 February 2007. The website is monitored in a

Website visitors
Statistics maintained by our Internet service provider (ISP) demonstrate that the take-up is as
shown in Table 1.
Members’ access
The website itself tracks logins by members, and
Table 2 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 868 members have logged
in one or two times, but just 80 members have
logged in between 11 and 20 times. Although the
figures are an improvement compared with last
year, there are still more than 4000 members
who have never logged in to the site.
Thus, this general level of website take-up by
members remains 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) also remains disappointing (Table 3).

Table 2. Access to the AACP website by members
Number of member logins
Time period

1–2

3–5

6–10

11–20

21–50

>51

Since 15 February 2007*
2007
2008 to date

868
718
510

393
305
175

168
96
58

80
35
26

26
12
2

1
1
1

*Start of website.
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Table 3. Take-up of the website by ‘‘senior’’ AACP members

Group

Number in
group

Never
accessed
website

Five
accesses
or less

Tutors
Regional representatives

19
16

4
1

10
5

Members may wish to ask their tutors in
particular how they keep themselves up to date
with changes and the latest developments within
AACP.
Non-member access
The ISP statistics reveal that, to date, there have
been approximately 60 independent logins to the
website each day since its inception. Table 2
shows that members account for about 20 of
these a day, with the remainder, therefore, being
from non-members – this equates to an average
of around 40 per day.
I can’t judge whether this figure represents a
satisfactory level of interest from non-members.
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.
Feedback on the new site has generally been very
low, but positive, with ratings in the onsite
questionnaire remaining at 85% and above.
The website was demonstrated at this year’s
AACP Annual Conference, where comments on
the website from members were also very positive. A number of members took the opportunity
to access the website under supervision whilst at
Conference, indicating that a lack of confidence
in using the web was a problem for quite a few.
This had prompted the idea of demonstating the
capabilities of the website at future roadshows
and conferences. Regional representatives will
also be encouraged to make use of their regional
pages to make sure that their local members are
up to speed in terms of using the facilities.
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
16

Table 4. Website search rankings: (N/R) not ranked
Date of ranking
Search term(s)

June
2007

December
2007

June
2008

Acupuncture
Acupuncture physiotherapy
Acupuncturist
Acupuncture training
Find acupuncturist

9
2
36
8
9

9
1
N/R
9
5

5
1
8
6
6

a practitioner search – regretfully, 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 has now
been implemented and provides regional representatives with the capability to list all members
in their areas. This will improve their ability to
make contact with members and promulgate
information.
Website visibility
Surveys on Google are carried out using a
number of relevant search terms and the results
are shown in Table 4.
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. 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.

Website content
The content of the website has steadily increased
since the launch, with many more reference
documents and news items being made available
to members and the general public. However,
there is still much to be done to provide all the
information that members need.
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Webmaster report
Table 5. Website search results: (CPD) continuing professional
development

are published elsewhere in this edition of the
Journal (pp. 91–96).

Search rating
Search term

Since 15 February 2007*

2008

Consent
CPD
Safety standards
Journal
Courses
Contraindications
Fees

7.5%
4.6%
4.4%
2.7%
1.5%
1.2%
–

6.4%
7.4%
3.4%
2.3%
–
1.6%
1.4%

*Start of website.

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 5.
These statistics are monitored and fed back
regularly to the Board to guide the future development and content of the site.

Surveys: clinical audit
A survey on members’ experience with acupuncture was 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 results of the survey are available online and
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Website updates
The target for making simple changes to the
website (e.g. adding a course advertisement,
research paper or a Frequently Asked Question)
is 5 working days. At present, such additions are
being done by the next working day in most
cases.
For more complex changes, the target is to
analyse the problem and provide a time scale for
its implementation within 5 working days.
All changes to website content or structure are
subject to AACP Board approval.

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 that there is in its development, the more use it will be to all members.
J. D. Longbottom
Webmaster
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Political Liaison Officer report

Acupuncture, Herbal Medicine
and Traditional Chinese Medicine
Regulation Steering Group
Yet again, all I really have to report is another
delay.
The final report to be submitted to the
Government by the Department of Health
Steering Group on the Statutory Regulation of
Acupuncture, Herbal Medicine and Traditional
Chinese Medicine (AHMTCM) is still in preparation. Even though the work of the Steering
Group finished in November 2007, the document was still not available at the time of writing,
but I believe that it was scheduled to be printed
at the end of March 2008. At least a month
was spent selecting the cover! (In fact, it was
published in June; see pp. 97–99.)
There will be very few surprises when it does
come out. A greater emphasis than expected on
herbal medicine may be evident, but this is partly
because there is pressure on herbal practitioners
to ensure that their regulation is up and running before some important European Union
legislation is due to be enacted in 2011.
I must emphasize that it is not known what
the response of the Government will be to the
report. It very much depends on what is seen as
a priority on the day of publication. In so far as
we can be certain of anything, it seems very likely
that the Health Professions Council (HPC) will
be tasked with becoming the regulatory body for
this group of complementary therapies. To that
end, Rachel Tripp from the HPC has attended
several meetings of the Steering Group to
answer questions about how the Council works
and allay fears that the smaller groups will
effectively vanish in the larger whole. One of the
main worries has been the English-language
requirement for Chinese practitioners working in
shops across the UK. This problem is by no
means solved, and it will be interesting to see the
Government’s response. Rachel has emphasized
that nothing will happen until 2010 at the earliest.
The Steering Group requested considerable
input from the smaller stakeholder groups
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throughout the process, and the AACP has been
an influential contributor at all times. Physiotherapists are the largest single group of practitioners in any category, and indeed, they are
hard to ignore. The report will include an overall
summary of the current situation with regard to
the three groups of practitioners, with specific
details on training, accreditation and scope of
practice. Annexes to the main document will
contain suggestions about how the ‘‘grandfathering’’ processes could be most effectively handled,
and also information on the current training
programmes for each profession.
The AHMTCM Steering Group is not
scheduled to meet again. It has been both an
honour and a pleasure to represent physiotherapists during this consultation process, and I am
grateful to the AACP Board for their confidence
in me.

Acupuncture Stakeholders Group
In the light of the above report, much of the
urgency has gone out of the Acupuncture
Stakeholders Group meetings. The lengthy and
often tedious discussion of the minutiae of the
submissions to the AHMTCM Steering Group is
over now and we await the Government
response. By and large, there has been consensus
on all the issues. The group agreed that the need
for such regular meetings had passed, although
one last meeting is scheduled for June 2008 to
discuss the fallout from the report.
However, the most important question has
still not been decided: what will happen to
physiotherapists using acupuncture? As I have
said before, it is more than likely that the HPC
will continue as our physiotherapy regulator,
and we will be able to have an entry on both
the physiotherapy and acupuncture registers.
The drawback is that we will have to pay for
both. This comes as no surprise, given the
current arrangements for physiotherapists who
also practise podiatry, although it may be more
expensive than some AACP members would
like.
19

Political Liaison Oﬃcer report
The benefit is that when the acupuncture/
herbal medicine register opens, there will be a
painless transfer of all current, paid-up members
on the AACP register. The issue will be whether
members wish to pay to retain themselves on
both registers when the first year or so is
complete. The procedure for rejoining a list after
a lapse is much easier, and cheaper, than joining
for the first time, and therefore, even if they
choose to leave for a while, the fact that their
training was sufficient for them to be accepted
for the register the first time will make it easy to
rejoin.
The issue of whether AACP members will still
want to opt out remains problematic. It will be
their own decision, but as we have said many
times, it is very likely that National Health
Service trusts and the Ministry of Defence, for
example, will insist that they are registered for
acupuncture in addition to physiotherapy. It

20

cannot be said too often that these decisions
concerning the HPC will depend entirely on the
response of the Government to the Steering
Group report.
Finally, it is with some regret that I have
to announce my resignation from the post of
Political Liaison Officer. It has been a great
pleasure and I have enjoyed the endless debates
between the different factions, but I feel that, if
the Acupuncture Stakeholders Group continues,
although meeting less regularly, we really need to
be represented by someone from the Association
who is in touch with the Board and familiar
with the 5-year plan. Once again, I would like to
thank the AACP for their confidence in me and
wish them well in future dealings with the new
acupuncture profession.
Dr Val Hopwood
Political Liaison Oﬃcer
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Clinical Interest Group Liaison Officer report

The clinical interest groups (CIGs) represent all
aspects of physiotherapy and demonstrate the
wide diversity within the scope of physiotherapy
practice: over 40 groups were represented at the
most recent CIG meeting.
Members of the CIG Liaison Committee
(CIGLC) also sit on eight other committees, the
most influential being: the Annual Representatives Conference Agenda Committee; the Professional Practice Committee; and the Learning
and Development Committee.
The most recent CIGLC meeting was one of
the most eventful that I have ever attended, with
the election of a new Chair and Vice-Chair, and
new rules of engagement for the group. The
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main item discussed was a Chartered Society of
Physiotherapy (CSP) project called ‘‘Charting
the Future’’, which highlights the need for the
profession to change. The other topic of interest
was the new e-portfolio that is being piloted at
present. For further details of both projects, I
direct you to the CSP website and the relevant
articles in Frontline.
If anyone is interested in attending these
meetings as my alternate, then please do contact
me (e-mail: lesleypattenden@hotmail.com).
Lesley Pattenden
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 to
conduct its business. The membership has been
reviewed and increased to widen the range of
expertise available, and Ann Green from
Coventry University is the new Vice-Chair of the
Committee.
The main business of the ETRC is still the
approval of courses and tutors, but the number
for consideration has dropped considerably in
comparison to last year. The approval process
has also been modified, and from now on, all
members of the Committee will consider every
course, rather than groups of three, since it is felt
that this will help to ensure the consistency of
the validation process.
A new innovation this year has been the
addition of meetings with tutors. The validation
process is explained at these sessions, and tutors
are given the opportunity to ask questions and
put forward ideas. We plan to hold these tutor
meetings regularly, usually in the afternoons
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immediately following the ETRC’s morning
sessions.
A meeting dedicated to the development of
research has recommended to the Board that
funds should be made available to AACP members in order to support them in conducting
research. The final details of how members
should apply, the amount available and the
requirements of the Association will be
published in the Journal as soon as possible.
Assurance of the quality of provision of courses
that are recognized by the ETRC and, thus, the
AACP requires professional expertise from the
members of the Committee, all of whom are
performing this role in addition to their other
commitments. The Office staff at the AACP
also play an important role in ensuring that all
documentation is distributed in a timely manner.
Professor Nigel Palastanga FCSP
Education, Training and Research Committee Chair

23

Acupuncture Association of Chartered
Physiotherapists

MUSCULOSKELETAL ROADSHOW
7 November 2008
Cambridge University, Vivien Stewart
Room, New Hall, Cambridge CB3 0DF
A selection of speakers and their topics includes:
ADRIAN YEOMAN
Hip Joint
LYNN PEARCE
Thoracic Spine T6
DR VAL HOPWOOD
Elbow
JENNIE LONGBOTTOM
Myofascial Pelvic Pain
£95 (members)/£105 (non-members)
Telephone the AACP Administrative Office on (01733) 390012
or 390007 to book your place now!
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IAAPT Representative report

There is very little to report on the international
front.
In February, the AACP Board members were
fortunate to receive a talk from Mrs Brenda
Myers, Secretary General of the World Congress
of Physiotherapy (WCPT). Mrs Myers gave us a
short history of the organization, explained its
current aims and then went on to explain the
nature of the special interest groups that exist
under the WCPT umbrella. It was a very interesting presentation and helped the Board to
better understand the role of the WCPT and
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the International Association of Acupuncture
Physical Therapists (IAAPT) Representative in
fostering international collaboration.
The AACP are currently in discussion with
IAAPT regarding next year’s conference, which
we hope will be a collaborative event with
IAAPT and, therefore, have an international
flavour. Watch this space!
Merian Denning
Vice-Chair and IAAPT Representative
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AACP CONFERENCE 2009
“Acupuncture – Beyond Pain”
15–17 May 2009
Robinson Executive Centre, Wyboston,
Bedfordshire
Confirmed speakers include:

PROFESSOR GRAHAM SMITH
ROSA N. SCHYNER
PROFESSOR GRACE DOREY
PETER DEADMAN

Watch out for reservation information and weekend
schedules on a PC near you – soon!
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Conference Coordinator report

AACP Conference, ‘‘Acupuncture
– Beyond Pain’’, Robinson
Executive Centre, Wyboston
Lakes, Bedfordshire, 15–17 May
2009
I am sure that you are all eagerly awaiting
1 October 2008, when you can pick up the
phone and secure your place at next year’s
conference at the customary ‘‘early bird’’ discounted price. After another superb event this
year, we have an outstanding variety of speakers
confirmed for 2009 who will surely rival the
popularity of past presenters.
Those of you who are still to attend one of
these meetings have yet to experience a great
weekend. It’s an informal chance to network
with other AACP members, guest speakers, and
the Board and subcommittee members. Thanks
to all of you who have supported these events to
date: these are superb weekends, and it’s fun to
meet everyone and see people having a good
time.
Once again, my work on Conference 2009
started very early on, and I was relieved that
most of the speakers whom I approached didn’t
have any commitments for the dates when we
wanted them to attend. I think the theme for
2009, ‘‘Acupuncture – Beyond Pain’’, will be very

 2008 Acupuncture Association of Chartered Physiotherapists

popular, and there will be something for everyone, whether you are interested in women’s
health, sports injury or mental health.
This year’s conference ran smoothly and our
relationship with Wyboston Lakes ensures that
they know exactly what we expect from them.
Using the same venue over a few years does
mean that both parties know how the other
operates and what they need. However, it also
means that you have to work hard at not taking
things for granted and resting on your laurels!
Over the coming months, the AACP will
begin the task of compiling documentation for
the delegate folders, making final checks on
attendee requirements, contacting the trade,
organizing helpers and generally making sure
everything is in place for a fabulous conference
weekend. I hope that will be with your help: the
Association needs members to participate in the
organization and coordination of future conference events. If you have the time to attend up
to four meetings a year at our head office in
Peterborough, have ideas for potential speakers
or possible event formats, and the commitment
to help contribute to the delivery of conferences,
then I’d really like to hear from you.
Sharon Fox
Business Manager AACP Ltd
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Regional reports

East Anglia
West
Kim Wager and
Sue Cox from
Substance Misuse
Acupuncture Register and Training
(SMART) gave a
presentation
in
Peterborough, outlining their use of
auricular acupuncture for drug addiction. They use the National
Acupuncture Detoxification Association protocol,
i.e. five points in each ear, and have achieved some
encouraging results in a difficult patient group.
Interestingly, SMART train various non-health
professionals within the prison system, such as
prison officers, to perform the acupuncture.
In December 2007, Jennie Longbottom ran a
session on the medicolegal aspects of acupuncture that covered issues such as careful documentation, what an expert witness would look
for and the various policies related to the use of
acupuncture. This was all useful information, and
the event was surprisingly well attended for a
non-clinical workshop!
February 2008 saw Lynn Pearce running a
workshop on headaches in Bedford, and both
the topic and speaker were hugely popular! A lot
of people were very disappointed not to get a
place at this workshop, so we are planning to
hold it again in the autumn.
The regional representatives area on the
AACP website is now up and running, and this is
the best place to find details of forthcoming
continuing professional development (CPD)
sessions. The website is very user-friendly, and
an excellent source of information for all
acupuncture-related issues, from courses and
sharps policies to news and events. It also gives
you access to the research databases – so, go on,
check it out!
Debbie Yates
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East
Thank you to the new members in the region
who have contacted me. Please continue to do so
if you think that I can help in any way. For
example, I can lend a hand if you want to set up
a course or find a mentor.
An active National Health Service (NHS) acupuncture special interest group meets at the
Norwich Community Hospital, Norwich. Ann
Williams gave the members a report about Lynn
Pearce’s review course in December 2007, and
most recently, Ann and I gave a presentation on
bi syndrome that will be followed up with a
practical session at the next meeting.
Please get in touch if you have any information for members that I can post on the
website or if you have any queries.
Lynne Fanning

International
My name is Felicity Edwards. One day, not so
long ago, I received an e-mail from the AACP
asking for volunteers for the post of international representative. In a sudden and uncharacteristic fit of civic duty, I pressed the
reply button. When I thought about it later, I
took comfort from the likelihood that I would
not stand out among the hundreds of other
responses – only to discover that I was the only
one to step into the breach!
Although I now live and work in the UK,
I grew up in Kenya and went to school in
Queensland, Australia. After training and qualifying in the UK, I went back to Africa to work
in Rhodesia and stayed on when it became
Zimbabwe, moving to South Africa later. With
such a chequered background, I hope that I will
be able to serve members abroad well as their
representative.
For the past 4 years, I have worked as a clinical
spinal specialist in Kings Lynn, Norfolk. Prior to
this, I worked in Gloucestershire for 5 years. The
first acupuncture course I took was with Charles
Liggins in Durban, South Africa. It made a big
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impression on me and I have since done many
other courses. I find acupuncture to be one of the
most useful modalities in my treatment arsenal.
Because we are such a disparate group, regular
physical meetings are not possible, but we can
use the Internet to get to know each other. Some
of you will already have received a communication from me. As a means of getting to know
each other, I am planning to initiate a roundrobin letter. Everyone will be able to write a little
about themselves, and air their knowledge or ask
questions. If anyone has any other suggestions,
I would be only too pleased to hear from you.
I will forward any new information (e.g. guidelines) that I receive to each member individually,
of course. If any of you reading this have not
given the AACP your e-mail address, but would
like to join in, you are very welcome to do
so – this is the most cost-effective means of
exchanging information and news.
I also plan to pass on any interesting titbits
that glean at Conference to international
members via e-mail.
Felicity Edwards

Midlands West
I am pleased to
announce
that,
since my last report, 23 new members have joined
the AACP in the
West Midlands region. I would like
to take this opportunity to welcome
you all and hope that you fully utilize the benefits
of being members of the Association.
As promised, the quarterly acupuncture clinical interest group (CIG) has now begun meeting.
The first discussion was led by Catherine Plant,
and focused on safety standards and protocols.
This was very well received by the 14 attendees
and it highlighted some important issues regarding AACP safe practice guidelines. Another CIG
event on electroacupuncture was scheduled for
early July. These meetings are open to all acupuncturists, so do come along if you can. Please
see the AACP website for further details. I would
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also like you to tell me about any courses being
held in the West Midlands region that members
should know about, or any speakers who you
would like to hear.
It is and will continue to be an excellent year
for the Association and its members. We are
strengthening our lines of communication
through the new website, increasing our representative and membership base, and in turn,
enhancing the depth and breadth of support and
courses available to members. I am very much
looking forward to putting faces to names at
Conference and hearing from you all soon.
Get involved!
Jamie Holder

North East England
Greetings from the
North East to
members from further afield! Participants from as far
away as Devon and
France have attended our courses
in Morpeth this
year, along with
our neighbours from Scotland. As a result of this
interest, we have had to ‘‘google’’ for maps of
Hadrian’s Wall and directions to the Gateshead
MetroCentre since many of attendees wanted to
go sightseeing. I was quite surprised by this, but
then, I suppose that everyone tends to ignore the
beauty of their own surroundings. Now I need to
find my local tourist information point so that I
can grab a load of leaflets in preparation for the
next course!
Morpeth is a medieval market town that is
very quiet during the daytime, but becomes
a ‘‘party town’’ on Nurses’ Night (the last
Wednesday of the month) and at weekends. If
it’s a quiet country pub that you want when you
come here, let me know! Morpeth does have a
website that you can access (www.morpethonline.co.uk).
Unfortunately for Kam Mak-Wah’s group,
their course was held on the same weekend as
the Morpeth Northumbrian Gathering, one of
the town’s celebrations, so many of the hotels
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were booked a long time in advance, the pubs
were busier, the bells rang most of the day, and
a mock battle with cannon fire belted out
through out the afternoon. It may be wise to
avoid that weekend next year, as well as the other
issues that arose during our first official AACP
course, but it was all a learning experience for
myself, Kam and the course participants.
I would like to welcome all new members, and
hope that you will contact me with your views
regarding future regional meetings, speakers and
future courses in our area. This also applies to
our current members, of course. The AACP
website makes this very easy to do.
This year, we hosted the last 40-Hour Top-Up
Course, tutored by Kam, and ‘‘Women’s Health’’
and ‘‘Anxiety and Depression’’, both run by
Jennie Longbottom, and by popular request, we
also hope to run a return fixture featuring Bryan
Rouse and Jong Baik. Kam has volunteered to
give us an evening session, and we didn’t even
have to twist his arm!
I was contacted by many acupuncture study
groups last year, but unfortunately, a computer
virus deleted many contact details. I do apologise
if you have not received a reply to your e-mail.
Please get in touch again.
Finally, if you have any ideas, know a speaker
or are able to volunteer to give a talk at a regional
meeting, then do get in touch – many heads are
better than one!
I hope to meet more of our members at future
meetings.
Karen Ogle

North West England
All
information
I receive from
Cumbrian members about courses,
meetings and other
relevant issues is
being circulated on
my e-mail contact
list. I am very
happy to expand
this list and the topics that it covers, so please
contact me via the website if you want to join or
give me input.
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Local meetings are proving to be an excellent
opportunity for NHS and independent physiotherapists to find common ground in our mutual
quest for improved practice and education.
I hope that everyone is visiting the website. It
contains a lot of useful information and can be
easily accessed, even by an information technology novice like myself!
Dianne Allan
Hello to you all!
My first 6 months as the shared representative
for the North West have been busy ones, taken
up with arranging courses and contacting the
local membership. After close liaison with Ruth
Heaton, our Cheshire and Merseyside Acupuncture Representative, three subsidized NHS
courses for local members due to be run in May
and June 2008 have been organized. We have
managed to pin down Jennie Longbottom to a
trip up north to present her medicolegal lecture,
which I am sure will be well attended. There will
also be a day course on stress and anxiety with
Neil Quinton and a headache course with Lynn
Pearce. These courses were filled rapidly, which
shows how much we continue to need to run
events in the North West region.
If anyone wants to help organize a course,
please get in touch with me. I now have an
up-to-date e-mail list of members, so news about
any local meetings can be passed to me for
forwarding to the list.
As Dianne Allen says in her report above, local
meetings and courses are a very good way of
both private practitioners and NHS staff getting
together, so please keep organizing these!
Over the next 6 months, I will put any relevant
information up on the North West regional
representatives web page – sorry for not doing
so as yet. I am looking forward to meeting as
many of you as I can at this year’s conference.
Janet Wiggins

Northern Ireland
There is not much to report from Northern
Ireland at the moment. We are continuing to
work with the significant number of members
who are updating, and once this process
nears completion, we will contact members
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South East England

regarding what they want in terms of teaching
and follow-up.
Kay McLorn and Maggi Holmes

South Central England

Hello, everybody! First of all, I would like to
welcome all our new members. I look forward to
contacting you with about future events and
meetings, and offering help when I can.
It has been relatively quiet over the past few
months, but I hope that we can create and
develop a network to facilitate communication
and the exchange of ideas within the South
Central region.
I look forward to helping many of you over
the coming months. However, please continue to
consult the AACP Office or refer to the AACP
website with regard to any urgent matters.
Ahmed Osman
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Hello to you all, I
am Moira Tunstall,
a private practitioner working in a
small rural practice
in
Horsmonden,
Kent. I work parttime, but fill my
spare days with
many other activities, including personal study. I am
currently in my
first academic year
at Coventry University, Coventry, studying for
the MSc in Acupuncture. It is a daunting but
most enjoyable task, and I can highly recommend it to any of you who are considering
it. The MSc adds a whole new dimension to
acupuncture practice and its future within our
profession. I also have time for other, less
cranial, pursuits. As I write, I am dressed for a
trip to the gym for a hour of tai chi, followed by
a workout. I believe that tai chi and acupuncture
are complementary.
As you know, I have only started, so I have
little to report to you about regional activities.
Jennie Longbottom ran a foundation course
at Maidstone in May and June 2008, which I
hope will inspire more people to join the
AACP.
I have a list of the postal addresses of members in the region, but no e-mail contact details.
Can you send these to me (moiratunstall@
aol.com)? It will make any future correspondence much easier. Please let me know about the
type of CPD that would be of benefit to you. I
would also be happy to learn of any special
interest groups in the region.
I look forward to receiving your news and I
hope that I can be of help to all members in the
South East area.
Moira Tunstall

South Wales
Hello, all, I am the South Wales regional representative, and I work in sunny Swansea. Since
 2008 Acupuncture Association of Chartered Physiotherapists

Regional reports
my last report, I
have been continuing to try to
develop an effective e-mail communication tool
for networking in
Wales. As with
most things, the
idea was simple,
but it has proved
to be is a tad more
complicated
in
practice! Still, I am
persevering, and
would ask those of
you who have not yet checked or provided an
e-mail address to do so as soon as you can.
I have started to put up some messages on
the Wales portion of the website, but I can
only add what I know. Please tell what’s going
on so that I can make everyone aware of your
news. Do this via <www.aacp.uk.com>. It
seems that there are quite a few courses going
on in Wales, and if you are thinking of running
anything, do get in touch and I will see what I
can do to help.
There is now an extra representative in Wales:
Paul Battersby is taking on the North Wales area
and will be contactable via the web page in the
near future.
Not much else happening at the moment – but
do let me know what you want and I will try to
help.
Dave Graham-Woollard

South West England
Devon, Somerset and Bristol
I am pleased to
report that our
Devon
Primary
Care Trust (PCT)
and Ministry of
Defence (MOD)
regional meetings
continue to thrive
and be well supported.
 2008 Acupuncture Association of Chartered Physiotherapists

A practical needling day at Honiton in
February 2008 was highly successful, with a full
attendance of 20 physiotherapists from around
the region. Another day has been arranged for
May 2008 to cater for another 20 members who
missed out the first time.
The MOD group will also have met again in
late May 2008 for a training day dedicated to bi
syndrome, its clinical implications, practical point
finding and needling of appropriate formulae.
We plan to run this session again later in the year
for the Devon group to foster a pattern of
continual development.
I try to send a mailshot to all new members,
but ultimately, communication is down to you.
This is a huge area that, for the time being, also
includes Gloucestershire, Herefordshire and
Dorset. Let me know what you want and I will
try to facilitate a response where possible.
Please take the time to log on to the AACP
website, which is fast developing into a first-class
information service. Amongst many other things,
you are now able to access research databases
and interact via a discussion forum.
For information on any regional matter and
the MOD Group, please contact me at my new
e-mail address (m-chapman7@sky.com). For
information, about the Devon PCT group, get
in touch with Nicola Parfitt (nicola.parfitt@
eastdevon-pct.nhs.uk).
Mike Chapman
Cornwall
I am continuing to
act as joint regional
representative with
Mike Chapman for
the South West,
covering
the
membership
in
Cornwall.
I am pleased to
report that the
Cornwall Acupuncture Group continues to hold
quarterly meetings in Truro. These have been
scheduled for February, June and October 2008.
As an offshoot of the February meeting, three
volunteers have offered to arrange and coordinate half-day practical acupuncture sessions:
there will be one each for the central, eastern and
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western parts of the county. The meetings are a
great forum for discussion and the dissemination
of information, as well as providing support for the attendees. Contact Sophie Down
(Sophie.down@rcht.cornwall.nhs.uk) or myself
(enquiries@roselandphysio.co.uk) via e-mail to
get details of upcoming meetings.
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Please continue to check the website for
upcoming events, and let me know of any local
news or queries that you may have.
Averil Bainbridge
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Regional representatives
The following table details the regional representatives and how to contact them.
Contact details
Name

E-mail

Telephone

East Anglia
Debbie Yates
Lynne Fanning

debbie.yates@nhs.net
lynne.fanning@nwmhp.nhs.uk

01480 462112
–

International
Felicity Edwards

rrael@yahoo.com

–

Jersey
Vacant

–

–

London
Vacant

–

–

Midlands East
Vacant

–

–

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

Republic of Ireland
Vacant

–

–

Scotland
Theresa Sheldon
Wendy Rarity

treezsh@yahoo.co.uk
wendy.rarity@hotmail.com

01506 834148
–

South Central England
Ahmed Osman*

aosman50@msn.com

–

*Alternate required.
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Regional representatives
Contact details
Name

E-mail

Telephone

South East England
Moira Tunstall

moiratunstall@aol.com

–

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
m-chapman7@sky.com

0121 286 8243

South Wales
Dave Graham-Woollard

South West England
Averil Bainbridge
Mike Chapman
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01392 414067
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LITERATURE REVIEW

Acupuncture and its use in the management of low back and
pelvic girdle pain in pregnancy
Wendy Koch
Private Practice, London, UK

Abstract
This literature review examines four freely available studies that relate to the management of
low back and pelvic girdle pain in pregnancy. Two of these publications are case reports,
another describes a quasi-randomized trial and the fourth paper is concerned with a single-blind
randomized controlled trial. A comparison of the use of acupuncture in these studies is
presented. The results of these investigations challenge the traditionally held belief that
acupuncture is contraindicated during pregnancy.
Keywords: acupuncture, low back pain, pelvic girdle pain, pregnancy.

Introduction
Low back pain (LBP) and pelvic girdle pain
(PGP) are two of the most common complaints
in pregnancy (Björklund & Bergström 2000);
studies have reported that these problems affect
between 48% and 76% of all pregnant women
(Fast et al. 1987; Berg et al. 1988; Östgaard et al.
1991; Kristiansson et al. 1996). The purpose of
the present literature review is to provide an
overview of LBP and PGP in pregnancy, and
review four freely available articles that describe
the use of acupuncture for LBP and/or PGP in
pregnancy.
The exact aetiology of LBP and PGP in
pregnancy remains unclear. It has been proposed
that pain develops as a result of mechanical,
complex hormonal or circulatory changes, or
a combination of these factors (MacEvilly &
Buggy 1996). As the pregnancy progresses,
ligaments become lax as a result of complex
hormonal changes and the increasing weight of
the uterus. The centre of gravity shifts forwards
to accommodate the expanding abdomen, the
lumbar curve becomes hyperlordotic, the pelvic
position alters and the rib angles change. MuscuCorrespondence: Wendy Koch, Pilates Art Physiotherapy,
1 Thornton Road, Wimbledon Village, London SW19
4NB, UK (e-mail: wendykoch75@hotmail.com).
 2008 Acupuncture Association of Chartered Physiotherapists

lar support is reduced as length–tension relationships alter in the abdominal, pelvic and thoracic
regions. Increased blood volume, laxity in blood
vessels and the weight of the gravid uterus on the
abdominal great vessels combine to alter blood
flow and impede venous return. The weight of
the uterus and position of the foetus can also
compress lumbosacral nerve roots, and may also
contribute to the development of LBP and
posterior PGP in pregnancy. Factors that
increase the likelihood of developing LBP or
PGP in pregnancy include a previous history of
these conditions, pelvic symmetry, smoking and
strenuous work (Östgaard et al. 1994; Wu et al.
2004).
Symptoms usually start between the sixth and
ninth month of pregnancy, but can occur as early
as the first trimester. These symptoms can
worsen as the pregnancy progresses and physical
changes become more pronounced. Pain is often
aggravated by prolonged weight-bearing, changes
in position and activities of daily living. The
symptoms are often worse in the evening, and
may disturb sleep in combination with other
factors, such as an increasing frequency of urination (Wu et al. 2004).
Low back pain and PGP are often treated as
minor and inevitable consequences of the hormonal and mechanical changes that occur during
37
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pregnancy; however, the symptoms can lead to
significant pain, distress and disability (Perkins
et al. 1998). Women can become distressed by
the likelihood that their pain may worsen
throughout the pregnancy, and that this pain
may adversely affect labour and the postnatal
period. They can also be concerned by the
possibility that the pain will return and worsen in
subsequent pregnancies.
The revised guidelines on pregnancy-related
PGP published by the Association of Chartered
Physiotherapists in Women’s Health (ACPWH)
advocate that women reporting musculoskeletal
symptoms in pregnancy should undergo individual assessment (ACPWH 2007a). The recommended treatment for PGP includes advice
regarding positioning and support before and
during labour, the possible use of a sacroiliac
joint (SIJ) belt, as well as stretches, stabilizing
exercises and hydrotherapy, if available. Heat can
also be used for pain relief and transcutaneous
electrical nerve stimulation may also be used in
the third trimester (ACPWH 2007b). The use
of heat creams, anti-inflammatory gels, nonsteroidal anti-inflammatory medications and
most other medications are limited because of
concerns regarding the effect of active ingredients on the developing foetus. Paracetamol is
considered to be the safest analgesic, but is only
recommended for use if it is taken under medical
supervision. Stronger analgesics (e.g. codeinebased preparations) may be prescribed when
other measures prove inadequate, but these can
cause further complications (e.g. constipation
and pelvic discomfort).
Acupuncture has been extensively studied in
the management of LBP in the general population and some positive results have been
recorded (Furlan et al. 2004; Manheimer et al.
2005). The underlying mechanisms of acupuncture are rather complex and still not fully understood; however, it is clear that the somatic and
autonomic nervous system, neuroendocrine systems, endogenous opioids and central nervous
system all play a key role in its effects at the local,
regional and central levels (Karavis 1997).
The Western and Eastern approaches to acupuncture vary considerably and a wide range of
treatment approaches exist. In simplistic terms,
traditional Chinese medicine (TCM) acupuncture
involves diagnosis according to patient presenta38

tion and history, as well as objective examination,
including general observation, tongue, pulse and
skin analysis, and palpation (Stux et al. 2003). The
choice of acupuncture points is dependent on
patient presentation, identification of ‘‘pathogens’’, and consideration of inter-relationships
between the acupuncture meridians and organ
function. Recognized treatment regimes for particular complaints are often considered within
the framework of the individual. Identification
and needling of local tender points (Ah Shi
points) is also a recognized traditional technique.
In Western healthcare, acupuncture is used by
a wide variety of health professionals, and the
assessment of patients varies according to the
training and medical background of the individual practitioner. The Western use of acupuncture
sometimes utilizes TCM approaches; however,
practitioners often select traditional acupuncture
points within areas of segmental innervation in
order to achieve an effect without always considering the TCM meridian or channel theories and
inter-relationships. Local needling of muscular
trigger points is also relatively common.
It has been reported that acupuncture has
been widely used during pregnancy in TCM for
many years. A range of problems have been
treated in this way, including pain, nausea and
vomiting, turning breech babies, induction of
labour, and pain relief during labour. Acupuncture has also reportedly been used to stimulate
spontaneous pregnancy loss (abortion). As a
result of the different effects of discrete acupuncture points, various guidelines exist within the
TCM literature relating to ‘‘forbidden points’’
during pregnancy. Consequently, concerns exist
in Western medicine regarding the safety of
acupuncture in pregnancy.
There is limited published research assessing
the effects of acupuncture on LBP and PGP in
the pregnant population. This may partly be
because of the research challenge of assessing
the effect of any form of therapy in pregnant
women because of the risks associated with
harming the foetus.
The present literature review examines four
freely available studies that relate to the management of LBP and PGP in pregnancy. Two of
these publications are case reports, one describes
a quasi-randomized trial and the fourth paper
is concerned with a single-blind randomized
 2008 Acupuncture Association of Chartered Physiotherapists
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controlled trial (RCT). A comparison of the use
of acupuncture in these studies is presented in
Table 1.

Literature review
A case study by Cummings (2003) reported the
use of acupuncture in a female subject during
two separate episodes of symptoms that
occurred one year apart.
The first course of treatment was for LBP and
took place when the patient was not pregnant.
During this episode, tender sites were needled in
the gluteus medius and quadratus lumborum,
causing an 85% reduction in symptoms over two
sessions.
The second course of acupuncture was for
unilateral LBP and leg pain. Treatment was
undertaken without knowledge of the pregnancy,
which was only discovered six sessions later. It
consisted of local periosteal needling to the
L5–S1 facet joint, and local tender points in the
quadratus lumborum and gluteus medius. Following a discussion about the benefits and risks
of treatment between the subject and therapist,
the patient opted to continue treatment throughout her pregnancy to the third trimester, when
treatment ceased. At this time, the subject started
using crutches with a good effect. During the
second episode, she was also undertaking chiropractic treatment and exercise, which reportedly
aggravated symptoms.
Cummings (2003) listed a number of adverse
events that took place during the sessions,
including ‘‘tattooing’’ of the skin as a result of the
employment of stainless-steel needles that were
found to have a residue on the shaft. The use of
these needles was discontinued and the batch
was discarded. Other reported adverse events
included local pain on needling and the inadvertent needling of the left L5 spinal nerve root
during one session, which produced sudden and
severe pain referral. The symptoms were only
temporary and ceased once the needle was withdrawn. The subject reportedly opted to continue
treatment and gave full consent. No adverse
events relating to the pregnancy were reported;
however, the birth outcomes were unknown.
A single case study by Forrester (2003)
described the management of incapacitating LBP
in a 21-year-old female from 24 weeks’ gestation
 2008 Acupuncture Association of Chartered Physiotherapists

until the end of the pregnancy. The initial treatment focused on LBP; however, as this resolved,
it was focused on leg pain and cramps. A positive
outcome was reported, and no treatment given
beyond 33 weeks gestation until a review that
took place 3 weeks postnatally.
Treatment started at 24 weeks’ gestation. It
was provided on a weekly basis to 29 weeks, then
at 31 and 34 weeks, and finally, at 3 and 9 weeks
postnatally. The treatment involved using
manual acupuncture bilaterally to traditional
points for LBP or points connected via segmental innervation, including Bladder (BL) 23, BL25,
and BL57, and Huatuojiaji (HTJ) points at the L2
and L4 levels. Outcome was measured according
to patient-reported pain symptoms and a Visual
Analogue Scale (VAS; range=0–100). No
adverse effects were reportedly experienced by
the woman or her infant.
Guerreiro et al. (2004) undertook a prospective
quasi-randomized controlled study. This study
recruited females with LBP or PGP who were
attending the hospital antenatal programme. Out
of a group of 79 women, 61 (77.2%) reported at
least mild LBP or PGP. These subjects were
allocated to either ‘‘conventional’’ management
(the control group) or ‘‘conventional’’ management plus acupuncture (the treatment group).
Women attending a Monday–Wednesday class
were allocated to the control group, whereas
those attending a Tuesday–Thursday class were
allocated to the treatment group. Prospective
subjects were excluded if they had experienced
any chronic or handicapping LBP before becoming pregnant, if they were in a high-risk pregnancy group, or if they had been treated with
acupuncture in the preceding year.
Both groups were given ‘‘conventional’’ treatment, which consisted of prescribing analgesic
medication (500 mg paracetamol) and antispasmodic medication (10 mg hyoscine). The
treatment group also received acupuncture,
which involved the use of eight standard acupuncture points as well as the option of four
additional points to individualize the treatment
to each patient’s presentation. Commonly used
points included Kidney (KI) 3, Small Intestine
(SI) 3, BL62, BL40, Triple Energizer (TE) 5, Gall
Bladder (GB) 30, GB41 and HTJ points over
between eight and 12 treatments on a once- or
twice-weekly basis.
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Cummings (2003)

1

N/A

32

LBP, buttock and leg pain

First six sessions in the first
trimester: pregnancy reported
at the seventh session;
number of weeks not stated

Weekly to fortnightly

–

–

Variable

Participants (n)

Power of study

Age range (years)

Area of symptoms

Gestational time at
initial treatment (weeks)

Treatment frequency

Acupuncture
treatment time (min)

Stimulation

Study

Electroacupuncture
at one stage, otherwise
not stated

1, 5, 10, 15 and 20 min
maximum from the
fifth visit onwards

Once weekly for five
sessions;
2 weeks later;
3 weeks later;
11 weeks later
(3 weeks postnatally);
3 weeks later
(9 weeks postnatally)

24

LBP, followed by leg pain
and then calf cramps

21

N/A

1

Forrester (2003)

Not specified if any
stimulation used,
but stated attempt made to
elicit de qi at points

25

Once weekly;
twice weekly for severe pain

15–30

LBP or PGP

15–39

Not indicated

34 (medication only)
27 (medication and acupuncture)

Guerreiro et al. (2004)

Manual stimulation every 10 min;
obtaining de qi

Continued

30 (acupuncture)
60 (exercise, massage and stretches)

Twice-weekly acupuncture;
once-weekly individual exercise
with massage and/or stretches

12–31

Isolated PGP

Average age 30–31 years in all groups

103 for each group for 90% power to
detect a difference (at the two-sided
5% level)

130 (advice, education and SIJ belt)
125 (acupuncture, advice and education)
131 (stabilizing exercises, advice and
education, massage and stretching)

Elden et al. (2005)

Table 1. Summary of four studies of the use of acupuncture in pregnancy: (SIJ) sacroiliac joint; (N/A) not applicable; (LBP) low back pain; (PGP) pelvic girdle pain; (BL) Bladder; (HTJ) Huatuojiaji;
(KI) Kidney; (SI) Small Intestine; (TE) Triple Energizer; (GB) Gall Bladder; (GV) Governor Vessel; (LI) Large Intestine; (SP) Spleen; (ST) Stomach; (EX) Extra Point; (VAS) Visual Analogue Scale; and
(NRS) Numeric Rating Scale

Low back and pelvic girdle pain in pregnancy
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2, 4, 6 or 10

c 6–8

Left L5–S1 facet joint;
bilateral gluteus medius
(two points);
bilateral quadratus
lumborum

Patient symptom reporting
and general reassessment

No statistical analysis of change;
treatment stopped at around
27–29 weeks of pregnancy when
the patient decided that she
was comfortable enough to
continue without treatment
with the aid of crutches

Nil

Most commonly used
points

Outcome measures

Results

Significant adverse effects

Average points (n)

‘‘Classical’’ acupuncture
points for low back pain and
‘‘segmental dysfunction’’

Periosteal facet joint needling,
dry needling of myofascial
trigger points

Needling technique
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Nil

No statistical analysis of change;
VAS not stated at the last
treatment during pregnancy
at 33 weeks, although the
patient reported ‘‘two bad
days in 2 weeks’’;
postnatal VAS=5–10 with
intermittent LBP on lifting;
no leg pain or cramps

Pain score: VAS (0–100);
symptom reporting each
fortnight

Bilateral points:
BL23, BL25, BL57;
HTJ points at similar levels:
L2, L4

9

18

Treatments (n)

Forrester (2003)

Cummings (2003)

Study

Variable

Table 1. Continued

Nil in females and infants

Statistically significant reduction
in acupuncture group’s pain
levels (P<0.0001);
reduced use of paracetamol
(P=0.005);
improved functional capacity
(P=0.01 general activities;
P<0.001 work and walking)
No difference in infant measures

Pain score: NRS (0–10);
use of medications;
functional capacity (0–10)
for general activities, walking
and working;
birth weights and Apgar scores

KI13, SI3;
BL62, BL40;
TE5, GB30, GB4;
HTJ points

12 (8 standard points with
c 4 additional points)

Traditional acupuncture
using classical acupuncture
points

8–12

Guerreiro et al. (2004)

Nil in females and infants

Reduction in reported pain in
acupuncture group compared to
education/SIJ belt group (P<0.001);
reduction in pain in exercise group
compared to education/SIJ belt group
(P<0.04);
no statistical difference between
acupuncture and exercise groups;
reduction in pain most pronounced in
the evening in acupuncture group at
review one week after end of treatment

Pain score: VAS (0–100) every
afternoon and evening;
physical reassessment

GV20;
bilateral points:
LI4, BL26, BL32, BL54, BL60;
KI11, GB30, SP12, ST36, EX21

Local individual selection
according to diagnostic palpation:
10 segmental points and 7 extrasegmental points used

Local acupuncture points at site
of local sensitivity

12 (acupuncture)
6 (exercise)
1 (advice)

Elden et al. (2005)

W. Koch
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Guerreiro et al. (2004) measured outcomes
including pain levels (score=0–10), the use of
medication and self-reported functional capacity
for three areas of function (score=0–10). Statistically significant reductions were reported in
the acupuncture group with respect to pain and
the use of paracetamol. Statistically significant
improvements were also reported in this group
with respect to functional capacity. Birth weights
and Apgar scores were similar between the two
groups. No adverse effects were reported in
either the subjects or their infants.
Elden et al. (2005) reported an extensive
single-blind RCT in which 386 pregnant women
with isolated PGP were randomly assigned to
either standard treatment (education, advice and
sacroiliac belt), acupuncture (including standard
treatment) or stabilization exercises (including
standard treatment with some individual massage
and stretching). Prospective subjects were
excluded if they had another pain condition,
systemic disorders, multiple pregnancy or contraindications to treatment.
Acupuncture treatment was determined
according to points of local sensitivity. Ten
segmental and seven extrasegmental points were
used. Commonly used points included Governor
Vessel (GV) 20, bilateral Large Intestine (LI) 4,
BL26, BL32, BL54, BL60, KI11, GB30, Spleen
(SP) 12, Stomach (ST) 36 and Extra Point 21.
The outcome measures included reported pain
scores (VAS=0–100) and physical reassessment
by an independent examiner. The reported
results included a statistically significant reduction in pain for both the acupuncture and exercise groups compared to the standard treatment
group, but no statistical difference between the
acupuncture and exercise groups, although the
acupuncture group showed more positive outcomes. No adverse effects were reported in
either the subjects or their infants.

Discussion
One major criticism regarding research in a
clinical population relates to the use of small
sample sizes, which results in a lack of statistical
power to detect change. With regard to the
present literature review, the single case reports
had major limitations; however, these studies
reported the use of different forms of acupunc42

ture application and contribute to a growing
body of evidence describing the safe application
of acupuncture in pregnancy. Guerreiro et al.
(2004) used a relatively small sample size, but
took the importance of power into consideration
in their study; they were still able to detect
statistically significant changes between the treatment groups. Elden et al. (2005) also considered
statistical power and ensured that their sample
sizes were appropriate to achieve a 90% power
for detecting a significant change.
All four studies varied widely in terms of
frequency of treatment, the time for which the
treatment was provided and the acupuncture
technique used. Not all of the authors considered
TCM principles in the selection of points. All
four reports initially administered treatment on a
weekly or fortnightly basis, but the times given
for treatment varied significantly. All sessions
lasted no longer than 30 min.
Current theories in acupuncture suggest that
treatment times of under 20 min predominantly
affect local tissue and spinal cord mechanisms,
whereas longer sessions begin to augment the
central nervous system and neuroendocrine system. However, since there are so many physiological changes during pregnancy, it is unclear
whether this results in different levels of sensitivity and different responses to the various
systems. This is evidently an area that requires
further research.
Notably, all the acupuncture treatments
reported in the four studies involved more than
six sessions. Current research suggests that a
minimum of six treatments is required to achieve
a positive result in treating chronic pain. To date,
the number of sessions, and the time required
for treating acute episodes of pain and other
conditions (e.g. pregnancy) has not been studied
or documented thoroughly.
Interestingly, although Cummings (2003)
administered the greatest number of treatments
during pregnancy, the efficacy of the acupuncture treatment is questionable because the subject was also undertaking other forms of
therapy (e.g. chiropractic manipulation and
exercises). Furthermore, the use of crutches
from 25 weeks’ gestation significantly reduced
symptoms and acupuncture treatment was
stopped. However, the inclusion of Cummings’
(2003) case report in the present literature
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review is not intended to provide a comparison
with the most effective treatment methods, but
is meant to recognize that acupuncture during
pregnancy does not result in any known
adverse effects, and to document the points
and techniques used.
Three out of the four articles described in the
present literature review indicate that treatment
was begun in the second trimester; however, no
specific reasoning for this decision is discussed in
any of these articles. Cummings (2003) inadvertently treated a subject with acupuncture during
her pregnancy, although it was not known at the
time. Forrester (2003) acknowledged that it is
usual practice to commence treatment once a
healthy pregnancy has been established and the
first trimester is complete. He cited that 15% of
known pregnancies result in spontaneous miscarriage in the first trimester, and highlighted
that, because of concerns with litigation, clinicians are wary of initiating a treatment during the
first trimester since it could be blamed for any
subsequent miscarriage. However, treatment is
sometimes commenced with the subject’s full
informed consent if the benefits of the treatment
outweigh the risks involved.
There was also significant variation in the
treatment approach and amount of stimulation
reported in the four papers. This probably
reflects the wide range of schools of acupuncture
training and the variety of techniques utilized in
the clinical environment. Cummings (2003)
adopted a dry needling/intramuscular and periosteal needling approach, and also tried some
electroacupuncture, but he considered it less
effective for this particular patient and returned
to vigorous manual acupuncture. However,
details of the techniques and progression at each
session are scant.
By comparison, Forrester (2003), Guerreiro
et al. (2004) and Elden et al. (2005) selected
traditional acupuncture points and some
intended to elicit de qi. Ah Shi (tender) points
were also used. Forrester (2003) clearly documented that point selection had been based on
traditional acupuncture principles and concepts
of segmental innervation, and considered the
concept of ‘‘forbidden points’’ in pregnancy. He
mainly used a small selection of Bladder (BL23,
BL25 and BL57) and corresponding HTJ points
at the L2 and L4 levels. While these points are
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commonly used in the general LBP population,
TCM literature and the AACP Foundation
Acupuncture Course guidelines (Pearce 2007)
suggest that points over the lumbosacral area
should not be used during pregnancy because of
shared segmental innervation with the uterus,
cervix and pelvis.
Guerreiro et al. (2004) did not provide clear
reasoning for the points that they selected and
did not document all the points that were used.
These authors indicated that the commonly used
points were KI3, SI3, BL62, BL40, TE5, GB30,
GB 41 and HTJ points along the spine. Elden
et al. (2005) selected points according to local
sensitivity following diagnostic palpation and
indicated that they were trying to access the
segmental inhibition systems to provide pain
relief.
A number of ‘‘forbidden points’’ in pregnancy
are well documented in the literature (Dale
1997). These points are largely based on a wealth
of historical and authoritative literature, and vary
depending on which text is consulted; however,
there is currently little research evidence for
these directives. The ‘‘forbidden points’’ include
those over the abdomen, those with a strong
effect on the autonomic nervous system, those
with shared segmental innervation with the
uterus and cervix, and points that have reportedly been used to terminate pregnancies.
Another example of TCM reasoning is the avoidance of the yin channels in the lower limbs.
Some points are considered completely contraindicated, whilst others are considered appropriate
for moxibustion only. Certain points are contraindicated until the pregnancy reaches a
specific milestone (e.g. 33 weeks for points used
to turn a breech presentation and 36 weeks for
points associated with the induction of labour).
The AACP Foundation Acupuncture Course
guidelines (AACP 2007) recommend that LI4,
Lung 11, Liver (LV) 1, LV3, KI11, SP6, BL60,
BL67, GV22 and GB21 are specifically avoided
during pregnancy, in addition to normal TCM
‘‘forbidden points’’.
Notably, Elden et al. (2005) used LI4 and
BL60, which are considered to be contraindicated during pregnancy in TCM and AACP
Foundation Acupuncture Course literature
(Pearce 2007). These authors also used BL32 and
ST36, which are also points described by some
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Table 2. Forbidden points in pregnancy (cited by Forrester
2003): (CV) Conception Vessel; (PC) Pericardium; (GB) Gall
Bladder; (GV) Governor Vessel; (HTJ) Huatuojiaji; (KI) Kidney;
(LI) Large Intestine; (LU) Lung; (LV) Liver; (SI) Small Intestine;
(SP) Spleen; (ST) Stomach; (TE) Triple Energizer; (BL) Bladder;
(T) Thoracic; (L) Lumbar; and (S) Sacral
Acupuncture points
CV2, CV3, CV4, CV5, CV6, CV7
PC6, PC8
GB2, GB9, GB21, GB34
GV3, GV4, GV5, GV6, GV7
All HTJ points
KI1, KI2, KI4, KI7
LI2, LI4, LI10
LU7, LU11
LV1
SI7, SI10
SP1, SP2, SP6, SP13, SP14
ST4, ST12, ST24, ST25, ST36, ST45
TE4, TE10
BL60, BL67
Points with shared segmental innervation to the uterus and
cervix, i.e.:
T11, T12
L1, L2
S2, S3, S4
All leg and hand points, and low back, loin, and abdominal
points, especially:
LI4,
GB3, GB21, GB31
ST25, ST30, ST36, ST44
SP6
KI3, KI6
GV20

traditional sources as being ‘‘forbidden’’ during
pregnancy (Becke 1988, cited in Forrester 2003;
Lian et al. 2005).
Large Intestine 4 is contraindicated during
pregnancy because strong manipulations have
been reported to cause uterine contractions,
although this point is used for analgesia in labour
(Stux et al. 2003; Lian et al. 2005). Additionally,
BL60 is contraindicated until a pregnancy is full
term since it is also used in TCM to induce or
increase contractions during labour (Lian et al.
2005).
Out of the four studies, only Forrester (2003)
reported reviewing TCM literature relating to
‘‘forbidden points’’ in pregnancy (Table 2).
Cummings (2003) alluded to concerns associated
with spontaneous pregnancy loss and other
complications of pregnancy that could be attributed to acupuncture treatment, but he did not
specifically address the issue of ‘‘forbidden
points’’ in pregnancy in the paper. It is surprising
that these points were not given due consideration in light of the paucity of quality research
documenting the safe use of acupuncture during
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pregnancy for LBP and PGP, and the risks
associated with trialing treatments on a pregnant
population.
Notably, although Pericardium 6 is listed as
contraindicated in Table 2, this point has been
extensively studied in the management of nausea
and vomiting associated with pregnancy, and is
now considered to be safe and effective to use.
Other points listed above have also been used in
various studies without adverse effects being
reported.
Interestingly, some other authors have
reported needling a number of ‘‘forbidden
points’’ judiciously without observing any
adverse effects to the mother or unborn foetus
(Becke 1988, as cited in Forrester 2003). Consequently, questions are now arising relating to
whether points are completely or only relatively
contraindicated (i.e. appropriate for gentle
manipulation only) and further research is
required in this area. In the four studies reviewed
in the present paper, no adverse effects were
reported relating to the women or their infants.
Other issues
There are a number of difficulties associated with
research into acupuncture. First, acupuncture is
still considered to be a ‘‘novel’’ treatment in
Western medicine, and in itself, this can create a
significant treatment effect regardless of the
points used, the method of stimulation or the
other treatment parameters that are selected.
Consequently, studies that do not include a sham
acupuncture group are often criticized and any
significant results are dismissed as placebo
effects. However, it is very difficult for
researchers to deceive patients into believing that
they have undergone an acupuncture treatment
that penetrates the skin at specified sites when
they have not. Additionally, even a gentle touch
has a physiological effect. Furthermore, it is also
ethically difficult to justify providing a sham or
control treatment that does not have a clinical
effect to women who have need therapy during a
time of immense change, especially when it is
well documented that there are treatments that
are effective in the management of PGP and
LBP in pregnancy. As acupuncture becomes
more widely known, it is also difficult to find a
group of patients who are naïve about it.
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Some of the control ‘‘treatments’’ described in
the articles reviewed in the present study were
questionable. Guerreiro et al. (2005) used paracetamol and hyoscine as the control treatment;
however, these authors did not provide
evidence-based justification of this regimen as an
effective treatment for LBP and PGP in pregnancy. Furthermore, some patients included in
their groups may have been averse to taking
medications during pregnancy because of perceived risks. However, Guerreiro et al. (2005)
highlighted the ethical issue regarding the need
to provide treatment for patients in a real-life
situation, and justified their approach by explaining that both groups were offered medication as
standard treatment and acupuncture was added
to the standard treatment in the treatment group.
Elden et al. (2005) attempted to compare the
effect of recognized treatments used in the clinical setting; however, the treatments in these
groups were not completely standardized. These
authors briefly documented that some patients in
the exercise group also received stretching and
massage, which confounds the results, but this
more accurately reflects the kind of multitreatment approach commonly used in clinical
settings. In this group, Elden et al. (2005) highlighted that the manual treatment was only
undertaken once weekly, whereas the main treatment (exercises) were performed at least daily.
Surprisingly, although these authors stated that
previous research highlighted that their standard
treatment including education and a SIJ belt is
ineffective, they opted to use this approach in the
control group. Elden et al. (2005) also concluded
that this was not an effective form of treatment
in the pregnancy population.
In the two case studies, both women were in
their first pregnancy. Elden et al. (2005) studied
women who were in different pregnancies (just
over one-third in each group were in their first
pregnancy); however, Guereiro et al. (2004) did
not indicate whether women were in their first or
a subsequent pregnancy. Since mechanical and
hormonal influences are enhanced with each
subsequent pregnancy, these factors may potentially also confound results. This was not highlighted in the above authors’ discussion.
Overall, Cummings (2003) presented a rather
narrow discussion of the mechanics of applying
periosteal needling in pregnancy, briefly high 2008 Acupuncture Association of Chartered Physiotherapists

lighting that no adverse effects occurred, even
though treatment had been unwittingly commenced during the first trimester. In contrast,
Forrester (2003) provided an extensive and
well-researched summary relating to safety risks,
‘‘forbidden points’’, litigation and the evidence
for the number of treatment sessions, and highlighted relative contraindications to acupuncture
in pregnancy. Forrester (2003) also discussed
potential direct and indirect mechanisms (e.g.
segmental, hormonal and autonomic systems
changes) during pregnancy. Guerreiro et al.
(2004) highlighted the limitations of not using
sham acupuncture, but discussed the ethical need
to be providing some form of recognized treatment in a clinical population with a real-life need.
There was only minimal discussion of the mechanisms of the treatment effects; Guerreiro et al.
(2004) focused on the results of their study demonstrating that no adverse effects occurred as a
consequence of acupuncture in pregnancy. Elden
et al. (2005) provided a brief discussion regarding
the effects of stabilizing exercise, the absence of
evidence for ‘‘standard’’ treatment, and the acupuncture mechanisms and concepts of segmental
pain inhibition and the activation of central pain
systems via endogenous opioid activation.

Conclusions
Although there are a few other papers describing
the use of acupuncture in pregnancy in addition
to the four reviewed in the present study, it is
apparent that further research regarding safe
points and the use of acupuncture in the management of PGP and LBP needs to be undertaken. Because LBP and PGP are two different
presentations that require different treatment
approaches from the exercise and manual treatment standpoints, it may be clinically useful if
future studies separate the two presentations into
different treatment groups in order to elucidate if
a different approach is required from an acupuncture perspective. It may also be useful if
groups of pregnant women are separated into
first, second or subsequent pregnancies since the
hormonal and mechanical responses to pregnancy increase with each subsequent pregnancy,
and the inclusion of a range of women in
different pregnancies may confound results. In
addition, further studies require significant
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numbers of subjects and researchers must consider the statistical power of the sample size.
Preferably, these studies should be RCTs; however, case reports continue to add to the body of
literature documenting the safe use of acupuncture in pregnancy.
Whilst the results of the studies discussed in
the present literature review cannot be extrapolated to the general population of pregnant
women in the clinical setting, these four papers
contribute to the growing literature that suggests
that acupuncture can be safely administered
during pregnancy, given that the therapist has
adequate training and knowledge of its use.
Although some aspects of the methodologies
and discussions can be criticized, the four studies
challenge the historical beliefs that some points
are absolutely contraindicated during pregnancy.
Some of the papers also highlighted that further
research is required to establish safe parameters
for stimulation and length of time for treatment.
These findings are further supported by a recent
extensive Cochrane review of RCTs relating to
interventions for preventing and treating LBP in
pregnancy that concluded that, although further
high-quality research was required, the indications were that acupuncture was useful in the
management of PGP and LBP in pregnancy
(Pennick & Young 2007).
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Acupuncture in cardiology
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Abstract
Acupuncture is not usually associated with cardiology, but when the physiological mechanisms
through which acupuncture is thought to work are carefully examined, the possibility emerges.
This paper discusses some speculative ideas that explore how acupuncture might work in this
context, and more specifically, in the field of stroke.
Keywords: acupuncture, cardiology, stroke.

Introduction
Acupuncture is not usually associated with cardiology by anyone other than an acupuncture
practitioner. However, when the physiological
mechanisms through which acupuncture is
thought to work are carefully examined, the
possibility emerges.
Acupuncture is best defined as a potent form
of sensory stimulation. It is derived from the
traditional Chinese medicine (TCM) paradigm,
and associated with ideas about life force, and yin
and yang. However the acupoints are chosen,
whether by Chinese tradition and their position
on an acupuncture meridian, or Western theories
of segmental distribution, the insertion of a
needle into the skin and underlying tissues produces a clear pattern of afferent responses in
peripheral nerves.
The basic science of acupuncture has been
subject to much research with regard to its
analgesic effect, and the studies have mainly
examined the effect of acupuncture on the central, peripheral and autonomic nervous systems,
together with related neurohumoral effects and
changes in blood biochemicals. Other effects,
such as those on the vascular system, have also
been investigated, but not to such a great extent.
The first research studies looked at the effect
Correspondence: Dr Val Hopwood FCSP, Acupuncture
MSc Course Director, Health and Life Sciences, Coventry
University, Priory Street, Coventry CV1 5FB, UK
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of acupuncture on the nervous system, and the
model proposed by Pomeranz (1996) indicated
just how acupuncture could affect this system,
increasing the secretion of neuropeptides and
monoamines in the bloodstream or cerebrospinal
fluid. These include the endorphins, enkephalins,
dynorphins, serotonin and epinephrines. In his
presentations and publications, Bruce Pomeranz
has documented 17 convergent lines of evidence
supporting the claim that acupuncture releases
endorphins, producing acupuncture analgesia,
which is naloxone reversible (Pomeranz 1996).
This work played a major part in convincing
the Consensus Development Conference of the
National Institutes of Health in the USA of the
scientific credibility of acupuncture for pain relief
in 1997 (NIHCDPA 1998).
While we have a relatively good understanding
of how acupuncture may work in pain, our
understanding of the overall effects is far more
fragmented. We are aware that acupuncture may
be having an effect on the circulation in general,
including both the microcirculation and the
cerebral circulation. We are also aware that
acupuncture may influence recovery from neurological damage, and may have direct effects on
muscle tissue as well as mood (Ludwig 2000;
Mukherjee et al. 2007).
However, there is no coherent physiological or
immunological theory that unites these various
disparate observations. Furthermore, much of
the research in this area is limited and has not
been reproduced independently; some of the
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science, particularly from the Chinese studies, is
very poor. The following are some speculative
ideas that explore how acupuncture might be
working in the context of cardiology, and more
specifically, the field of stroke.

General circulation
The Chinese have long claimed that acupuncture
produces changes in circulation, but tend to
assert that these are only a normalization process, restoring the characteristics of healthy circulation both in mechanical flow and the state of
the blood cells. Research into acupuncture and
the cardiovascular system has the advantage that
this system is capable of reliable and relatively
convenient monitoring.
It has been remarked that patients frequently
comment that they feel warm after acupuncture
(Filshie & White 1998). Indeed, Cao et al. (1983),
measuring changes in skin temperature and
assessing blood flow by finger plethysmography,
suggested that patients who responded to acupuncture analgesia tended to show a measurable
increase in the skin temperature of the palms.
Some recent work on acupuncture for reflex
sympathetic dystrophy has investigated the
reported sensation of warmth when acupuncture
is given for this condition (Bar et al. 2002). Ten
healthy age- and sex-matched patients were used
as controls. The 10 patients received acupuncture to the affected limb. The participants in the
control group were matched for limb and side.
Blood flow was measured by duplex sonography
of either the brachial of the femoral artery
before, during and after the third session of
acupuncture. Ten treatments were given in total.
Blood flow increased significantly in the patients’
affected limbs compared with their untreated
(unaffected limb). All but one patient reported
improved symptoms. Interestingly, only an
improvement in subjective function, not subjective pain, was positively correlated with the
increase in blood volume flow.

Hypertension
Hypertension has also been investigated in
human subjects by several researchers, one of the
earliest being Tam & Yiu (1975). In this study,
28 patients with essential hypertension were
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treated with acupuncture. Sixteen showed excellent improvement in terms of the lowering of
blood pressure to normal and the disappearance
of original symptoms. Eight had moderate
improvement and four showed no response. The
results of treatment seem to indicate that
improvement is closely related to the duration
of disease and history of drug treatment. The
selection of acupuncture loci, and the techniques
of needle insertion and manipulation were discussed in detail, but there was no control
group. Also, the descriptions of the results as
‘‘excellent’’, ‘‘moderate’’ etc. are not sufficiently
objective to draw any definite conclusions.
A more rigorous recent study (Ballegaard et al.
1993) found that acupuncture tends to regulate
responses towards the norm, i.e. high blood
pressure is lowered, possibly because of the
release of endorphins and serotonin, and raised
when it is low, possibly through the release of
central acetylcholine and vasopressin. Ballegaard
et al.’s (1993) results were highly significant in
comparison to placebo. This type of finding also
tends to support the original Chinese theory that
acupuncture has no effect in a healthy person.
Also, the influence of acupuncture on the autonomic nervous system is reflected in heart rate
variability, depending on the site of stimulation
(Haker et al. 2000).
A very recent trial (Flachskampf et al. 2007)
showed that acupuncture according to traditional
Chinese medicine theories significantly lowered
mean 24-h ambulatory blood pressure in patients
with uncomplicated arterial hypertension. However, the effect disappeared after the 6 weeks of
acupuncture treatment.
There is a lot of interest in research circles, and
the use of acupuncture as an adjunctive therapy
for essential hypertension is being carefully
examined (Yin et al. 2007). Yin et al. (2007)
integrated acupuncture with conventional pharmaceutical therapy, lifestyle management, easywalking and breathing exercises, and suggested
that a modulation of the autonomic nervous
system is the primary mechanism responsible for
their good results.

Ear acupuncture
Auricular acupuncture has also been shown to
have an effect on blood pressure by Gaponjuk &
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Sherkovina (1994). In a study of 104 patients by
the above authors, the haemodynamic influence
of each of 16 pairs of auricular acupuncture
points was observed in hypertensive patients.
Changes in heart rate, stroke output and peripheral vascular resistance were measured, so that
the degree of change could be charted for each
acupuncture point. It became clear that certain
groups of ear points induced a fall in blood
pressure by influencing changes in one or more
of these cardiac perimeters.
The ear has a particularly rich nerve supply
derived from several cranial and upper cranial
nerves, and it is possible to explain the hypotensive action of specific groups of acupuncture
points by reference to their innervation.
Branches of the trigeminal, facial, glossopharyngeal, vagus and cervical nerves are all present on
the ear surface. Gaponjuk & Sherkovina (1994)
claimed that the most effective auricular acupuncture points for hypertensive patients could
thus be accurately predicted.

Stroke
An important clinical result of this work is the
possibility of stroke prevention. By lowering
blood pressure (Yin et al. 2007), decreasing
viscosity (Jiao et al. 1992) and increasing the rate
of blood flow (Yuan et al. 1998), the likelihood of
stroke should be diminished.
Perhaps surprisingly, TCM ideas about the
causes of stroke have a lot in common with
Western medicine. While the primary cause of
stroke is believed to be an uncontrolled and
catastrophic rush of pathological heat to the
brain, the reasons for this include a poor diet,
with too much rich or fatty food, excess alcohol,
decreased activity, and general stress.
There have been several recent controlled
trials of acupuncture as a treatment after stroke,
the best of which were analysed in a Cochrane
review by Zhang et al. (2005). Their main findings were that, in spite of no significant difference between acupuncture and the control
interventions, fewer deaths occurred in the acupuncture groups. There has been some suggestion that a greater percentage of stroke survivors
treated with acupuncture return to, or remain in,
their own homes (Hopwood & Lewith 2005).
Whether this is the result of an increase in
 2007 Sovereign Publications

motivation and a decrease in the widely recognized problem of post-stroke depression is hard
to say.
Some researchers have indicated that there
might be an increase in muscle strength and a
decrease in spasticity, particularly in the early
stages of recovery (Park et al. 2005; Mukherjee
et al. 2007; Hopwood et al. 2008). Others have
claimed an improvement in well-established
symptoms of physical disability with increased
functional movement after several years (Naeser
et al. 1994). Most dramatically, a study published
recently (Schaechter et al. 2007) indicated that
there is a positive correlation between changes in
function of the affected upper limb (spasticity
and range of motion) and activation in a region
of the ipsilesional motor cortex, perhaps indicating that acupuncture may improve function of
the affected upper limb in chronic hemiparetic
stroke patients by this mechanism.
Further large, well-controlled studies are
needed to confirm this, but clinicians are agreed
that the potential for acupuncture to increase
physical recovery from stroke is worth serious
investigation. The Chinese, of course, will say
that they have known this for years.
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CASE REPORT

Treatment of cervical and posterior shoulder pain in a
57-year-old female with conventional physiotherapy and
Western acupuncture
Lotte Skjodt
Department of Physiotherapy, Addenbrooke’s Hospital, Cambridge, UK

Abstract
The case of a 57-year-old female with predominantly centrally evoked cervical and posterior
shoulder pain is described. The primary outcome measure was the Numerical Rating Scale; the
secondary outcome measures were the Neck Disability Index (NDI), cervical range of movement
and intake of co-codamol. The treatment modalities were conventional physiotherapy and
Western acupuncture. The results show that the subject’s pain score improved by 5 points, which
is considered to be clinically significant. There was no clinical improvement in the NDI score, but
the intake of analgesia decreased by 33% and the patient achieved full range of movement.
Keywords: manual therapy, neck pain, physiological mechanisms, Western acupuncture.

Introduction
The present case study describes a 57-year-old
female who was referred to the Department
of Physiotherapy, Addenbrooke’s Hospital, Cambridge, UK, by the Rheumatology Department.
She presented in December 2007 with a history of
neck and bilateral posterior shoulder pain, as well
as depression. The subject’s symptoms had begun
gradually approximately 12 months before, coinciding with problems at her place of employment:
she reported that ‘‘work wants to finish me off’’.
In the previous year, her local occupational health
team had recommended light duties, but the pain
and severity of her symptoms persisted.
The subject’s past medical history consisted of
a troublesome left knee and mild bilateral carpal
tunnel syndrome.

Case report
Subjective presentation
The initial physiotherapy assessment took
place in February 2008. The subject’s pain had
Correspondence: L. Skjodt MCSP SRP, Department of
Physiotherapy, Addenbrooke’s Hospital, Hills Road,
Cambridge, Cambridgeshire CB2 0QQ, UK (e-mail:
lotte.skjodt@addenbrookes.nhs.uk).
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worsened since her referral, and additionally, she
complained of intermittent bouts of dizziness.
She also reported intermittent headaches that
were apparently unrelated to her neck and shoulder pain. The subject thought these could be
stress-induced. Further questioning revealed that
she felt hot and sweaty, although her urine
output was normal. The subject described herself
as ‘‘not feeling well’’ and ‘‘a wreck’’, and mentioned that she had a tendency to pull her hair
out.
A body chart identifying the anatomical
locations and providing descriptions of the subject’s various types of pain is shown in Figure 1.
Table 1 lists the factors that either aggravated or
alleviated the pain. Table 2 details the course of
her pain during the day. At night, the subject
preferred to sleep on either side with one goodsized pillow under her head, and complained of
intermittent sleep disturbance.
In terms of medication, the subject used
10 mg of amitriptyline at night to help with the
sleep disturbance, co-codamol (paracetamol and
codeine) six times a day for pain relief, and
etodolac, a non-steroidal anti-inflammatory drug.
She had worked as a care assistant in a day
centre for 25 h a week since 1986. Her duties
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Figure 1. Body chart identifying the anatomical locations and providing descriptions of the subject’s various types of pain
(all intermittent): (PS) shoulder pain; (PN) neck pain; (PW) wrist pain; and (NRS) Numerical Rating Scale.
Table 1. Factors that either aggravated or alleviated the subject’s
various types of pain: (PS) shoulder pain; (PN) neck pain; and
(PW) wrist pain
Type of pain

Aggravating factors

Easing factors

PS

Night
Moving arms

Analgesia
Rest

PN

Knitting
Reading

Head resting on pillow
in sitting
Gentle neck movements

Night

Use of wrist splints

PW

Table 2. Course of the subject’s pain during the day: (PS)
shoulder pain; (PN) neck pain; and (PW) wrist pain
Type of pain
Time of day

PS

PN

PW

Morning:
on waking
Present
Present
Not present
on rising
Reduced
Reduced
Unchanged
Midday, afternoon
and evening
Activity-related Activity-related Unchanged

involve looking after the elderly, helping them to
use the toilets and serving lunch.
She was a widowed Italian woman who
lived in her house on her own. Her daughter
visited daily and had a trolley for shopping. The
subject’s hobby was knitting.
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Examination findings
Clinical tests were conducted on 15 November
2007. A hand/wrist X-ray found no bone or
joint abnormality. A spine cervical X-ray (lateral
and swimmer’s views only) indicated normal
alignment, and that the vertebral body and
heights were preserved. No atlantoaxial subluxation was identified. A blood test revealed
raised levels of C-reactive protein (CRP), a result
that is indicative of a minor inflammatory
response.
Nerve conduction studies done on 3
December 2007 gave neurophysiological confirmation of mild bilateral carpal tunnel syndrome.
The subject presented with a Body Mass Index
of 48. Her posture was head-forward with a
cervicothoracic kyphosis. The right rotation of
the cervical spine was limited to 50% and the
left to 20  as a result of her neck pain (PN).
Sustained left rotation for 10 s reproduced her
dizziness, but resolved after 20 s. Flexion was
full, predominately at the cervicothoracic junction, with PN and shoulder pain (PS) bilaterally at
the end of her range of movement. An upper
cervical flexion rotation test that was performed
during the third session was negative. A craniocervical flexion test was unremarkable, but
moderate dyskinesthesia was noted. A pressure
biofeedback unit (PBU) was used for deep neck
flexor assessment. The subject was able to
 2008 Acupuncture Association of Chartered Physiotherapists
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achieve a pressure of 24 mmHg, and the PBU
was then selected as a training tool. Combined
movements were not performed because she
showed signs of vertebrobasilar insufficiency and
moderate irritability.
Furthermore, the subject had full range of
movement (ROM) of the shoulders, with no
definite rotator cuff signs. A neurological examination was unremarkable, and upper limb
tension test (ULTT) 1 and ULTT2a reproduced
her wrist pain (PW) at the end of her range of
movement, but with no change during sensitization. Motion palpation confirmed hypomobility
in cranial nerve 7 (C7), and thoracic spinal nerve
1 (T1) and T2; PN and PS manifested on
palpation. Both Phalen’s test and Tinel’s sign
were positive bilaterally, and Adson’s test was
negative.
The Numerical Rating Scale (NRS) is a validated tool that is used to obtain verbal reports
about pain levels. Pain is recorded on a 10-point
scale: (0) no indication of pain; (10) worst pain
imaginable (Paice & Cohen 1997).
The Neck Disability Index (NDI), which the
subject completed during her second visit, gave a
score of 20. The NDI is a validated, diseasespecific quality-of-life measurement. Each of the
10 items is scored from 0 to 5: the maximum
score of 50 indicates the worst level of disability;
a score of between 15 and 24 suggests moderate
disability (Vernon & Mior 1991).
Clinical reasoning for acupuncture
Acupuncture is commonly used to treat PN
(Wadlow & Peringer 1996). In a recent study of
the reduction of PN, Western acupuncture was
reported to be statistically significantly more
effective than placebo at both 5 and 12 weeks
(White et al. 2004). Because of the clinical
presentation of the symptoms, acupuncture was
deemed to be an appropriate choice of treatment
in this case.
The present author postulated that the subject’s most dominant pain mechanism was that
of centrally evoked pain because of the longevity
of her symptoms, which had continued long
after tissue healing would have been expected to
occur (Gifford & Butler 1997). Other symptoms
that she experienced included hypervigilance,
and sympathetic changes, such as sweating and
 2008 Acupuncture Association of Chartered Physiotherapists

feeling hot, which are also indicative of centrally
maintained pain (CMP). Acupuncture has been
shown to be an effective treatment for CMP.
Another feature of CMP that was evident was
the inflammatory response demonstrated by the
subject’s raised levels of CRP. The sympathetic
nervous system (SNS) is thought to contribute to
inflammation via activation of the lateral sympathetic horn in the spinal cord or by a centrally
mediated autonomic response, which could contribute to this type of pain (Coderre et al. 1993).
The raised levels of CRP, and the subject’s
symptoms of heat and sweating can all be treated
with etodolac, a non-steroidal anti-inflammatory
drug (Mehta 2007).
The subject also complained of mood and
sleep disturbance. However, she reported that a
full dose of amitriptyline caused her to experience dizziness. Amitriptyline is known to cause
blood pressure to drop when an individual
moves from a lying or sitting position to sitting
or standing (Mehta 2007). This is experienced as
dizziness or unsteadiness, and is a welldocumented side effect of this medication. Acupuncture could alleviate these symptoms since it
has been demonstrated to release neurochemicals
in the brain that may regulate mood and sleep.
There was also a mechanical nociceptive component to the subject’s pain, as demonstrated by
the intermittent nature of the PN and PS, which
were aggravated by forward head postures, the
biomechanical fault in the excessive cervicothoracic kyphosis, and the lack of motor control.
Acupuncture has been shown to be effective in
the treatment of nociceptive pain (Lundeberg
et al. 1988). The burning sensation in her
wrists, which was caused by mild carpal tunnel
syndrome, was another neurogenic component.
Acupuncture began to capture the popular
imagination in the West in the early 1970s, and it
is now one of the most widely used alternative
medical interventions (Kaptchuk 2002). Acupuncture is a relatively quick treatment to which
patients are generally well disposed, and it can
complement conventional physiotherapy.
After the initial assessment and an explanation
of acupuncture, the present subject consented
to acupuncture treatment. The acupuncture
points employed at each treatment session and
the rationale for their use are shown in Tables 3
and 4.
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Table 3. Acupuncture points used at each treatment session: (GB) Gall Bladder; (LI) Large Intestine; (BL) Bladder; (GV) Governor Vessel;
(Ex-HN) Yintang; (SI) Small Intestine; (LV) Liver; (PC) Pericardium; (SP) Spleen; (B) bilateral; (R) right; (L) left; (NG) needle grasp; (PN)
neck pain; (PS) shoulder pain; (PW) wrist pain; (CF) cervical flexion; and (T12) thoracic spinal nerve 12
Treatment
session

Acupuncture point

De qi

Outcome

Adverse effect

1

GB20, GB34 (B)
LI4 (B)
BL10, BL11 (B)
GV14
Shenmen*

Yes
Yes
Yes
No
Self-stimulated

PN, PS, PW =0/10
CF √√
Feels heavy

None

2

GB20, GB21, GB34 (B)
LI4 (B)
BL10, BL11
GV14

Yes (NG)
Yes
Yes
No

PN, PS, PW =0/10
CF √√
Feels cool

None

3

‘‘Four gates’’
Ex-HN3

Yes
No

PN, PS, PW =0/10
CF
Feels relaxed

None

4

SI3 (R)
BL62 (B)
LV3 (B)
PC6 (R)
LI4, LI11
SP6

Yes
Yes
Yes (R)/no (L)
Yes
Yes
No

PN pull to T12
PS, PW =0/10
No headache
CF full,
pulling sensation
Feels relaxed

Bruise [LV3 (R)]

*Ear.

The other treatment modalities that were used
included oscillatory physiological movements of
the cervical and upper thoracic spine, PBU,
Table 4. Acupuncture point rationale (Alied Training 2005; Yin
Yang House 2006; Hecker et al. 2008): (GB) Gall Bladder; (LI)
Large Intestine; (BL) Bladder; (GV) Governor Vessel; (LV) Liver;
(Ex-HN) Yintang; (SI) Small Intestine; (SP) Spleen; (PSNS)
parasympathetic nervous system; and (C7) cranial nerve 7
Acupuncture
Session point
Rationale
1

GB20

Head and shoulder, master point of
PSNS
GB34
He Sea point, distal point for headache
LI4
Most important analgesia point
BL10, BL11 Neck pain
GV14
Complements BL11 (the dorsal magic
triangle)
Shenmen
Tranquilizing point, similar to LI4 and
LV3

2

GB21
Ex-HN3

Neck and shoulder pain
Headache, soothing Shen point;
self-acupressure before sleep taught

3

SI3

Pain in back and shoulders, clears the
mind;
self-acupressure taught with matchstick;
dermatomal distribution
Together with SI3, major antiinflammatory point
Major analgesic point
Harmonizing effect, point on the C7
distribution
He Sea point
Major point for maintaining high
endorphin levels

BL62
LV3
PC6
LI11
SP6
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proprioceptive exercises for the rectus capitis
muscules, and taping.
Physiological reasoning for acupuncture
point selection
Acupuncture with manual stimulation via the
needles is an effective way to initiate nerve
impulses and the activation of the endogenous
antinociceptive system (Alied Training 2005).
De qi a sign of the activation of the presumed
thin myelinated A fibres that is experienced as a
feeling of heaviness and numbness, a sensation
similar to the deep muscle pain that is experienced when muscles points are stimulated
(Andersson 1993).
However, acupuncture is thought to stimulate
many descending inhibitory systems from the
brain. These include diffuse noxious inhibitory
controls, descending pathways from the arcuate
nucleus in the hypothalamus and the control of
the autonomic nervous system (Bradnam 2003,
2007). A study by Melzack & Wall (1984) demonstrated that an injection of morphine or electrical stimulation of the periaqueductal grey
matter in animals inhibits noxious stimuli at
spinal cord level. Nerve fibres descend to the
nucleus raphe magnus in the medulla oblongata,
which sends its axons to the substantia gelatinosa. This activation acts on the serotoninergic
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system, which is known to modulate mood,
emotion, sleep and appetite, and thus, is implicated in the control of numerous behavioural
and physiological functions. Melzack & Wall
(1984) proposed that transcutaneous electrical
nerve stimulation (TENS) shares some aspects
of pain modulation with acupuncture.
Decreased serotoninergic neurotransmission
has been proposed to play a key role in the
aetiology of depression. The concentration of
synaptic serotonin is controlled directly by its
reuptake into the presynaptic terminal, and thus,
drugs blocking serotonin transport have been
successfully used in the treatment of depression.
The assessment of depressed mood is important
because 50% of people with chronic pain syndromes are significantly depressed (Romano &
Turner 1985).
Needling Large Intestine 4 may activate the
sympathetic lateral horn at the T1 level, and alter
the sympathetic outflow to the head and neck
because the autonomic outflow is under the
control of the hypothalamus (Bradnam 2003,
2007), and thereby, inhibits noxious stimulation
in the dorsal horn. This may be of benefit if the
patient has an injury that is slow to heal or is
partly sympathetically driven.
The present treatment was intended to stimulate the subject’s supraspinal mechanisms to
engage the descending inhibitory systems from
the brain, which acupuncture is thought to activate. Since the central response may be more
likely to be evoked when strong points, such as
the feet and hands, are needled (Bradnam 2003,
2007), the present author selected strong peripheral points from the beginning. Because there
was also a nociceptive component to the presentation and biomechanical faults were involved,
some very gentle physiological manual treatment
of the lower cervical spine was administered. In
doing so, simultaneously, the parasympathetic
nervous system (PSNS) was also engaged in the
handling of the subject, since part of the PSNS is
located in the brainstem and includes cranial
nerves C3, C7, C9 and C10. At the end of the
first session, the subject burst into tears. The
explanation for this reaction could be that
the cranial nerve innervates the eye, is part of the
PSNS and is responsible for secretion of tears.
Even though Bladder (BL) 11 is located lateral
to T1, and thus, in theory, could stimulate the
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somatic afferents in the region and potentially
influence the sympathetic chain, the present
author was confident that the relaxing effect of
the bilateral use of BL11 and Governor Vessel
14 would produce the calming and relaxing effect
intended. By the third session, the subject
reported a 50% subjective improvement in PN
and PS, and that her co-codamol intake had been
reduced to two tablets a day.
Needling of Yintang stimulates the pineal
gland, which secretes melatonin. Several clinical
studies have indicated that supplementation with
melatonin is an effective preventative treatment
for migraine and headache (Gagnier 2001).
Outcome measures and results
The primary outcome measure was the NRS, and
secondary outcome measures were the NDI,
cervical ROM and intake of co-codamol.
The subject presented with a pain score of 8 at
the initial assessment; by the fourth treatment
session, she reported a pain score of 3. Her daily
analgesic intake had been reduced from six
tablets to only two, an improvement of 33%.
The NDI was completed during the subject’s
second and fourth treatment sessions. This is a
validated instrument for measuring self-rated
disability caused by neck pain. She initially scored
20 (40%), but her score of 17 points (34%)
2 weeks later suggested some improvement.
Vernon & Mior (1991) proposed that at least a
five-point change is required for results to be
clinical meaningful.
Cervical ROM improved significantly in all
directions. Initially, the subject had movement
dysfunction in both rotation and flexion, but she
had regained full ROM by the last treatment
session.
A total of four treatment sessions, approximately one a week, have been administered to
date. Acupuncture was performed in the second,
third and fourth sessions, manual treatment has
been given from the beginning, and PBU and
proprioceptive retraining were employed in the
third and fourth sessions. The subject subjectively reported that she felt 50% better after the
third and then fourth sessions. She reported no
pain whatsoever immediately after the acupuncture was performed, and described feeling heavy,
cool and relaxed.
The subject remained on light duties at work.
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Discussion
Four treatment sessions of acupuncture, manual
therapy and proprioceptive training reduced the
present subject’s various types of pain substantially from the initial levels. It seems clinically
significant that her pain score has improved in
tandem with a 33% reduction in her intake of
co-codamol.
It is interesting that the subject’s NDI score
did not significantly improve despite the decrease
in her pain levels and the fact that she regained
full ROM of the cervical spine. It is possible that
the reduction of co-codamol evoked a greater
‘‘fear of moving’’ or a fear of relapse, or that the
patient simply developed a pacing strategy.
The acupuncture treatment was planned using
the ‘‘layering method’’ described by Bradnam
(2003, 2007). The above author suggested that
treatment plans should be formulated based on
the predominant pain mechanism. As the pain
mechanics change with time or treatment, the
acupuncture intervention may be altered to
reflect the changing physiology.
Initially, the SNS and CMP were the predominant mechanisms affecting the present subject,
and hence, points intended to activate the
descending inhibitory systems were used. Segmental and local points were also employed as
treatment progressed.
An analysis of the few studies that have
investigated the effect of acupuncture on PN is
inconclusive because there appear to be equal
numbers that report positive and negative
results. A larger, higher-quality study by White
& Ernest (1999) suggested that the efficacy of
acupuncture is unsubstantiated. Despite their
findings, the above authors results showed that
acupuncture was superior to waiting list control,
and was superior or equivalent to physiotherapy.
It is interesting to note that, although the
present subject achieved a 33% reduction in her
analgesic intake by the end of the fourth treatment session, she was still on light duties at
work. There could be several reasons for this: the
subject might not have felt ready to take on
heavier tasks; she might simply not enjoy them;
or her communication with her employer might
have been strained. The subject stated that
‘‘work wants to finish me off’’ and, therefore,
might have thought that the management would
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not support her. She did report that her work
was enjoyable, even though she was looking
forward to retirement in a couple of years, but
unfortunately, she will not be able to retire early
because of her financial situation. The subject
also mentioned that her daughter came to visit
on a daily basis, but it might be possible that she
was seeking a secondary gain by suffering a
functional limitation that made this necessary. Of
course, her daughter might still have visited every
day even if this had not been the case.
Pulling hair out can be a sign of self-harming
or attention-seeking behaviour, but these issues
were never fully discussed in the treatment
sessions. With hindsight, it might have been
useful to liaise with the subject’s general practitioner regarding these psychological issues.
In retrospect, the length of the treatment
sessions sometimes limited the treatment modalities, and the present author now feels that she
should have booked longer appointments.
Therapeutic and functional modulation has
been observed in both acupuncture and exercise.
Both modalities release endogenous opiates that
give rise to a central inhibition of pain. An
increase in endorphin levels has been observed
in the brain tissue of animals after acupuncture
and muscle exercise (Andersson 1993). As part
of the present subject’s continuing treatment, it
may become necessary to refer her to an exercise
class.
There are inevitably many limitations to this
case study. One was that the subject’s limited
English initially made taking an accurate history
difficult. There was also a limitation on time,
partly because of pressure on the National
Health Service (NHS) to meet the 18-week
waiting list target (DH 2005, 2006) and partly
because of the subject’s work commitments,
which meant that she only received acupuncture
on a weekly basis.
Since descending inhibition lasts for approximately only 16 h (Alied Training 2005), a home
programme using a TENS machine could have
been beneficial in this case and might have
compensated for the limitations described above.
Unfortunately, this treatment option could not
be pursued because the present subject could not
understand how to use it. Furthermore, she did
not follow the set-up of the PBU when it was
demonstrated to her, and therefore, the training
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had to be carried out during the treatment
sessions, which was time-consuming. The proprioceptive training was achieved by placing a dot
on the wall, where the intention was to keep
looking at the dot whilst turning the head. This
exercise was slightly modified because the subject had recently had an eye test that confirmed
her need for stronger spectacles.
The final limitation was the combination of
conventional physiotherapy treatment and Western acupuncture, which begs the question of
which modality brought about the improvement.
The subject’s treatment has been successful to
date, but this remains ongoing and, therefore, it
is very hard to conclude which modality is
responsible for her improvement.

Conclusions
The present subject’s expectation was that her
treatment would bring about a reduction in pain,
and this was successfully achieved by stimulating
the descending inhibitory systems. The passive
physiological treatment and resultant stimulation
of the PSNS initially seemed to interrupt the
vicious pain cycle with which she had initially
presented.
The subject has benefited from conventional
physiotherapy and Western acupuncture, and the
selected treatments seem to be complementary.
The layered approach suggested by Bradnam
(2003, 2007) initially appears to be a different
approach to identifying this problem, but in fact,
it is very similar to the standard physiotherapy
back classifications that were proposed by
Petersen et al. (2004). However, the problem with
classification by syndrome is that this might not
explain pain since there is a poor correlation
between pain and pathology. Unsurprisingly,
further research is needed in this area.
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Acupuncture for the induction of labour
Roseanne McEwan
Private Practice, Lee-on-Solent, Hampshire, UK

Abstract
This case report describes two pregnant females who, having reached full term, elected to have
acupuncture to induce their labours. Following a thorough assessment, it was decided to treat
these subjects with acupuncture and then assess the effectiveness of this form of therapeutic
intervention. One of the women had three sessions of acupuncture with a gap of 3 days in
between, while the other had four sessions spread over 8 days. The subjects were exclusively
treated with acupuncture. Both women went into labour naturally and their labours were less
than 9 h long. The subjects needed only a relatively small amount of pain relief during labour
and both babies were born vaginally. It is concluded that acupuncture can be a useful technique
in the management of labour and its associated problems.
Keywords: acupuncture, induction, labour, pregnancy.

Introduction
Labour induction is the process by which
medical or surgical intervention initiates uterine
contractions (Tenore 2003). Several different
methods of inducing labour have been proposed,
but there have been relatively few clinical studies
in this area (Smith & Crowther 2007) and many
of those that have been published are compromised by poor design (Tenore 2003). Current
research suggests that between 9.5% and 33.7%
of labours need to be induced (Tenore 2003),
and that cervical ripening fails to occur in 5%
of women experiencing their first pregnancy
(Summers 1997). Although many pregnant
females would prefer to go into labour naturally,
interventions are on the increase (Evans 2007),
and women are increasingly requesting information on alternative ways to start the process of
labour (Tenore 2003).
Acupuncture has been proposed as one
method of inducing labour, but again, there is
little evidence upon which to base practice.
Physiotherapists who have completed the necessary courses are qualified to practise acupuncture
Correspondence: Roseanne McEwan, Coates Mill Dairy,
2 Gloucester Street, Winchcombe, Gloucestershire GL54
5LU, UK (e-mail: rosiemcewan@btinternet.com).
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for pain relief. However, an increasing number
of professionally run courses are being made
available that allow physiotherapists to further
extend their roles. One such course is ‘‘Acupuncture in Pregnancy’’, which qualifies physiotherapists who complete the programme to practise
this technique on pregnant patients. This role has
been expanded further as woman who are at full
term in their pregnancy are now approaching
physiotherapists in order to have their labour
induced, often with the encouragement of
midwives and consultants (Summers 1997).
After a thorough subjective and objective
examination, physiotherapists use their clinical
judgement, drawing on their prior knowledge,
experience and skill, to decide which technique
is most suitable for a particular patient (Jones
1995). Evidence-based practice is essential and
the treatments chosen need to be effective.
Acupuncture is one such technique, and when
employed correctly, it can be a very useful
treatment tool (Bradnam 2001).
The aim of the present case study is to
evaluate the effects of acupuncture on two subjects at the full term of their pregnancies. Both
women wanted to try a natural method of
inducing labour, and acupuncture had been
recommended by a private physiotherapy clinic
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that employed a physiotherapist who had
recently completed the ‘‘Acupuncture in
Pregnancy’’ course (Longbottom 2007).

Case reports
Case 1
Mrs W. was a 33-year-old married woman with a
2-year-old son who was pregnant with her
second child. She had recently started her
maternity leave, but had previously had a fulltime and often stressful job in medical sales. The
subject was kept busy by her lively young son,
but enjoyed socializing and reading when she had
any spare time.
She had always enjoyed a healthy active lifestyle and had no significant past medical history
barring minor headaches, occasional migraines
and recurrent cystitis. Her general practitioner
had suggested that these problems were probably
stress-related, and had prescribed painkillers for
the headaches, to be taken when needed. Mrs W.
had also taken antibiotics for cystitis in the past.
She had had difficulty sleeping, but assumed that
this was because she was heavily pregnant.
At her initial physiotherapy assessment, the
subject reported that she was anxious about the
forthcoming birth of her second child because
her first labour had been long and painful
(>24 h). Mrs W. had to be induced, and required
epidural anaesthesia and a forceps delivery. She
believed that this experience had resulted in her
mild postnatal depression. Her 2-year-old son
had always had problems settling and she was
convinced that this was because of his traumatic
birth. When her son was younger, she had taken
him to a cranial osteopath and she believed
that the treatment had helped to alleviate the
problem.
Mrs W. attended the present author’s physiotherapy clinic at the suggestion of one of her
friends. This friend was convinced that her own
pregnancy had been induced with acupuncture.
The subject and her husband decided to try this
therapeutic intervention because she did not
want to repeat the traumatic experience of the
birth of her son.
Mrs W. was 40 weeks into her pregnancy when
she attended the clinic for treatment, and an
induction date was scheduled 14 days later. After
the initial assessment, the intended benefits and
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precautions were discussed. The treatment was
explained to the subject, and an information
sheet was provided that described the possible
side effects and risks. A medical questionnaire
was filled out as per the recommendation of the
practice, and a consent form was signed and
dated. There were no contraindications to treatment and Mrs W. was eager to proceed with it.
The aim of the treatment was to induce the
subject’s labour, but other potential benefits
included lessening her anxiety by promoting
relaxation, alleviating the headaches and helping
her to sleep.
On the morning after her third session, Mrs
W. woke up with stomach cramps. As the
morning progressed, these became contractions,
and by lunchtime, the contractions were less than
5 min apart. The only pain relief that she
required during labour was gas and air, and her
daughter was born naturally in hospital at 17:30 h
that day.
Mrs W. visited the clinic 6 weeks after the
birth of her child and said she could not believe
the difference that her treatment had made to her
experience of labour in comparison to her first
birth. The subject reported that she felt more
relaxed, and although she admitted that it was
hard work looking after two children, she said
that was enjoying it much more than she had
done before. Mrs W. also showed no signs of the
postnatal depression that she had suffered after
the birth of her first child, but she said that,
if she did, then she would try acupuncture
treatment before anything else.
Case 2
Mrs P. was also pregnant for the second time.
Unlike the case described above, she had had a
quick and easy first delivery (3 h, with gas and air
only), but it should be noted that this subject had
received a course of acupuncture from her midwife in the 2 weeks before she gave birth. She
was attended by a new midwife during her
second pregnancy, one who was supportive of
acupuncture, but did not actually practise it.
Mrs P. attended the present author’s practice
because she was convinced that it was the
acupuncture treatment that had made her first
birth such a pleasurable one. She wanted to
repeat the experience, but hoped to be able to
 2008 Acupuncture Association of Chartered Physiotherapists

R. McEwan
have a home birth on this occasion. The subject
was 39 weeks and 5 days into her pregnancy
when she attended her first assessment. She was
fit and well and had no contraindications to
acupuncture. As with the first case, she was given
a leaflet describing the intended benefits and
possible drawbacks of the treatment.
Over the course of 8 days, Mrs P. received
four sessions of acupuncture and went into
labour naturally. Everything progressed well and
her second son was born after a labour of just
4 h. This subject also only needed gas and air for
pain relief, but she did not have the home birth
she desired because not enough midwives were
on shift.
Outcome measures and results
Both patients felt a tingling sensation as the
needles were inserted and turned. This response
indicates that the sensory neurones had been
stimulated. Different sensations or de qi may
occur when a patient receives acupuncture, and
these can be used as outcome measures. These
unpleasant feelings have a physiological significance (Melzack et al. 1977). Other common
sensations that are experienced include soreness,
numbness, distension, warmth, radiation and
tenderness (Gunn 1976). Subjective outcome
measures may also include feedback from
patients when they attend further treatment
sessions.
Mrs W. found that she slept much better and
felt more relaxed after her first acupuncture
session. After her second treatment, she reported
that she did not have any headaches in between
sessions. Mrs P. stated that her baby was very
active when the needles were in situ and that
she also slept well between sessions. Both subjects went into labour naturally and had relatively pain-free births, and this could be an
outcome measure in itself since the aim of the
acupuncture was to induce their labours.
Acupuncture physiology
Although the reason why acupuncture induces
labour is a matter for speculation at present
(Smith & Crowther 2007), it is thought that the
uterus is stimulated by hormonal changes or by
the nervous system. It is also believed that
acupuncture can stimulate the release of prosta 2008 Acupuncture Association of Chartered Physiotherapists

glandins and oxytocin (Tenore 2003), and that
neuronal stimulation may act on the parasympathetic system to induce a contraction
(Smith & Crowther 2007). Both these factors
play important roles in cervical ripening, which
leads, in turn, to increased uterine contractility
and labour induction (Summers 1997). Levels of
interleukin-8, prostaglandin F2 and -endorphin
are thought to be important regulators in cervical
ripening, and in a study by Tempfer et al. (1998),
the acupuncture group had a significantly shorter
labour than the control group. The above
authors concluded that the release of oxytocin or
the stimulation of the parasympathetic system
may induce contractions.
Bradnam (2001) referred to a ‘‘layering technique for acupuncture treatment of musculoskeletal conditions’’, and provided a useful guide
to the progression of treatment and its effects.
The first layer, which is an effect of the mechanical stimulation of the needle, is the triple
response (Gunn 1976). This produces histaminelike substances, which act on local changes
around the area.
Melzack et al. (1977) stated that acupuncture
points have a similar effect to trigger points in
producing prolonged pain relief by disrupting the
abnormal pain response that subjects experience.
It is thought that acupuncture points work by
blocking the pain pathway, a hypothesis known
as the Gate Control Theory, which inhibits the
firing of the pain signalling system. Many acupuncture points are known motor points, and
when needled, these act on the mechanoreceptors. Such large-diameter afferent fibres travel
faster than the nociceptors, and when these
synapse in the dorsal horn, the fibres bring about
an overall inhibitory gate closure effect on
nociceptive input and ascending transmission
(Gunn 1976). The points can also send ‘‘fast
pain’’ stimulation via the ascending pathway to
the brainstem, which acts on the periaqueductal
grey neurones, releasing opioids. The transmission of pain can be influenced in the descending
central control by activating the enkephalin
interneuron to produce encephalin, thereby
releasing endorphins that have an analgesic
effect. This theory may explain why both subjects’ labour pains were less intense and more
short lived than they had expected.
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Table 1. Acupuncture points used in the two subjects: (GB) Gall
Bladder; (SP) Spleen; (LI) Large Intestine; (LV) Liver; (BL)
Bladder; and (Ex-LE) Duyin
Treatment session
Session 1:
points (bilateral)
distal points (bilateral)
Subsequent sessions:
points (bilateral)

distal points (bilateral)

Acupuncture points

GB21
SP6
LI4
LV3
GB21
SP6
BL28
BL60
LI4
LV3
Ex-LE11

High-intensity needling (20–40 min) may produce a stronger response, and points that have a
large representation in the somatosensory cortex
(i.e. the hands and feet) will cause the desired
supraspinal effect (Bradnam 2001). This could be
a reason for choosing the ‘‘four gates’’ since
these points can have a calming effect and induce
relaxation.
Acupuncture point rationale
The acupuncture point rationale for the treatment of both subjects is described below and the
points used are listed in Table 1.
When the needles were inserted at the first
session, both subjects felt de qi, and by the end
of the treatment, each was more relaxed. Since
this was Mrs W.’s first experience of acupuncture, the needles were not stimulated and were
left in situ for 20 min. After Mrs P.’s first session
and during all of her subsequent treatments, the
points were reinforced after insertion, and the
needles were turned quickly at a smallish amplitude approximately every 4 min to stimulate a
response. The needles were left in situ for
between 30–40 min. Both subjects felt more
comfortable in half-lying with pillows under their
knees. Other clinicians were nearby in case either
woman felt faint during their treatment.
After the first session, other points were added
and these remained the same for each further
treatment (Table 1).
Guidelines for points chosen
The points chosen conformed to the recommendations made by the Acupuncture Association of
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Chartered Physiotherapists ‘‘Acupuncture in
Pregnancy’’ course (Longbottom 2007). These
points have also been referred to by other
authors (Hecker et al. 2001) and recommended
for use in labour. Spleen (SP) 6 and Liver (LV) 3
have also been cited in the literature (Dunn et al.
1989), as has Large Intestine (LI) 4 (Rabl et al.
2001). Bladder 67 could have been used, but
because there was no facility for using moxibustion and neither woman was thought to have a
breech presentation baby, this point was avoided
(Evans 2007). Bladder 28 was chosen bilaterally
since this point had been recommended as one
that could stimulate the parasympathetic system
(Longbottom 2007). Gall Bladder 21 is thought
to promote labour and lactation (Hecker et al.
2001). According to Longbottom (2007), SP6
affects blood flow and nourishes the kidney,
spleen and liver, and may have an important
role to play in inducing labour. It is believed that
SP6 can increase contractions (Hecker et al.
2001). Duyin (Ex-LE11) was used according to
Longbottom’s (2007) recommendation.
Relevant research to support treatment
Rabl et al. (2001) studied at 56 women in order to
compare whether a group receiving acupuncture
to induce labour would experience more of an
effect from the stimulation of cervical ripening
than a control group. This was a single-blinded
controlled study, and those receiving acupuncture did so on their estimated date of confinement and at 2-day intervals thereafter. Sufficient
exclusion and inclusion criteria were used in this
study. Only two points were used, LI4 and SP6.
The treatment duration was only 20 min. However, the results showed that those women who
received pre-labour acupuncture experienced
improved cervical ripening and a significant
shortening of the time from the expected date of
confinement to delivery. No significant findings
were found in the active phase of labour.
A randomized controlled trial by Gaudernack
et al. (2006) found that women with pre-labour
rupture of membranes may benefit from acupuncture. Out of 100 subjects, 91 completed the
study. Forty-three women were in the acupuncture group and 48 in the control group. The main
finding in this study was that the active phase of
labour was significantly shorter in the acupuncture group (P=0.027). It was also found that the
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subjects who received acupuncture needed less
oxytocin infusion when labour was augmented
than the control group.

Discussion
Patients are becoming more interested in alternative therapies as a method of treatment for
pain-related disorders, especially headaches, back
pain and arthritis (Berman 2004). These modalities may alleviate the discomfort and pain of
musculoskeletal conditions in the short term
(Bullock et al. 1999). However, few studies have
assessed the role of acupuncture in the induction
of labour and for pain relief during labour
(Tenore 2003). The present case report suggests
that acupuncture could be used successfully as an
alternative method of bringing on cervical ripening and induction. It also demonstrates that
other benefits were derived from acupuncture;
for example, Mrs W.’s sleep improved and her
headaches were reduced.
Clinicians are becoming more aware of the
role that complementary and alternative medicine can play, and it is gradually being embraced
more wholeheartedly (Gatchel 2003). Acupuncture may be an additional tool in the holistic
approach to treating the whole person (Berman
2004). It has been suggested by Gaudernack et al.
(2006) that acupuncture should be offered to
pregnant women to help facilitate a natural birth.
Before women do decide on acupuncture, they
need to be aware of and understand the process
of acupuncture and its possible side effects, as
well as its intended benefits (Summers 2007).
It is worth mentioning that there are fewer
concerns about side effects in complementary
medicines than in conventional medicine (Smith
& Crowther 2007).
Only manual acupuncture was used in the
present case report, but other studies have
employed transcutaneous electrical nerve stimulation (TENS) on acupuncture points (Dunn
et al. 1989). The above authors used SP6 and
LV3 to induce uterine contractions, but only
over a 4-h period on the day before their labour
was scheduled to be induced. Although Dunn
et al. (1989) did not report any significant outcomes, stronger contractions were found in the
study group. It may be not necessary to use a
TENS machine because results may be more
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dependent on using a greater number of points
or carrying out acupuncture over a longer period.
The number of needles used may also be
relevant, and research needs be carried out both
to confirm this and also to identify the area
where these should be placed. This may have an
impact on the reaction of the patient and
whether it stimulates the beginning of labour.
It could be argued that labour could have
started spontaneously for both the cases
described in the present report. Because they
were at full term in their pregnancy, the results
could be seen as a coincidence, especially since
the numbers in the study are so small. However,
each of the women had positive experiences of
their deliveries and both believed that it was
acupuncture that helped.
Acupuncture is a cost-effective form of pain
relief that reduces the need for a more-expensive
referral if used on appropriately selected patients
(Lindall 1999). Furthermore, this form of treatment is cost-effective in comparison to a patient
attending hospital for an induction. Acupuncture
also has other, additional benefits over medical
intervention in that it does not need to take place
in a hospital, and the mother and foetus do not
need to be monitored (Gaudernack et al. 2006).
Mothers-to-be may not like the idea of acupuncture, but it is only one of many alternative
therapies that are available to help with the
induction of labour (Summers 1997).
Specialized clinicians in this particular field
should only practice acupuncture in pregnancy if
they understand the underlying physiology and
do not allow the contractions to become too
strong (Evans 2007). However, once they have
undergone their training, this can be an area of
great interest and a popular method of induction
(Summers 1997).
There are several limitations to the present
study. Both patients underwent private treatment
because National Health Service (NHS) policies
do not allow acupuncture because of its possible
adverse effects. Furthermore, there are time constraints on treatment sessions within the NHS,
and there may not be long enough to allow the
needles to work. Some follow-up sessions in the
NHS are only 20 min, which may mean that
needles are only in situ for 10–15 min during a
single session. Only two patients are described in
the present report and this small number means
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that it is not statistically significant. More clinical
trials are required to assess the benefits and
pitfalls of acupuncture in the induction of labour
(Smith & Crowther 2007), especially since public
demand is increasing, with an estimated 30–70%
of patients turning to complementary and alternative medicine (Soeken 2004). Finally, there is
little guidance regarding the length of time that
needles should be left in, and it should be noted
that this could have had an effect on the induction of labour.

Conclusion
As acupuncture becomes more popular in the
induction of labour, more randomized controlled
trials are needed to evaluate its efficacy (Tenore
2003). Although several clinical trials have been
published, there is still a lack of strong evidence
to support its use and many trials have been
flawed (Smith & Crowther 2004).
Nevertheless, even if it can be argued that it
was not the process of acupuncture that started
labour, both of the present subjects found that
their birthing experiences were swift and relatively pain free. The reason that they had
requested such an intervention was in order to
avoid medical treatment. Women should have
the freedom to choose and access the method of
induction that they prefer. Acupuncture appears
to be a safer and cheaper approach that may also
have other benefits, which may be significant
when the efficient use of resources can often
be more important factor than scientific evidence
in clinical practice (Kovacs & Gil del Real
2000).
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AACP Annual Conference, 16–18 May 2008: The Five Principles

Introduction and overview
Once again, all the preparation and organization
that must have gone into yet another excellent
weekend Conference has proved to be time very
well spent indeed. As always, the Robinson
Executive Centre, Wyboston, Bedfordshire, provided the ideal venue not just for the Conference
sessions, but also in terms of accommodation,
catering and overall service. I for one would
certainly be in favour of another pilgrimage to
Wyboston Lakes next year.
Friday’s keynote sessions began shortly after
the timetable indicated to allow the modest
collective of Friday delegates to be divided up
into two groups. The first session I will mention
dealt with the perennial topic of legal issues
relating to clinical practice. Mr Andrew Andrews
of Bond Solon Training Ltd shared his considerable insight into and knowledge of the subject,
and this lively and, as I later discovered,
impromptu session was very well received.
The other keynote session was shared between
Mr Kim Wager and Mrs Sue Cox, both of
Substance Misuse Acupuncture Register and
Training (SMART UK). In essence, their session
highlighted the prevalence of substance misuse
and noted the common pathways of all addictive
behaviours. Unfortunately, I and some of the
other delegates whom I spoke to felt that there
may have been a mismatch between the audience
and the speakers. Much of what was covered was
not news to the majority of the audience and the
presentation tended to come across as a preamble to attendance at one of SMART UK’s
courses. The prescriptive nature of the courses
was also notable because these are aimed at
laypersons and not clinicians. This is an issue
that I feel may not sit well with the majority of
physiotherapists practicing acupuncture who
value their autonomy and are self-governing in
terms of scope of practice.
Friday evening allowed delegates some free
time, during which use could be made of the
fitness centre facilities on offer, and this was
followed by a barbeque by the lakeside. Again,
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Figure 1. Professor Thomas Lundeberg fascinates
Professor Graham Smith.

like last year, the food on offer was of a very high
standard and was accompanied by a few drinks
and some relaxed conversation.
Professor Thomas Lundeberg (Fig. 1) kicked
off Saturday’s sessions, and displayed an enviable
confidence and knowledge of physiology, both
in general and as it related to acupuncture.
Although perhaps an acquired taste, his presentation style of writing on blank transparencies
was lively, fresh and engaging. As the chair,
Professor Graham Smith (Figs 2 & 3), commented at the end of his presentation, we would
all have been lucky to have had someone with his
enthusiasm and knowledge teach us physiology.
Although Thomas could have been a hard act
to follow, Dr Hugh MacPherson (Fig. 4) did just
that by leading us through the salient findings of

Figure 2. Professor Graham Smith commanding
Saturday with style and skill.
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Figure 3. Professor Graham Smith captivating the
audience.

Figure 4. Dr Hugh MacPherson discussing how to do
research that is significant to clinical practice.

his research into the long-term effects of acupuncture treatment of low back pain. As always,
Hugh presented some of the less-familiar concepts of the research process in a clear and
succinct manner without talking down to his
audience. Following a short break, and our first
chance to meet and speak with the trade representatives, Hugh returned to speak about a topic
that was, perhaps, somewhat outside his comfort
zone: neuroimaging and acupuncture. This presentation brought to light some of the realities of
research utilizing functional magnetic resonance
imaging (fMRI) in addition to the notion that
minimal needling and deep needling may both
produce clinically relevant effects.
A question-and-answer session followed between the audience and the previous two speakers. Although this ended up lasting about 45 min,
the time flew by as both Thomas and Hugh
expertly responded to questions both passed on
in writing to the session chair and from the floor.
A choice of hot or cold lunch with deserts
followed, along with some more mingling with
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Figure 5. Trade stands at Conference.

Figure 6. Professor Thomas Lundeberg informs and
entertains.

the trade representatives (Fig. 5) and some
sharing of feedback from the morning’s sessions.
For the Saturday afternoon workshops, the
delegates were again divided into two groups. The
first of the two sessions that I attended was led by
Mr Tom Lawrence, who spoke about treating
children with acupuncture. One of the essential
take-home messages of this workshop was to
identify two main subtypes of children: those
failing to thrive and listless (Xu); and those failing
to relax and restless (Shi). It seemed fundamental
that varying degrees of these characteristics have
to be considered when treating children. While
this was an interesting and, to some extent, an
interactive session, I feel that it had most relevance to those who treat children under 3 years
of age with acupuncture on a regular basis;
unfortunately I suspect that such clinicians did
not make up the bulk of the audience.
The second workshop saw the return of
Professor Thomas Lundeberg (Fig. 6), this time
taking us on yet another enlightening journey
through the world of acupuncture in the treatment of stress-related disorders. This insight into
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Figure 7. Janice Booth, President of the British
Acupuncture Council, thanking us and inviting
physiotherapists to the BAcC Conference to promote
integration.

Figure 9. Integrating with the British Acupuncure
Council.

Figure 8. Your AACP Board.
Figure 10. Integrating with PhysioFirst.

the complex but elegant physiology of our
in-built stress mechanisms and the influence that
acupuncture can have upon them was, I believe,
a highlight of the day.
The Annual General Meeting (AGM) was held
at the close of the day (Figs 7 & 8) as many of the
delegates took their leave, and it proceeded expediently with a minimum of fuss or argument.
Delegates again had some free time to make
use of the facilities at Wyboston Lakes after the
close of the AGM, but many focused on getting
ready for the evening meal and the following
entertainment (Figs 9–12). As always, the food
and service were both excellent and the live
music courtesy of Arizona Calling saw some
delegates throw a few shapes on the dancefloor.
However, the real talking only started in the
small hours, when a select few of the remaining
delegates made significant inroads into the last of
the red wine.
Sunday’s sessions began brighter and earlier
than I’m sure many would have hoped, and again
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Figure 11. Fun and frolics.

saw Professor Thomas Lundeberg presenting,
this time questioning the validity of sham acupuncture procedures (Fig. 13). As has been
demonstrated and outlined by research, it is clear
that the concept of using so-called ‘‘sham’’ acupuncture in comparative research studies is intrinsically flawed and has no physiological basis.
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Figure 12. Do you know these men?

Figure 13. The Chair both speechless and enthralled.

Once Thomas had got the ball rolling, it was up
to Dr Nadine Foster and Dr Panos Barlas to keep
it going. They did so by presenting the highlights
of their research into acupuncture for the treatment of osteoarthritis. Not only did Nadine and
Panos present a clear and comprehensive account
of their investigations, they responded admirably
to the barrage of questions from the audience that
followed. This took us up to break time, during
which checkout time elapsed, and so the journey
to wherever home was and the beginning of the
end of Conference 2008 felt already upon us.
After the break, we were again taken on what
can only be described as a physiological rollercoaster with Professor Walter Zieglgansberger at
the controls. His talk investigated the topic of
re-learning in chronic pain. Walter somehow
managed to elucidate the essence of memory
physiology and how it plays a role in chronic
pain in addition to outlining the beneficial effects
that acupuncture may have in such cases.
A lively question-and-answer session preceded
lunch, and a further opportunity to meet with
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fellow delegates and trade representatives. After
lunch, the final two workshops saw the delegates
divided into two groups once again.
The group I was in were first treated to a
session shared by Ms Jennie Longbottom and Ms
Jane Dixon on the treatment of pelvic pain with
acupuncture, and the ups and downs of the
female pelvic floor. Both presenters spoke from
a very practical standpoint, but this was supported at all times by an evidence base and
clinical reasoning. While, perhaps, some of the
strictly women’s health content may not be
something that the majority of physiotherapists
have practical clinical experience of, it is, nonetheless, a topic that, one way of another, is a
reality for over half the population, and at the
very least, should be acknowledged by all.
Finally, Mr Neil Quinton delivered a very well
received presentation dealing with the treatment
of mental and emotional conditions with acupuncture. While some may argue that Neil’s
approach was point-specific and prescriptive,
others may applaud him for his practical advice,
which was justified and clinically reasoned,
drawing from a mix of traditional Chinese and
Western medical perspectives.
All in all, this was a very successful Conference, and I’m sure that I’ll be back next year for
a number of reasons, including the quality of the
venue, the variety and authority of the speakers,
and the relaxed atmosphere, which was conducive to debate and the exchange of ideas.
Andrew Bannan

Auricular acupuncture: an
integrated approach to addiction
Kim Wagner & Sue Cox
Abstract
This presentation is not intended to be a practical instruction course. The treatment of addiction is far too complex to explain in a short time.
However, it provides an overview of current auricular acupuncture in addiction practice as taught
by SMART UK. The presentation discusses:
+ the difference between addiction and misuse;
+ the brain and behaviour;
+ the neurochemical basis for addictive behaviour;
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+ comprehensive, integrated drug addiction
treatment;
+ modern theories of auricular acupuncture and
mechanisms of action;
+ how acupuncture may contribute to a treatment programme; and
+ the current evidence base.
Report
Whilst both Sue Cox and Kim Wager from
SMART UK are registered acupuncturists, Sue’s
experience is in addiction and counselling, and
Kim’s background is in biological sciences.
The abstract for this session promised to
discuss a number of interesting topics, including
the brain and behaviour, and modern theories of
auricular acupuncture and mechanisms of action.
It also promised to provide an introduction to
the neurochemical basis for addictive behaviour
and a synopsis of the current evidence base.
However, the event turned out to be more of
a sales presentation on behalf of their courses
and lacked any real substance. I have heard
positive comments about the SMART UK training courses, and it would have been interesting to
have heard Sue and Kim discuss either some
aspects of their courses in more detail or any of
the topics listed in the abstract.
Debbie Yates

+
+
+
+

academic practice;
scope of practice;
consent; and
duty of care.
Andrew’s charismatic and experienced style
offered the audience the chance to understand
current medicolegal issues pertaining to ‘‘best
practice’’, whilst reinforcing the AACP guidelines
for safe and effective practice at the same time.
He placed great emphasis on guidelines for:
+ consent;
+ safe practice; and
+ scope of practice.
It was stressed that these were guidelines and
advisory documents, but at the end of the day, as
autonomous practitioners, the emphasis lay with
our own:
+ professional knowledge and interaction;
+ effective practice; and
+ current best practice.
Andrew provided a highly entertaining and
informative presentation, and having attended
Bond Solon expert witness courses in the past,
I would wholeheartedly recommend these for
training or personal interest.
The AACP and the Chartered Society of
Physiotherapy are always interested in training
further expert witnesses, and so, if you were
stimulated by this workshop, please get in touch
with the Office to learn more about training in
this field.

Ignorance of the law: a good
defence?
Andrew Andrews
Abstract
This presentation deals with the medicolegal
implications of treatment intervention. Issues
relating to best practice are addressed with
respect to a number of areas, including consent
and duty of care. The topics of consent, safe
practice and scope of practice are highlighted.
Report
Andrew Andrews from Bond Solon Ltd gave a
presentation on what could have been a very
factual and indigestible subject that held the
audience spellbound. He discussed the medicolegal minefield of areas such as:
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Jennie Longbottom

Acupuncture: self-appraisal and
the reward system
Thomas Lundeberg
Abstract
Acupuncture is an ancient therapy with a variety
of different explanatory models. A cascade of
physiological effects have been reported in both
the peripheral and the central nervous systems
following the insertion of a needle or light
tapping of the skin. Clinical trials testing the
specific claims of acupuncture have generally
tried to focus on testing the efficacy of applying
specific techniques and/or specified points.
However, different conditions may respond differently to different modes of stimulation.
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It has recently been demonstrated that both
superficial and deep needling (with de qi/Hibiki)
result in amelioration of patellofemoral pain and
unpleasantness. The pleasurable aspect of the
acupuncture experience has largely been ignored
because it has been considered secondary to its
pain-alleviating effects. These latter aspects are
likely related to the activation of self-appraisal
and the reward system.
When a patient seeks a therapist, there are
expectations of a specific effect. Also, when asked
about the effect of the treatment, processes that
orient pre-attentive anticipatory or mnemonic
information (self-relevant phenomena), and processes that mediate self-reflection and recollection
(self-referential introspection) are integrated to
enable a decision to be made about the effect.
These ‘‘self-appraisal’’ processes are dependent
on two integrated networks: a ventral medial
prefrontal cortex–paralimbic–limbic ‘‘affective’’
pathway; and a dorsal medial prefrontal cortex–
cortical–hippocampal ‘‘cognitive’’ pathway.
The limbic structures are implicated in the
reward system and play a key role in most disease
and illness responses, including chronic pain and
depression, by regulating mood and neuromodulatory responses (e.g. sensory, autonomic and
endocrine reactions). The pleasurable and neuromodulatory aspects of acupuncture, as well as
‘‘placebo needling’’, may partly be explained by
the activation or deactivation of limbic structures, including the hippocampus, amygdala and
their connections with the hypothalamus.
In patients with patellofemoral pain, the
effects of superficial and deep needling remain
for 6 months. These long-term pain-alleviating
effects have been attributed to the activation of
pain-inhibiting systems in the cortical and subcortical pathways. When considering long-term
effects, the cortical–cerebellar system needs to
be taken into account. The cortical–cerebellar
system is probably central to the development of
neural models that learn and eventually stimulate
routinely executed (e.g. motor skills) and longterm (e.g. pain alleviation) cognitive processes.
These higher-order cognitive processes are initially mediated in prefrontal cortical loci, but later
shift control iteratively to internal cerebellar
representations of these processes. Some of the
long-term healing effects of acupuncture may
possibly be attributed to changes in the cerebellar
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system, thereby reducing the processing load in
the cortical and subcortical areas.
Since cortical and subcortical structures are
activated and/or de-activated following the
stimulation of receptors in the skin irrespective of
site, it must be concluded that ‘‘placebo- or shamneedling’’ does not exist and conclusions drawn
on the basis that it is an inert control are invalid.
Report
Professor Thomas Lundeberg delivered his presentation on a complicated topic with humour
and scientific depth, ably describing the cortical
changes that occur during acute and long-term
pain and stress. He began his talk by explaining
that the treatment of a patient’s pain was more
about the treatment of the patient and their
expectations, and less about the treatment of
their pain per se. We are all so used to slick
PowerPoint presentations that I was initially
taken aback by his old-fashioned use of an
overhead projector and hand-written notes.
However, this was very soon forgotten as I
focused on the information being presented. He
used simple language to talk about a complicated subject, illustrating many points with clear
examples that we could all relate to.
Thomas described how the limbic system
plays a key role in disease and illness response,
especially in chronic pain and stress, and how the
frontal cortex and the cerebellum also link in
with patients’ expectations about treatment. He
finished his talk by linking together these effects,
and how acupuncture may partly be explained
by its activation or deactivation on the limbic
system, as well as its likely effects on the cortical–
cerebellar system.
Janet Wiggins

Acupuncture for low back pain in
primary care: evidence over the
longer term from a randomized
controlled trial
Hugh MacPherson
Abstract
Patients with chronic low back pain (LBP)
often seem to respond relatively quickly to
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acupuncture. Nevertheless, if you look at the
data from systematic reviews, you could be
forgiven for thinking that the evidence just does
not make sense. With this concern in mind, a
trial was conducted of acupuncture for LBP in
patients referred by their general practitioner in
York, UK. The aim was to gather the highest
quality of evidence possible, while maximizing
the ecological validity of the study, in order to
ensure a fair comparison between acupuncture
based on traditional principles and a usual-care
group acting as a control. This presentation
describes both the quantitative and qualitative data
associated with patients’ experiences of acupuncture and their practitioners’ roles in providing it.
New data on longer-term outcomes are presented,
along with data that were collected 6 years after
the start of the trial. The key factors that might
be associated with the longer-term benefits of
acupuncture were identified from relevant interview data and from practitioners’ reports.
Report
Hugh MacPherson began by asking, ‘‘Does acupuncture have a long-term effect in the management of low back pain in primary care?’’ A
randomized controlled trial (RCT) has been done
to find out the answer.
It involved 241 subjects who were randomly
divided into two treatment groups, acupuncture
and usual management (randomization ratio=
2:1). The inclusion criteria selected patients
between 20 and 65 years of age with current
episodes of LBP of at least 4 weeks in duration;
the exclusion criteria rejected patients with a
current episode of LBP of more than 3 months
in duration and those with possible serious spinal
pathology. Clinical outcomes were measured at
3, 12 and 24 months using the ‘‘Bodily Pain’’
subscale of the Medical Outcomes Study 36-Item
Short-Form Health Survey (SF-36).
During the RCT, the acupuncture treatment
involved:
+ an average of eight treatment sessions per
patient, usually on a weekly basis;
+ an average of 10 needles per patient;
+ the following local points: Hiatuo at L3, L4
and L5; Bladder (BL) 23, BL26 and Ah-shi
points; and adjacent points BL53 and Gall
Bladder (GB) 30; and
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+ the following distal points: BL40, GB34 and
Kidney 3.
Hugh reported the following findings:
+ Many of the subjects who participated in the
trial were unable to work because of LBP.
+ The two-thirds of the sample who believed
that acupuncture could help them had better
outcomes, while the one-third of subjects
who were sceptical about acupuncture had
less-positive results.
+ There was heterogeneity between the acupuncturists: with regard to the effect of individual practitioners compared to all controls,
it was found that there were no statistical
differences between the practitioners.
+ The results of the SF-36 ‘‘Bodily Pain’’ score
were as follows:
+ both groups demonstrated very good
progress at 3 months;
+ the acupuncture group scored slightly
better at 12 months; and
+ there was a greater between-group difference at 24 months favouring the acupuncture group, providing evidence that
acupuncture may have a beneficial longterm effect over usual care.
Hugh concluded that a short course of individualized acupuncture treatment can provide
highly cost-effective results. Acupuncture effectiveness in the longer-term management of LBP
in primary care is, therefore, supported by this
study.
Ahmed Osman

The neuroimaging of
acupuncture: comparing
superficial needling (Japanese
style) to deep needling
(traditional Chinese medicine
style)
Hugh MacPherson
Abstract
Practitioners trained in Japanese styles of
acupuncture commonly insert their needles
superficially just below the skin to a depth of
approximately 1–2 mm. In contrast, practitioners
trained in what has become known as traditional
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Chinese medicine (TCM) hold the view that
therapeutic responses are associated with needling depths that are relatively deep, usually
1–2 cm, depending upon the local musculature.
Practitioners of both acupuncture styles claim
therapeutic benefits while insisting that the depth
of needling is integral to the putative therapeutic
gain. To explore this divergence of opinion and
practice, we compared the impact of needling
at two different depths at Liver (LI) 4 (Hegu)
using fMRI. We mapped the brain images associated with both increases (activations) and
decreases (deactivations) in the blood oxygen
level dependant (BOLD) response. The results
of this comparison are presented, as well as
variations associated with the de qi sensation.
This project resulted in a steep learning curve for
the investigators. A clearer understanding of the
opportunities, challenges and limitations of utilizing neuroimaging in gaining knowledge about
how acupuncture might work is also presented.
Report
Hugh MacPherson’s second session was delivered in the manner that one has come to expect
from such an eminent researcher in the field of
acupuncture. His subject matter was clear and
concise, and he ably juxtaposed the boundaries
of science and pragmatism. Hugh described the
background to the research, essentially a favourable opportunity to utilize a new imaging centre
at the University of York on a gratis basis
(MacPherson et al. 2008).
Seventeen subjects, naïve to acupuncture, were
chosen and recruited to a randomized block
design involving either superficial or deep needling at LI4 (Hegu). Imaging provided successive
snapshots of brain activity over a period of
16 min. Despite this artificial constraint, the
findings proved most interesting.
It was found that activation in the cerebellum
proved to be roughly identical with deep or
superficial needling, while a greater margin of
deactivation, more so with deep needling than
superficial, was discovered in the frontal and
occipital lobes, and what appeared to be the
limbic system. The findings suggest that deactivation occurs more than activation, which may
well correlate with the frequently reported outcome of sedation post-treatment.
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The impact of de qi proved challenging. Hugh
devised a questionnaire and canvassed 30 TCM
practitioners to ascertain their thoughts on the
importance of de qi for effective treatment (85%
confirmed de qi as essential), asking them to
document their patient’s subjective descriptions
of the needling sensation. Having extrapolated
and matched this information to the imaging, it
was clear that those subjects who experienced de
qi demonstrated a stronger cluster of deactivation at both the superficial and deep levels. It was
also noted that there was a small gender variation, with more deactivation in women, perhaps
because of gender-based differences in neural
processing.
In summary, Hugh tabulated criticism of the
study:
+ Only short-term responses were recorded.
+ The scanning environment itself was far
removed from that of a clinical setting.
+ Was the needling reaction in response to
pain?
+ The subjects were all healthy, so would findings vary with acute and chronic conditions?
+ Hegu (LI4) seems to activate not only the
somatosensory system, but also deeper, interconnecting pathways (i.e. the limbic system).
+ This single point was also subject to long
periods of stimulation, which is atypical of
most treatments.
Hugh’s conclusions were that:
+ Depth of needling does have an impact upon
the BOLD response, but there is no overall
statistical difference.
+ There was a prevalence of deactivation in
response to needling.
+ Needle sensation was found to mediate the
BOLD response.
+ There was a tendency to deactivation in
response to de qi and activation in response
to pain.
+ Superficial needling is not appropriate for
sham trials because its outcome is similar to
that of deep needling.
Hugh’s presentation met with clear approval
from the audience and demonstrated the potential scope of fMRI research to map patterns of
higher-centre activation during the administration of acupuncture.
Mike Chapman
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Reference
MacPherson H., Green G., Nevado A., et al. (2008) Brain
imaging of acupuncture: comparing superficial with deep
needling. Neuroscience Letters 434 (1), 144–149.

plans, and perhaps most importantly, treatment
of the parent!
This was a well-presented and thoughtprovoking lecture and workshop session.
Averil Bainbridge

Treating children with
acupuncture: an overview
Tom Lawrence
Abstract
In TCM, children are treated quite differently to
adults: their problems are congruent with
immune and digestive systems that are still in
development; their emotions are transient and
don’t cause disease in the way that these can in
adults; and they have not learnt how to erect
energetic barriers to cope with the world, and as
such, their energy is vulnerable but much easier
to work with. This presentation provides an
insight into how acupuncture, when administered with appropriate sensitivity and technique,
can change the course of a young human being’s
life forever. Participants will learn how to recognize the basic energetic types in children, how to
approach treatment and how children can be
needled painlessly.
Report
Tom Lawrence gave an enlightening presentation
on how TCM acupuncture can be a valuable
treatment for children. He spent time explaining
the two basic energetic types of children, i.e. full
(Shi), and empty or deficient (Xu), and how to
recognize these clinically. Tom stated that, obviously, not every child or situation fits completely
into one of the two types. His treatment then
works on the principle of either giving or taking
away energy.
We had a practical component on correct
needling techniques for children, using oranges,
and were instructed to ‘‘be swift, gentle and
kind’’.
Numerous diverse examples of pathology
were illustrated using the model and rationales
for treatment were given. The conditions discussed included asthma, gastrointestinal disorders, juvenile arthritis, cancer, ear problems
and behavioural problems. Tom also includes
dietary and/or lifestyle changes in his treatment
 2008 Acupuncture Association of Chartered Physiotherapists

Acupuncture in the treatment of
stress-related disorders: a
biological and gender
perspective
Thomas Lundeberg
Abstract
Stress is a unique personal experience showing
variability where gender-related effects contribute. The mechanisms underlying the differences
between women and men are currently unknown, but are likely to be complex and involve
interactions between biological, sociocultural and
psychological aspects.
In women, painful experimental stimuli (acute
stress) are generally reported to produce a greater
intensity of pain than in men. Clinical pain and
stress are often reported with higher severity and
frequency, as well as a longer duration, in women
than in men. Women are also more likely to
experience a number of stressful conditions such
as post-traumatic stress disorder, chronic fatigue
and irritable bowel syndrome. With regard to
biological factors, quantitative as well as qualitative differences in the limbic–hypothalamic connectivity and autonomic systems have been
implicated, as well as the influence of gonadal
hormones. Psychosocial factors like sex-role
beliefs, stress coping strategies and stress-related
expectancies may also contribute to the differences. Being exposed to repeated stressful visceral events (e.g. menstruation and labour)
during life may contribute to an increased sensitivity to, and greater prevalence of, stress conditions and pain among women.
When assessing the outcome of pharmacological and non-pharmacological therapies in stress
and pain treatment, the factor of gender should
be taken into account since responses to an
intervention may differ. Preferably, treatment
recommendations should be based on studies
using both women and men as the norm.
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Because of the variability in results, findings
from animal studies and experiments in healthy
subjects should be interpreted with care.
The use of acupuncture and cognitive behavioural therapy in post-traumatic stress disorder is
discussed and demonstrated.
Report
The aim of this workshop was to illustrate a
treatment concept based on acupuncture for
stress-related disorders. Thomas Lundeberg
warned us that this might become confusing, but
as with his previous session, we journeyed
through the brain, its chemistry and processes
effortlessly. With his excellent use of acetates, he
ensured that everyone joined him as he took us
through the effects of stress on the central and
autonomic nervous systems. Thomas interspersed his presentation with up-to-date scientific evidence, and related these physiological
processes to clinical signs and symptoms. His
ability to link these seemingly complex processes
to a treatment concept with a clear evidence
base with humour and pictorial diagrams kept
everyone entertained, thoroughly enthused and
interested.
The concluding message was the importance
of the segmental innervation of our patients’
affected organs and their relationship to acupuncture. Prior to this session, many of us might
have found this message rather dull and seemingly irrelevant to the treatment of our patients.
Following this workshop, I know that there are
now a lot of us who are keen to use this
treatment concept with the many patients we see
who are struggling to deal with the effects of
acute and chronic stress.
Lynne Fanning

Are reviews based on sham
acupuncture procedures in
fibromyalgia valid?
Thomas Lundeberg
Abstract
In recent reviews of the efficacy of acupuncture
in fibromyalgia, it has been concluded that acupuncture has no specific effect because the
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control procedure (i.e. superficial needling
and/or needling outside the ‘‘specific’’ points)
had similar effects. It may be questioned if these
conclusions are valid since superficial needling
and/or needling outside the specific trigger point
is not inert. Furthermore, manual acupuncture
may not be sufficient when trying to activate the
endogenous pain inhibiting system.
Studies of subjects with fibromyalgia have
demonstrated that they suffer from general allodynia. This would suggest that light stimulation
of the skin might have as strong an effect as
regular needling on the pain inhibitory system in
these patients. This conclusion is supported by
studies measuring blood flow in individuals with
fibromyalgia where superficial needling of the
skin resulted in as strong an increase in blood
flow as stimulation of muscle tissue. In healthy
subjects, superficial needling had no effect on
blood flow.
Furthermore, patients with fibromyalgia have
increased receptive fields. This would suggest
that controls using needling away from the
‘‘specific site’’ might have as strong an effect as
needling within the painful myotome/
dermatome. In healthy subjects, needling within
the myotome/dermatome induces the most
marked increase in pain thresholds.
In fibromyalgia, there is a dysregulation of
the pain inhibitory system. Therefore, strong
stimulation is probably needed to activate the
descending pain inhibitory system. This suggestion is supported by a study showing that
strong electroacupuncture stimulation is needed
to obtain pain alleviation in fibromyalgia. In
studies using manual acupuncture or weak
electroacupuncture stimulation, optimal pain
inhibition may, therefore, not have been
obtained.
Chronic sleep disturbances are also characteristic of fibromyalgia, and it has been suggested
that these sleep disturbances are the result of a
sleep disorder in which deep sleep is frequently
interrupted. Most of the previous reviews on the
efficacy of acupuncture in fibromyalgia have
focused on pain alleviation. We have observed
that both sleep and cognitive dysfunction may be
ameliorated with acupuncture, suggesting that
these parameters should also be taken into
account when assessing the effects of acupuncture in fibromyalgia.
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Taken together, this would suggest that, when
conducting studies on acupuncture, one needs to
take the clinical condition/syndrome into account
and design the control procedure appropriately.
Report
In an unusual departure from Thomas Lundeberg’s
usual illustration of his lectures with whimsical
freehand drawings, this was a standard PowerPoint presentation. The former usually captures
the attention of the audience and most heads are
down scribbling as he goes, but this one allowed
the attention to wander in spite of the interesting
topic. I hope that he returns to his usual type of
presentation because I know that I was not the
only one to miss it.
The topic that Thomas covered in this session
was the validity of reviews based on sham
acupuncture procedures in fibromyalgia. He covered the dysfunction of the autonomic nervous
system characteristic of fibromyalgia and presented findings from an experiment with healthy
volunteers. When placebo needling was used,
there was no change in blood flow, but when real
acupuncture was employed, there was an effect.
Furthermore, in subjects with fibromyalgia, there
were changes in both the placebo and real
acupuncture treatments, indicating that placebo
in this condition is not a placebo at all. In these
circumstances, sham acupuncture trials are not
valid because any intervention cannot be
described as inert and expectations about acupuncture also play a key role triggering similar
responses to true acupuncture.
Felicity Edwards

Acupuncture for osteoarthritis
Nadine Foster & Panos Barlos
Abstract
Osteoarthritis (OA) results in 2 million general
practitioner consultations annually, and is the
commonest cause of chronic pain and mobility
limitation among older adults. Disability related
to OA is set to increase as the population ages
and obesity levels rise. Physiotherapy has a
significant role to play, given that recent
evidence-based National Institute for Health and
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Clinical Excellence guidelines recommend nonpharmacological interventions in both ‘‘core’’
treatments for all patients and ‘‘optional’’
additional therapies.
This presentation provides a summary of the
role of acupuncture for OA, and using its most
common presentation, knee OA, discusses
recent evidence underpinning the use of acupuncture. The results of a recent UK trial that
investigated the benefit of adding acupuncture to
a course of advice and exercise (A&E) for
patients with knee OA are also described.
The trial recruited 352 patients, all of whom
were naïve to acupuncture treatment. The subjects were randomized to one of three treatments: a course of A&E; A&E plus true
acupuncture; or A&E plus non-penetrating acupuncture delivered by 67 physiotherapists across
37 clinics. Follow-up took place at 2 and 6
weeks, and 6 and 12 months. The primary outcome measure was change in Western Ontario
and McMaster Universities Osteoarthritis Index
(WOMAC) ‘‘Pain’’ subscale at 6 months, and
secondary outcomes included pain intensity and
unpleasantness, and function.
Report
This was an interesting, thought-provoking and
at times emotive lecture regarding acupuncture
for OA. Nadine Foster began with an overview
of her role at Keele University, Keele, UK, and
the importance of support of groups such as the
Arthritis Research Campaign to further research.
As evidenced-based practice becomes the norm,
the value of clinical trials and epidemiological
studies was emphasized.
Osteoarthritis was highlighted as a condition
worthy of particular attention, although the difficulty of making a differential diagnosis was
identified, leading to some problems when defining parameters for clinical guidelines and trials.
Advice regarding the use of acupuncture for OA
seems varied, with national and international
guidelines often giving differing advice regarding
the effectiveness of acupuncture as an intervention.
Panos Barlos reviewed the potential physiological actions, and therefore, the possible benefits of using acupuncture in OA. As well as the
peripheral effects, autonomic, central, descending inhibition and mood effects were briefly
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considered, fitting in nicely with other lectures at
Conference this year. However, his recommendation of between eight and 12, 30-min treatment sessions may be a contentious one for
managers in the National Health Service!
Nadine finished with a summary of the multicentre pragmatic trial into acupuncture and OA
knee pain and function. The presentation stimulated some animated debate and I’m sure we all
developed a better understanding of the limits of
pragmatic trials. As Nadine said, the more of us
who get involved in research the better because
this will help to provide a more accurate evidence base for the future.

agents that were otherwise not predicted by traditional preclinical pain models as well as human
pain states. The multitude of dynamic changes
that occur during chronic pain offer novel targets
for selective pharmacotherapy and treatment by
various forms of acupuncture that are among the
oldest healing practices in the world.
This lecture addresses therapeutically relevant
molecular, cellular and psychological mechanisms of pain processing and perception. An
attempt is made to interpret some of the observations in complementary medicine in the light
of modern neurosciences.

Dave Graham-Woollard

Report
Walter Zieglgansberger delivered an entertaining
and thought-provoking lecture on chronic pain
and relearning. He used some ‘‘state of the art’’
technology to guide us through the pain-related
systems in the central and peripheral nervous
systems. His impressive PowerPoint presentation
illustrated therapeutically relevant molecular,
cellular and psychological mechanisms of pain
processing and perception. He informed us that
the brain does not forget, it relearns to override
adverse memories triggered by pain. He
described chronic pain as ‘‘the dark side of
neuronal plasticity’’ and advocated a ‘‘pain holiday’’ for chronic pain sufferers. In conclusion,
Walter advised that acupuncture was very
important to modern neuroscience: as a method
of pain relief, it leaves the patient alert and compliant, in contrast to drug-induced pain relief,
and decreases anxiety, which is a prerequisite for
relearning.

Treatment of chronic pain: is
relearning a therapeutic option?
Walter Zieglgansberger
Abstract
Recent advances in pain research illustrate the
analytical power of modern neurosciences in a
field that was previously accessible only to
methods of systems biology. Novel electrophysiological, molecular and cellular biological
techniques have changed the face of pain
research by detailing systems acting in concert to
help the individual to cope with pain.
The introduction of these concepts of
neuronal plasticity has already led to important
therapeutic consequences: novel compounds and
new regimes for drug treatment to prevent
activity-dependent long-term changes are being
developed. Emerging knowledge related to the
diversity of pain-related systems in the central
and peripheral nervous systems suggests that,
besides ‘‘classical’’ neurotransmitters, biologically
active molecules such as peptide hormones, neurosteroids, trophic factors or cytokines released
synaptically or non-synaptically from terminals,
neighbouring neurons, glial cells, or components
of the immune system or the circulation, participate in the integration of somatosensory information in the pain matrix.
Research over the past decade has shown that
pain states may arise from a variety of pharmacologically distinct systems. Some of these discrete
systems appear sensitive to novel families of
80

Wendy Rarity

Treating mental emotional
conditions using acupuncture
Neil Quinton
Abstract
Based on my experience of working with patients
with severe and enduring mental health problems
in Walsall, UK, for the past 6 years, this workshop focuses on a six-point acupuncture point
combination that can be used to treat generalized
anxiety disorder with considerable success. It
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begins with an outline of the condition that
compares the perspectives of Western psychiatry
and TCM. It then covers the location and action
of the points, and examines how this six-point
combination addresses the root of the presenting
signs and symptoms. This workshop also covers
the important role that diet, relaxation and exercise can play in empowering our patients and
aiding their recovery.
Report
Neil Quinton brought together the East and
West in his workshop on treating generalized
anxiety disorder. He began by outlining the
Western conceptualization of anxiety, and its
concentration on physiological symptoms, the
content and history of the patients’ problems
notwithstanding. His calm and relaxed approach
to the technical difficulties that threatened to
interrupt the smooth flow of his first session,
and the interesting discussions regarding qi (is it
‘‘energy’’ or ‘‘influence’’?) ensured an enthusiastic
reception by the audience, as exemplified by the
questions at the end of the session. Neil’s
refreshing take on the problem of syndromes/
patterns and the need to look at how the patterns
interact, as opposed to trying to fit a patient into
a pattern/syndrome will have been gratefully
received by anyone present who is tussling with
such difficulties. The presentation of a treatment
concept that we can rationally use and incorporate into our current practice made sure that this
workshop was extremely well received.
Lynne Fanning

Treating pelvic pain with
acupuncture and the female
pelvic floor: its ups and downs
Jennie Longbottom & Jane Dixon
Abstract
This theoretical presentation offers participants
an overview of the use of acupuncture in the
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management of pelvic pain in the field of
women’s health. It encompasses Western acupuncture analgesia, myofascial trigger point
release and Chinese acupuncture incorporating
pattern differentiation in the management of
three specific conditions, i.e. endometriosis,
chronic pelvic pain and pubic symphysis dysfunction in pregnancy. An evidence-based
approach using a clinical reasoning model is put
forward throughout the presentation.
Report
Pelvic pain is at the bottom (pardon the pun) of
most people’s lists of desired specialities, but
thank goodness there are people like Jennie
Longbottom and Jane Dixon who approach a
subject bordering on social taboo in such a
refreshing practical manner. Jane’s mention of
Grace Dorey as one of the leading lights in this
field rang a bell. I had attended one of Grace’s
courses on male and female incontinence many
years ago and she had the same pragmatic
approach.
The discussion of the anatomy of the pelvic
floor was well presented and featured some
interesting original drawings. Jane’s description
of her work with real-time ultrasound and her
practical advice in response to questions were
backed up by Jennie’s slick and well-presented
acupuncture discussion. This presentation certainly hit home, and will, I hope, encourage more
musculoskeletal physiotherapists to consider the
close relationship between the pelvic floor musculature and many sites of pain that may not
respond to therapy. All in all, there were more
ups than downs to this fascinating session. I for
one will be even more evangelical in preaching
the importance of the pelvic floor and its role,
not just for women’s health, but also for good
posture and the health of the nation’s backs.
Felicity Edwards
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Introduction
Over the past few years, there has been considerable progress in moving the AACP to where we
are now, an effective, efficient and wellrecognized clinical interest group (CIG) of the
Chartered Society of Physiotherapy (CSP). We
now have the Association on a relatively sound
footing, with well-defined training and educational standards, and systems that should serve
us well as we move into the future of acupuncture regulation. We are grateful to all those
with vision and commitment who have made it
happen. We thank those with the early idea of
bringing acupuncture into the scope of physiotherapy practice and those who participated in
the development of the AACP as a CIG of the
CSP. We congratulate the members of the present
AACP Board for taking this vision even further
over the past 3 years and making the outstanding
progress we now see in AACP Limited.
The progress that we have made was difficult,
in that we had many hurdles to overcome, but
easy in that we could see clearly what we needed
to do. Having got this far, however, we do not
think that it is quite so easy to see where we go
from here, and consequently, what resources we
need to get there.

Background
First and foremost, the AACP is a CIG of the
CSP that provides a range of supports and
services to physiotherapists with an interest in
the use of acupuncture. It is one of a number of
CIGs that have been formed to supplement the
efforts of the CSP, providing support to those
interested in specific clinical techniques or areas
of physiotherapy. Clinical interest groups can
inevitably be more focused than a society that
has to represent all facets of physiotherapy.
Since its inception over 25 years ago, the
AACP has grown in size and is now one of the
two largest CSP CIGs, with some 5000 members. One unique difference between the AACP
and other CIGs is the potential involvement of
the Association in the regulation of physio 2008 Acupuncture Association of Chartered Physiotherapists

therapists who practise acupuncture, and the
implications that this may have for the AACP
and the membership.
The Government announced its intention to
bring in regulation of those practising acupuncture (regulation) following earlier programmes to
regulate other health professionals, including
podiatrists and physiotherapists, through the
Health Professions Council (HPC). The AACP
Executive, having foreseen the need to be
involved in the consultation from the beginning,
was part of the Joint Working Group (JWG) for
Statutory Self-Regulation (SSR) of the Acupuncture Profession. It was realized immediately that
possible involvement in regulation would result
in closer scrutiny of AACP organization and
governance, and therefore, the Executive
commissioned an independent study of the
Association. The study recommended that the
AACP should become a limited company, to
give a focus to the development of appropriate
governance, and provide those running the
Association with some protection in the event of
challenges made about regulation or training.
AACP Limited was finally incorporated in
January 2006, with a board of directors (Board)
made up of AACP members and some external
specialist support. Shortly afterwards, the AACP
introduced its Training Framework (Framework), which set out the requirements for the
training of physiotherapists in acupuncture, the
standards required from those who were to be
allowed to teach acupuncture to physiotherapists, and the procedures under which both
training and trainers would be assessed. There
was some initial opposition from some who
stood to lose out because of the new standards,
and from others who did not understand the
implications if physiotherapists could not demonstrate to the HPC that their training was
rigorous and independently assessed. Nevertheless, by the end of 2006, the new procedures
had been widely accepted and endorsed by the
CSP. Acupuncture training could no longer be
advertised in Frontline unless it was approved by
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the AACP, and physiotherapists being trained in
acupuncture were required to undertake accredited AACP courses.
Under its Board, the AACP has introduced
a number of subcommittees, including the
following:
+ the Education, Training and Research
Committee (ETRC);
+ the Journal Committee;
+ the Audit Committee;
+ the Regional Representatives Committee; and
+ the Conference Committee.
The Office in Peterborough offers an efficient,
cost-effective hub of information and membership resources that is deftly managed by Sharon
Fox, Business Manager, who is supported by one
full-time and two part-time members of staff.

Statutory regulation
Discussions involving the HPC about regulation
have progressed slowly, with complications
introduced via the regulation of Chinese herbal
medicine, with which many acupuncture practitioners outside the AACP are also involved.
The forecast dates for the introduction of regulation have come and gone, with no decisions
made. Today, it is still not clear how regulation
will be managed, or when regulation will be
introduced. What is going on is seriously hampered by our lack of contact or representation
within the HPC.
It appears that the HPC will hold registers of
those allowed to practise acupuncture by both
the British Acupuncture Council (BAcC) and the
AACP, but not by the British Medical Acupuncture Society (BMAS), whose information will be
held by the General Medical Council or other
such medical regulatory body. The HPC will
take, via the CSP, a register of those physiotherapists who are qualified to practise acupuncture. Effectively, this should mean that all
members of the AACP will be transferred to the
HPC register. Other physiotherapists wishing to
practise acupuncture, but who are not AACP
members, will be required to produce a portfolio
of training and experience and apply to be
grandparented onto the register. Details of who
will assess these portfolios are yet to be agreed.
There appear to be two options for regulation
as far as physiotherapists are concerned:
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+ The HPC will look to the CSP/AACP to
maintain the register.
+ The HPC will set up their own procedures for
maintenance of the register.
It is not clear which of the two options will be
adopted by the HPC, although the former option
is cheaper and less time-consuming for the HPC
and is believed to be the option of choice.
At present, membership of the AACP or CSP
is not compulsory for physiotherapists who
practise acupuncture, although only chartered
physiotherapists are allowed to join the
AACP.
If the HPC look to the CSP/AACP to maintain the register, it might be expected that the
HPC registration fee would be less. It might be
necessary for physiotherapists to be allowed on
to the register, even if they were not also
members of the CSP or AACP. Membership of
the AACP potentially should remain a desirable
option for physiotherapists wishing to practise
acupuncture, since continuing membership
would automatically ensure appearance on the
register. Importantly, it would be necessary for
the AACP to clarify its relationship with the CSP
in this process.
If the HPC decide to maintain the register,
they would have to set up their own organization
and the role of the AACP would diminish.
Whilst it has never been compulsory to join the
AACP, the fact that the register was independent
of the Association would act as a disincentive to
continuing AACP membership, especially as
physiotherapists would then have to pay a
significant fee to both the AACP and HPC.
Therefore, we believe that the outcome of the
HPC deliberations on regulation will have a
profound effect on the future of the AACP (see
pp. 97–99).

The role of AACP
As a CIG, the primary role of the Association
is to provide services for its members. We feel
that this is an important point to make because
we sometimes think that the fact that we have
become a limited company can give the impression that we aspire to be a profit-making
business, like most other limited companies. Like
these other companies, we have to run our affairs
in an efficient and effective way, but we are
 2008 Acupuncture Association of Chartered Physiotherapists
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fundamentally different from these companies in
that we do not exist to make a profit. Indeed, if
we do make a profit, then we shall incur a
liability to pay tax.
If the AACP does play a part in the regulatory
process, it is likely that existing membership
levels will be sustained or even increased, and
this economy of scale will enable us to develop
an increasingly wide range of services. On the
other hand, if we were to be outside the regulatory process, it is likely that our membership
would be reduced, since we should then only be
able to attract members if they really valued the
services that we provided. We should then have
to look much more carefully at our basic running
costs because these would become a much
larger part of our income than is currently the
case.

Where now? AACP objectives
Quality-assured training standards
The AACP needs to provide quality-assured training
standards for its members and for other practitioners.
Quality training standards are essential if the
AACP is to demonstrate that its members are
safe and effective in their practice of acupuncture. These are essential if physiotherapists who
practise acupuncture are to be able to develop
their skills and capabilities.
AACP Limited commissioned an independent
consultant to produce a defined set of procedures, with appropriate specifications for training
courses and tutors. This Framework was published in 2006 and defined the requirements for
foundation and post-foundation courses, and for
tutors themselves. A governing committee, the
ETRC, was set up, reporting to the AACP
Board, under an independent Chair. A timescale
for the introduction of the new framework was
published and it finally came into operation in
spring 2007. Since then, although there was
initially some opposition from those finding
difficulty meeting the new standards, these have
generally been accepted. The CSP has endorsed
the standards and the Framework has been
scrutinized by the HPC.
The process is effectively run by the ETRC,
with administrative support from the AACP
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Office. It provides for tutors to submit their
courses and teaching portfolios for approval: the
ETRC handles these in a cycle that takes
approximately 3 months from submission to
formal approval. There is a published list of
AACP-approved tutors and training courses, so
to that extent the process is meeting our requirements and we have sufficient resource to
continue this process.
The ETRC now needs to determine whether
these standards are indeed being met via internal
and external audit of:
+ courses;
+ tutors; and
+ case study standards.
Support of this type would appear to best
obtained from an external, suitably qualified
individual. We envisage that the results of this
exercise should result in additional procedures in
the Framework, which would be implemented
with the resources of the ETRC and Audit
Committee, although it is possible that one
outcome could be the identification of additional
permanent resources required by AACP.
Policy and political liaison
The AACP needs to have a clear insight into what is
going on within the CSP, the HPC and other areas that
may impinge on the practice of acupuncture.
The AACP is a CIG of the CSP, and thus, it is
essential that the Association maintains good
communication with the Society, so that the
AACP knows what is going on within the CSP
and so that the it may exert appropriate influence
when required. The current Chair and Board
have made considerable efforts to improve communication via the CSP main managerial structure, the Professional Practice Committee (PPC)
and the CSP Council. The AACP has traditionally had a liaison officer who has attended
meetings at the CSP and, to an extent, kept an
eye on developments within the CSP. However,
the Association no longer has a seat on the PPC
and we have just been advised that the CSP
apparently no longer require a liaison officer
from the AACP. These developments clearly
need to be investigated. Surely, as the largest
CIG, the Association should be offered at least
some representation at the decision-making end
of the CSP? Furthermore, if the HPC opts to
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allow the register of physiotherapists practising
acupuncture to be maintained by the CSP/
AACP, it will be essential that the exact role of
the Association in this process is defined and our
interests safeguarded.
The AACP has had a representative at a
number of JWG and SSR meetings associated
with the development of regulatory procedures.
The Association has not managed to obtain any
form of representation within the HPC, despite
our efforts to do so. With regulation coming
in soon, it is clearly essential that the AACP
has good communication with the HPC and
representation at the decision-making end of this
organization. Latest developments give some
grounds for optimism, with the HPC advising
the AACP that they will accept representation in
discussion groups.
Therefore, we judge that we are not meeting
this objective and we consider that we urgently
need to develop our liaison with both the CSP
and HPC.
To do this, we should put forward AACP
representatives to stand for election at:
+ the CSP Council;
+ the PPC;
+ the CIG liaison group;
+ the Research and Development Committee;
+ the Strategic Management Group of the CSP;
and
+ the HPC.
The Board should have a representative with
access to both the CSP and HPC, so that we are
at least called for consultation during decisions
that may influence acupuncture and physiotherapy. We believe that this requires a consultant who has advanced acupuncture skills to
MSc/PhD level, has research understanding, and
above all, has enough knowledge of CSP and
HPC working mechanisms to gain access to
these organizations. This person will require
political knowledge, a reputation beyond the
AACP, both at the HPC and with external
acupuncture groups, and a reputation that
demands respect and support. This must be a
physiotherapist and this post must be paid
according to experience.
It is also essential that the AACP develops and
maintains its good working relationships with
both the BAcC and BMAS.
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Conferences, roadshows, workshops and
courses
The AACP should provide members with a range of
attractive conferences, roadshows, workshops and courses.
Past experience of organizing conferences
with other CIGs and the CSP indicates that,
for the long term, a well-resourced, proactive
Conference Committee with access to a database
of speakers, traders and venues is an essential
requirement of any organization. We should
strive to develop a Conference Committee that
has access and attendance at international and
national acupuncture conferences.
Such a Conference Committee would then
determine the theme and speakers, and direct the
operation of the Annual Conferences. In order
to achieve this, we need greater input and AACP
representatives in this Committee, and we would
suggest that we target new recruits to undertake
this role.
If the AACP were to opt to run additional
conferences, this would require additional effort
from the Business Manager and Office staff, and
additional support from the Marketing Consultant, although an economy of scale would prevail
because the methods and contacts built up for
one conference would transfer to others. The
Marketing Consultant, Suzanne Charboneau, has
made enormous strides with trade and conference venue interaction, and she has become a
valuable member of the AACP team. We suggest
that, in the light of her success, we use her skills
to take over the management of trade for both
Conference and the AACP Journal so that the
level of continuity, efficiency and respect is
further developed and maintained.
Roadshows and workshops. There have been a few
roadshows in different parts of the country,
organized by the Business Manager and consisting of a number of tutors presenting papers
generally on musculoskeletal subjects. These
have been reasonably popular, but there has been
considerable difficulty in persuading tutors and
others to become involved, and the Office has
spent considerable time and effort in finding
appropriate venues and available tutors.
The AACP could move to providing workshops throughout the country rather than roadshows. Tutors, working with the Business
 2008 Acupuncture Association of Chartered Physiotherapists

AACP Limited . . . the next 5 years
Manager, could work towards a specialist oneday workshop, which would offer elements of
practical and theoretical knowledge. Here the
skills of AACP tutors, licensed acupuncturists
and BMAS specialists using acupuncture in a
number of clinical settings, and for a number
of conditions, may have greater appeal to the
clinical membership than the present roadshow
theme. The use of outpatient facilities in differing
regions, together with the input from regional
representatives, may encourage better attendance, cheaper venues and provide greater clinical
benefit for those attending. This suggestion has
met with great interest from a number of trust
managers and the Educational Officer of Physiofirst. This would also ease the load carried by the
Business Manager, who currently has to placate
and accommodate numerous tutors at one
venue.
Training courses. The AACP has taken on the
organization and running of courses, both at the
Office in Peterborough and at other locations
throughout the country. Profits from these
courses are available for the development of a
wider range of services, as discussed in this
paper.
Up to now, the courses that have been run
have been owned by individual tutors, with the
exception of a 40-Hour Top-Up Course. This
course has been run by several AACP-approved
tutors, to whom we are very grateful for taking
the time to accommodate the needs of lapsed
and forgetful members. The tutors have worked
very hard this year, but the course has been
extremely well received by those who have
undertaken it.
The new Framework does not restrict tutors
from running their own courses, unlike courses
run by other CIGs, which have taken total
ownership of all relevant courses given to
physiotherapists. These tutors may only teach the
approved courses and fees are fixed, any excess
returning to the CIG for further development.
This approach is one that we believe the AACP
should consider.
There are two further concerns about training
courses:
+ The AACP should consider carefully whether
there is sufficient clinical involvement in
acupuncture training courses. The approach
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taken by many CIGs has distinct advantages
in that courses are run with common standards, ensuring that students gain direct clinical experience; indeed, the clinical placement
is an essential component of these courses.
Such clinical involvement is almost totally
lacking in AACP courses and is a major
criticism made by students undertaking
Acupuncture MSc courses. The Association
will consider whether clinical placement and
clinical assessment are not only necessary, but
indeed, essential to good clinical practice and
knowledge for the graduating student.
+ Integration of AACP Foundation courses at
higher educational level is essential for the
development and emphasis of specialization
within professional practice. There is a need
for healthcare professionals to develop
specialized knowledge and skills (NHS
Executive 1999). This emphasis has changed
the career structure of healthcare professionals, resulting in the specialized clinical practitioner, extended scope practitioner and
consultant posts. There has been a proliferation of courses at the Master’s level aiming
to develop clinical expertise. The Association
should be at the forefront of this proliferation, especially in the area of pain management, and as such, should be pioneering
AACP Master’s courses throughout the
country by providing quality assurance,
quality control, external inspection and
monitoring processes.
Research sponsorship
The AACP should sponsor acupuncture research for the
benefit of its members and the general public.
The Association offers the facility to provide
research funding to members, but there is no
current research funded by the AACP.
The ETRC is nominated to manage the
research budget, but this is an area that has been
neglected collectively by the Association. As a
major CIG of the CSP, it is essential that we lead
the field, and offer advice, guidance and support
to those wishing to turn to the field of acupuncture research. It is essential that the AACP
be seen to be encouraging and supporting the
membership for the benefit of effectiveness
within acupuncture and physiotherapy. We must
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consider whether there is a need to take on a
designated AACP research consultant who has
experience within the research field and expertise within the research community in order to
facilitate AACP-sourced research projects.
The post should also develop communications
with the research and development committees
of the CSP, BAcC, BMAS and other research
resources that may offer the membership added
benefits for the use of acupuncture within the
clinical setting.
Communications
The AACP needs eﬀective communications so that its
views are made well known and taken into account by its
required audiences:
+ the Government, including the HPC;
+ the CSP;
+ other acupuncture groups;
+ AACP members; and
+ the general public.
Public relations. The communication network
within the AACP and, indeed, within the CSP
falls short of achieving any impact both internally and externally. Physiotherapy in general
does not have an effective, well-projected image
in the UK, and partly as a result of this, the
Association has struggled to get its views across
to its target audiences, although we have made
some progress in recent years. It must be remembered that acupuncture is one of the modalities
used by physiotherapists to manage pain and
achieve rehabilitation in a number of patients,
but our views are rarely sought either from media
sources or within our own profession. For
example, the CSP guidelines on low back pain
(LBP) make no reference to systematic reviews
on acupuncture use within a physiotherapy management programme. International guidelines on
LBP do not refer to any evidence for the
integration of acupuncture into a management
protocol.
Press and media statements referring to breakthroughs in acupuncture for a variety of disease
and pain processes automatically contact the
BAcC or BMAS for statements supporting the
facts. The AACP must attempt to lift its head
above the media parapet and offer effective
communication networks to ensure that both
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the public and health professionals use the
Association as one of its main resources in this
area. In 2007, the AACP commissioned a study
by a public relations adviser. This initially identified that the Association has a huge variety of
contacts and associates, ranging from the
Department of Health (DH) to the general
public, and that it was necessary to obtain a
higher calibre of professional individual to lead
the development of the AACP profile, influence
key audiences, including public and private
purchasers, consumers and members, and promote the Association with statutory and regulatory bodies, together with other groups and
professions. Unfortunately, this study did not
progress.
We must consider taking on a professional
public relations officer (PRO), who would initially work part-time for the AACP. The role of
this PRO must be that of a proactive individual
with the ability to develop media strategy, statements and timely responses who has a highly
informed professional background. This person
must be responsible for:
+ the development and provision of AACP
strategies to internal and external stakeholders;
+ the setting up and development of a press
function in coordination with the AACP
Office;
+ the development and maintenance of a database of contacts, i.e. spokespeople from
within and without the AACP who represent
the collective voice of the Association;
+ the initiation, development and implementation of promotional strategies for external
conferences, training and relevant events
where the AACP need to be represented;
+ the development and promotion of educational literature, videos and all relevant
advances that promote AACP business;
+ ensuring that all AACP committee members
are familiar with the strategies, developments
and requirements of the business;
+ the establishment and maintenance of communications between all groups at all times,
both nationally and internationally;
+ the promotion of the AACP within healthcare
initiatives, patient groups and primary care
contracts; and
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+ the promotion of internal influence and
access to all policy changes within healthcare
at the DH and HPC levels.
This is an important requirement for the
AACP to safeguard our professional status
within acupuncture and future healthcare.
Website. The AACP has had a website for
10 years, and at the start of 2007, a new website
was specified by the AACP Board and designed
by Summit Directions. The new website was
designed to be integrated with the membership
management system so that much of the routine
work associated with membership and subscriptions could be automated. Development of the
website took place in stages and was completed
by the end of 2007.
The site now provides the following facilities:
+ membership services;
+ course and Conference booking;
+ document purchase;
+ reference documents;
+ course advertising (free for AACP tutors);
+ standards and guidance;
+ relevant political and clinical news;
+ audit; and
+ research databases.
Day-to-day administration of the website is
done by the Webmaster, who is able to add all
required information to the site, usually within a
day or two of the requirement arising. What the
Webmaster cannot do is to invent or generate
information that should be available on the site.
However, the proposed PRO and Research
Officer posts could ensure that the Webmaster
was fed with up-to-date news for the benefit of
members and the general public.
The website provides an ideal low-cost
approach to providing information to members
and to accommodating the needs of the business
in the future, especially when moving into the
area of clinical and evidence-based database provision. This is essential for academic access for
our members and for those AACP members
working outside the National Health Service.
The website also contains a bulletin board to
allow members to discuss a range of issues. This
has not been successful, with limited general
take-up, and the take-up from AACP-approved
tutors being particularly disappointing. If the
bulletin board is to succeed, the Association will
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need to recruit and pay moderators to take the
lead in getting this service up and running. If this
is not done, the bulletin board will not succeed
and should be abandoned.
We will propose that the AACP website now
charge for tutor advertising of courses, as is done
by the iCSP web service. Fees could be relatively
small, and could be offset by support from tutors
for roadshows, workshops or the bulletin board.
Enhanced membership facilities
The AACP should seek to provide a range of enhanced
membership services, over and above routine administration, an Annual Conference and quality training.
As a CIG, the Association’s purpose should be
the provision of a wide range of services to its
members. It is not sufficient simply to provide
routine membership administration, together
with an Annual Conference and expect that
members should be satisfied, especially when
regulation comes and they have to pay additional
fees to the HPC as well as membership fees
to the AACP. Ideally, members should see
clear benefits from their membership of the
Association, such that they would wish to remain
members, even if their membership is not
essential for them to practise acupuncture.
We have made a start on providing these
services, with the website, regional roadshows
and others in the pipeline, but we think we still
have a long way to go. Among the enhanced
services that we should consider providing are
the following:
+ improved access to mentors;
+ improved access to clinical reasoning and
problem-solving sessions;
+ clinical experience on courses;
+ clinical practice;
+ web answers to questions;
+ medicolegal courses for AACP members;
+ an acupuncture resource centre;
+ research papers on AACP web;
+ advice on negotiating skills for primary care
trusts;
+ marketing members’ skills;
+ improved numbers of AACP expert witnesses;
+ report writing;
+ negotiating contracts with private insurers;
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+ improving the profile of the AACP in the
market-place;
+ setting up in private practice;
+ the use of acupuncture within pain clinics;
+ acupuncture beyond pain; and
+ first aid training.
Just how far we can go in implementing the
above will depend on the decisions made about
regulation, but this does not mean that we
cannot work to develop these ideas now.
New ideas – continuity and succession
The AACP needs to generate new ideas for the benefit of
the membership. It needs to ensure that the organization
builds on the success achieved and attracts new blood to
keep its development going.
We firmly believe that the responsibility for
the generation of new ideas and member benefits
lies with the Board. Members of the Board
should have vision, experience and business
skills in order to maximize benefits for the
membership. The Board are supported as
required by external independent consultants,
who will bring particular skills, experience and
strategic planning beyond the realms of physiotherapy and acupuncture. The skills of a financial
consultant, business adviser, marketing consultant and company secretary are available to offer
a wider view and an independent voice. However, the skills required for acupuncture advancement within the membership must come from
those experienced within the acupuncture world.
This then rests with AACP members on the
Board.
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It has to be a role of the Board in general to:
identify AACP members who offer particular
skills, either in the clinical setting, business or
academic worlds; target these members; and
encourage their membership of committees and
the Board. Similarly, we rely on the goodwill of
such members coming forward to offer these
skills. If we don’t know you are out there and
interested, how can we encourage and support
your Board involvement?

The way ahead
In this paper, we have identified seven objectives
that we believe the AACP should strive to meet.
For convenience, these are summarized below:
+ quality-assured training standards;
+ policy and political liaison;
+ conferences, roadshows, workshops and
courses;
+ research sponsorship;
+ communications;
+ enhanced membership services; and
+ new ideas – continuity and succession.
These ideas and suggestions have been
debated by the Board and voted to be actioned
within the next 5 years. Members will be
informed at each stage of the attainment of these
objectives and the availability additional benefits,
which we hope will enhance your clinical and
academic requirements within acupuncture and
physiotherapy.
AACP Board

 2008 Acupuncture Association of Chartered Physiotherapists

Journal of the Acupuncture Association of Chartered Physiotherapists, Autumn 2008, 91–96

AACP clinical web audit

Introduction
The AACP has carried out an audit of members’
use of acupuncture in clinical practice. This
review was conducted using the AACP website,
and members were requested to complete a
range of questions presented online.
Unfortunately, the response was disappointing, with only 137 completed responses out of
the Association’s membership of some 5000 – a
mere 3% of the total voice of the AACP.
As a result of the low response rate, it is not
appropriate to draw firm conclusions about
the experience of the membership as a whole.
However, after discussion with the Journal,
Board and Educational committees, it was agreed
to print an overview of the responses in the
AACP Journal in order to facilitate discussion and
debate, and we hope, encourage a more positive
response to future clinical audits.
The AACP web audit tool is fast, efficient
and a very inexpensive way to steer the
Association’s research and training programmes.
We do need information to inform decisions,
and if we cannot generate sufficient responses
from our membership, we cannot attempt to
interpret:
+ the clinical shortfalls of acupuncture within
physiotherapy;
+ the clinical advantages of acupuncture within
physiotherapy;
+ the clinical or educational requirements of our
membership; or
+ the future avenues for AACP research and
clinical effectiveness.
These are necessary requirements that must
be fulfilled in order for the profession to continue to defend the evidence-based use of acupuncture in the musculoskeletal management of
pain within clinical practice. It is also essential
that these requirements are fulfilled in order to
establish the clinical use of acupuncture in general, which may go further than musculoskeletal
management, encompassing the holistic and
homeostatic management of patients beyond
pain.
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During the interpretation of figures, readers are
reminded that these results only represent the views of 3%
of the membership of the AACP.

Practice area
There does appear to be a fairly even distribution
of those responding between members working
in the National Health Service (NHS) (52%) and
private practice (44%), a much closer ratio than
demonstrated by the wider membership of the
Association (Fig. 1). Within the past 2 years, we
have seen greater demands from private insurance companies insisting that physiotherapists
using acupuncture are members of the AACP,
and similarly, 32 NHS trusts and the whole of
the Ministry of Defence have introduced these
standards. With forthcoming statutory regulation, it is impossible to determine whether this
will remain the norm, or whether the Health
Professions Council will oversee the future regulation and educational standards of acupuncture
within physiotherapy.
The Association must continue to monitor:
+ the standard of courses provided;
+ the standard of tutors presenting courses;
+ the standards of safety for acupuncture within
physiotherapy; and
+ the standards of clinical effectiveness.

Membership category
The ratio of accredited to advanced to probationary membership within the AACP as a whole
is 100:5:1. From the response illustrated in Figure 2, we can see a ratio of 100:20:2.5, indicating
that the relative response rates from advanced
and probationary members was higher than that
of accredited members.
Probationary membership is a temporary status awarded whilst prospective members are
taking the 40-Hour Top-Up Course required for
accredited membership. It is to be hoped that, as
probationary members complete their top-up
courses and become fully accredited, their level
of interest will remain high.
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Figure 4. Support for acupuncture in clinical practice.
Figure 1. Main practice area of physiotherapists using
acupuncture: (NHS) National Health Service.

Figure 5. Source of support for acupuncture.

Figure 2. Membership category of respondents.

Figure 6. Opposition to acupuncture in clinical practice.

Figure 3. Proportion of practitioners using acupuncture
for pain management.

The current ratio of advanced to accredited
members and the feedback gained from the
top-up courses beg the following question:
Is the AACP providing suﬃcient, quality advanced
courses to facilitate advanced status?
The Association’s requirement for advanced
status is 200 h of training after the initial training
required to become an accredited member.
Traditionally, this has been via an acupuncture
degree training, but not all members have the
time or are in a financial position to undertake
prolonged acupuncture degree courses.
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Figure 7. Source of opposition to acupuncture.

I believe that the AACP should be facilitating a
modular system of advanced training via external, accredited courses oﬀering Master’s-level points and an Accreditation of Prior Experiential Learning system. I open this
to further discussion.
 2008 Acupuncture Association of Chartered Physiotherapists

AACP clinical web audit

Figure 8. Use of standard acupuncture point protocol.
Figure 12. Use of acupuncture in insomnia.

Figure 9. Use of clinical reasoning in point selection.

Figure 13. Use of acupuncture in circulatory or tissue
healing enhancement.

Figure 10. Treatment of inflammation with acupuncture.
Figure 14. Treatment of pregnancy-related disorders
with acupuncture.

Figure 11. Use of acupuncture in stress and anxiety.

Scope of acupuncture use
Of those replying, it can be seen that the majority
(51%) use acupuncture for pain management,
but this does not take into account how or where
they do this, and requires further investigation
 2008 Acupuncture Association of Chartered Physiotherapists

(Fig. 3). Of far more concern are the results for
those using acupuncture for systemic disease
(1%) or neurological conditions (1%),
although these figures are at odds with responses
to other questions indicating that acupuncture is
used in:
+ anxiety and stress;
+ relaxation and well-being;
+ hormonal disturbance and menstrual cycle
management;
+ sleep disturbance; and
+ women’s health and incontinence training.
Again, a further in-depth response is required,
together with clinical audit, to determine outcomes and results from these interventions.
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From the in-depth questions answered, it
would appear that the majority of respondents
believed that acupuncture:
+ facilitated pain management;
+ facilitated rehabilitation;
+ facilitated manual therapy;
+ was cheap and effective; and
+ offered speedier benefits than electrotherapy
modalities.

Support and opposition
Figures 4 and 5 offer some insight into support
and sources of support for acupuncture, the
majority of support arising from patients (58%)
and peers (48%), whereas the amount of support
arising from trust involvement is less than 20%.
This has some very strong implications for
whether the Association should be supporting
members at the trust level with evidence base,
clinical effectiveness and cost-effective research
evidence, and presentations.
Figures 6 and 7 give an indication of the
sources of opposition to acupuncture, peers
being apparently the largest group here. Perhaps
contrary to expectations, trusts appear less negative than peers – although, with the low response
rate, this conclusion cannot be definitive. What
has to be determined is the source of ‘‘other
opposition’’, and this will require more in-depth
questions to determine whether this may arise
from:
+ medical referral sources;
+ private insurance sources;
+ management; and/or
+ unknown sources.
I pose the following question: Would the membership
welcome AACP involvement at the senior management
level with the availability of presentations on clinical
eﬀectiveness, cost-eﬀectiveness and evidence base?

Clinical reasoning
Figures 8 and 9 should give tutors within the
Association some cause for concern. More than
50% of respondents used a standard point protocol in treatment management, whereas Figure
9 suggests that more than 50% do not use a
clinical reasoning model in choosing acupuncture
or points.
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I would raise the question of whether we are teaching
an adequate clinical reasoning model of pain presentation
against acupuncture intervention within the Foundation
Training. Should we reappraise the courses to ascertain
whether standards are being met and fulfilled?

Other conditions
Figure 10 suggests that more than 50% of those
responding would not use acupuncture in the
treatment of inflammatory dysfunction despite
the copious evidence to suggest that it is a
clinically effective modality in the treatment
of inflammatory processes (Lundeberg 1993;
Sato et al. 1994; Ceccherelli et al. 2002; Wolfe
2005).
Are members taught to integrate acupuncture within
the first stages of nociception and inflammation in order to
facilitate rehabilitation, healing and recovery rather than
as an adjunct to treatment or after manual therapy has
provided the required results?
Once again, over 50% of respondents failed to
use acupuncture in the management of stress or
anxiety (48%), despite the existence of excellent
physiological evidence to suggest its use in stress
(Fig. 11) (Garvey et al. 1997; White 2002; Heine
2006) and anxiety (Sher 1998; White 2001; Linde
2002; Pilkington et al. 2007).
Are members being taught the important application of
acupuncture in stress and anxiety as a precursor or
adjunct to physiotherapy and rehabilitation?
Figure 12 demonstrates that over 50% of
respondents do not to choose acupuncture in the
management of sleep disturbance or insomnia
despite the evidence (Spence et al. 2004;
Guerreiro da Silva et al. 2005; Chen et al. 2007;
Kalavapalli & Singareddy 2007; Kim & Sok
2007). We are fully aware that pain management
and tissue healing – whether acute or chronic –
can only be enhanced by sleep and normal
circadian rhythm.
Figure 13 suggests that some 60% of those
who replied would not incorporate acupuncture
as a circulatory enhancement despite the evidence to support its effectiveness in wound
healing, skin disorders and tissue repair (Ulett
et al. 1998; Sumano & Mateos 1999; Sandberg &
Lindberg 2003; Sandberg et al. 2004).
Should acupuncture not be an integral part of any
surgical, systemic or physiological process where healing is
required?
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Finally, Figure 14 indicates that 64% of
respondents do not offer acupuncture during
pregnancy. It seems that scepticisms and misconceptions concerning the dangers of acupuncture
within pregnancy are causing physiotherapists
not to use what can be a very valuable tool for
the management of pain within pregnancy (Betts
2003; Manber et al. 2004; Guerreiro da Silva et al.
2007).

Conclusion and discussion
My thanks are due to those who took part in the
survey. As I have discussed, with such a low
response rate, we cannot draw too heavily on the
information presented, but I do hope that the
figures will provide some ‘‘food for thought’’.
The AACP would like to take this audit much
further in order to obtain much more definitive results in greater depth, but we can only
do this with your help. Please give this your
consideration.
Jennie Longbottom
Chair
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Statutory regulation of practitioners

Introduction
The Report to Ministers from The Department of Health
Steering Group on the Statutory Regulation of Practitioners of Acupuncture, Herbal Medicine, Traditional
Chinese Medicine and Other Traditional Medicine Systems Practised in the UK (Pittilo 2008) was launched
at a press conference at the King’s Fund, London,
on 16 June 2008. The document consists of the
main report, which makes specific recommendations for regulation, outlining relevant information on the development of a research and
evidence base for health professionals, training
provision and accreditation arrangements, together with criteria used by the Steering Group
(SG) to assess the potential of ‘‘professional
practitioner associations’’ to qualify for direct
transfer to the chosen regulatory body, identified
as the Health Professions Council (HPC).
The report is vast, and the AACP congratulates the SG for an extensive, detailed and
professional document. The report was informed
by expert input from practitioners, health professionals and statutory regulators, and by independent lay members of the SG. Because the report
is extensive, I will attempt to summarize the
main points that pertain to physiotherapists
using acupuncture within their profession and
those who may have the dual qualification of
Licensed Acupuncturist and Physiotherapist.

The role of the Health
Professions Council
The SG takes the view that effective, safe and
cost-effective statutory regulation (SR) has been
demonstrated by the HPC, and that this should
be extended to cover practitioners of:
+ acupuncture;
+ herbal medicine;
+ traditional Chinese medicine (TCM); and
+ other traditional medicine systems practised
in the UK.

Health Professions Council
criteria for aspirant professionals
The following criteria are outlined of aspirant
professionals, who should:
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(1) cover a discrete area of activity displaying
some homogeneity;
(2) apply a defined body of knowledge;
(3) practice evidence, based upon evidence of
efficacy;
(4) have at least one established professional
body that accounts for a significant proportion of that occupational group;
(5) operate a voluntary register;
(6) have defined routes of entry to the profession;
(7) have independently assessed entry qualifications;
(8) have standards in relation to conduct, performance and ethics;
(9) have Fitness to Practise procedures to
enforce these standards; and
(10) be committed to continuing professional
development (CPD).
Physiotherapists who are members of the
HPC and who use acupuncture within their
scope and competency to practise are conforming to these criteria by virtue of their
membership of:
+ the AACP;
+ the Chartered Society of Physiotherapy (CSP);
and
+ the HPC.
None of the professions considered in this
report has a single voluntary regulatory body.
The evidence base for the effectiveness of
acupuncture, herbal medicine and TCM is not
widely accepted in the way that it is for many
other professions regulated by the HPC.
However, the SG recommends that ‘‘in the interest of
public safety, SR should proceed with all possible speed’’.

Grandparenting
Whenever a profession is protected, there is
opportunity for individuals who have been using
the skills safely and effectively to become registered, a ‘‘one-off’’ window of time during which
individuals can apply for registration. During
this period, there is an opportunity for members
of voluntary registers to be transferred directly
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onto the HPC register without going through
individual registration and assessment. The SG
formally recommends a number of voluntary
registers where there is evidence that these have
been effectively and rigorously operated to high
standards. Those registrants, subject to HPC
agreement, automatically transfer to the HPC
register when it is established. These acupuncture organizations are:
+ the AACP;
+ the British Medical Acupuncture Society; and
+ the British Dental Acupuncture Association.
These professional bodies will be required to
continue to:
+ promote and develop the profession;
+ represent members’ interests;
+ publish journals;
+ provide CPD training programmes;
+ provide support;
+ develop curriculum framework documents
for educational providers;
+ develop standards of Best Practice;
+ develop research and audit;
+ provide minimum threshold standards necessary for public safety; and
+ provide Best Practice.

Professional body liaison with
the Health Professions Council
Associations representing acupuncture should
engage with the HPC through regular, informal
liaison in areas of:
+ revalidation;
+ reviews of standards of education and training;
+ post-registration qualifications; and
+ CPD standards.
The AACP has made provision for all these
criteria to be in place and for effective, ongoing
HPC liaison to take place.

Acupuncture within physiotherapy
Acupuncture training within physiotherapy is
now undertaken post-registration and requires a
different standard of definition as follows:
‘‘Acupuncture is premised on the scope of
practice of the primary discipline and cannot
be offered without the basic professional
qualification to support it.’’
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‘‘The appropriate qualification ranges from
a certificate of qualification of safe, effective
training and competence (AACP Foundation
Training) to a University validated MSc.’’
The fundamental Physiotherapy degree educational qualification is already subject to HPC
regulation, its emphasis being research based,
and thus, facilitating the adjunct of acupuncture,
as a clinically effective modality, to be integrated
within National Health Service and private
physiotherapy practice. Recent work undertaken
to formulate National Occupational Standards
has established professional acupuncture competencies. Compliance with these is inherent in all
forms of training, although it may be supported
by different and profession-specific definitions
of the knowledge and understanding of acupuncture required to practise. In the case of
physiotherapy, emphasis may be placed on
Western neurophysiological processes (Han &
Terenius 1982), and/or TCM philosophical principles of natural law and movement of qi (Qiu
1993).
The SG recommends, in the interest of public safety, to
have all those practising acupuncture, even as an adjunctive technique, on the same list with the same title.
The report has reinforced the combined work
of the AACP and CSP to ensure that the
following standards are in place for members
already placed on the AACP register to receive
automatic transfer to the HPC SR register for
acupuncture.
The AACP/CSP/HPC register ensures that
the following standards are in place:
+ the register has been in place for more than
5 years;
+ the AACP has been established for more than
5 years prior to SR;
+ the AACP membership is able to speak with a
unified voice;
+ the AACP has a code of ethics informing a
code of conduct;
+ AACP educational standards are established
with transparent and rigorous processes in
place to monitor the quality of training;
+ there is an effective arrangement for accreditation of educational programmes;
+ there is evidence of policies and procedures
that would facilitate removal of individuals
from the register;
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+ there is evidence of CPD; and
+ there is the involvement of lay members on
key committees who are able to have input.

using a clinically effective tool as a means to the
management of patient rehabilitation.
Jennie Longbottom
Chair

Conclusion
The AACP, in liaison with the CSP and the
HPC, are confident that all measures have been
taken to ease the transfer of the AACP register
for automatic registration. What is essential is
that the AACP continues its active collaboration
with the HPC in order to ensure that the high
standards that have been set are maintained and
changed with emerging evidence in order to
protect the general public and ensure continuing
scope of practice for those physiotherapists
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The Practice of Chinese Medicine,
2nd edn: The Treatment of Diseases
with Acupuncture and Chinese Herbs
By Giovanni Maciocia
Churchill Livingstone, London, 2008,
1546 pages, hardback, £89.99
ISBN 978-0-443-07490-5
The first edition of The Practice of Chinese Medicine
(Maciocia 1994), published 14 years ago, was
intended to be the companion volume to The
Foundations of Chinese Medicine (Maciocia 1989),
and described the application of the theory of
traditional Chinese medicine (TCM) to the treatment of specific diseases with both acupuncture
and Chinese herbs. Now, following the publication of the excellent second edition of the latter
book (Maciocia 2005), an extended, 1546-page,
revised edition of The Practice of Chinese Medicine
has been released by the publisher to complete
this popular and successful series.
Giovanni Maciocia is probably the best-known
author and lecturer on Chinese medicine in
the West. What makes his books so popular?
Clarity and system: his works are easy to read,
using clear and simple English, and are set out
in such a way that all kinds of readers can find
the answers that they need quickly and
efficiently. However, the most important factor
in Maciocia’s popularity is the reflection of the
cultural context that all of us, as Westerners,
share.
In our societies, which are shaped by the
dominant paradigm of Western medicine, we
deal with complaints that are not what the
patients themselves feel, but rather a label
applied through that paradigm. This is where The
Practice of Chinese Medicine provides an interface
between the Western medical understanding of a
disease, and the TCM view and handling of the
same patient. There is a lot of debate regarding
the above approach, and many commentators
have characterized Maciocia as a TCM ‘‘heretic’’.
Nevertheless, TCM is a clinical discipline that
not only welcomes, but in fact, demands
innovation and creativity.
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Giovanni has once more invested his clinical
heart and soul in the pages of the second edition
of The Practice of Chinese Medicine. Readers who
want to expand their knowledge and experience
are provided with both new and refreshed
material to help them understand the mechanisms that create the various conditions in our
patients.
This book is about Nei Ke, i.e. internal medicine, which is the core of everyday general
practice. Giovanni describes the application of
TCM theory to the diagnosis and treatment of
48 diseases and conditions. In addition to the
34 topics that were covered in the first edition,
there are 14 new chapters. These include an
expanded and in-depth discussion of the ‘‘psyche’’
in TCM, as well as sections on anxiety, depression,
chronic fatigue, hypertension, thyroid conditions,
nausea/vomiting, acid reflux, mouth ulcers, urinary retention, interstitial cystitis, benign prostatic
hyperplasia, fibromyalgia and erectile dysfunction.
There is also a notable expansion of material
published in the first edition, such as the chapter
on the differentiation and treatment of nasal
polyps. New theories presented in the second
edition include models of allergic asthma, allergic
rhinitis and multiple sclerosis, although the
latter is mostly based on the pathology and
symptomatology of atrophy syndrome.
There are some major changes and additions
to the new edition of The Practice of Chinese
Medicine. The text has been revised throughout
and has expanded on the Chinese sources. A lot
of new references have been added in comparison to the first edition. Many new patterns,
formulae, case histories and clinical trials have
been added to several chapters. A colourful
section dealing with the pathological colours and
shapes of the tongue is also included. The three
gynaecological diseases, i.e. premenstrual syndrome, painful periods and menorrhagia, that
were included in the first edition have been
removed because these conditions are now discussed in detail in the author’s gynaecological
text, Obstetrics and Gynecology in Chinese Medicine
(Maciocia 1998).
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A lot of the extracts from modern TCM
journal articles suffer from poor design and
methodology. Maciocia notes that he includes
these articles not for the value of the clinical
trials reported, but mostly to gain from the
experience and treatment principles adopted by
different famous doctors in the treatment of
various conditions.
This edition of The Practice of Chinese Medicine
has the same design and layout as Maciocia’s
other works published by Elsevier, and it shares
the very professionally designed diagrams, boxes
and illustrations that make those books both
unique, and very easily read and understood.
As in the first edition of this text, most of the
‘‘diseases’’ are discussed only in the context of
TCM. For example, cough or abdominal pain are
not ‘‘diseases’’, but symptoms in Western medicine; in TCM, they are diseases (binq) of internal
medicine. However, in some cases, the treatment
of Western-defined diseases (e.g. Parkinson’s
disease and multiple sclerosis) is thoroughly
discussed.
Readers should note that some herbal prescriptions may contain substances that are now
illegal in the UK. The author mentions that these
references do not signify an endorsement of
the use of banned substances, and readers are
strongly advised to enquire about the laws
governing the use of certain herbs and substances in their country. Maciocia’s intention was
to present traditional formulae without alteration
in order to give the reader an idea of the action
of these prescriptions. It is only when we know
the original ingredients of a formula that we
can make appropriate substitutions based on
the action of the ingredient that we intend to
replace. For that particular reason, the whole
of Appendix 6, ‘‘Suggested substitutions of
Chinese herbs’’, is dedicated to providing all the
appropriate information.
The acupuncture points indicated for each
pattern are not given formulae, but rather, serve
as a list of possible points from which practitioners can choose when determining an acupuncture treatment. Nevertheless, there are a few
exceptions, and these are indicated as ‘‘general
prescription’’ or ‘‘ancient prescription’’.
Finally, I have to mention that each chapter
includes a Western differentiation of the symptom discussed in order to provide practitioners
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with a quick checklist of the possible Western
causes of that particular condition. Another
reason for practitioners to be more familiar with
the Western differentiation of symptoms is prognosis. Although TCM is excellent at providing
not only a diagnosis, but also a reasonable
prognosis by carefully examining symptoms,
signs, tongue and pulse, in many cases, the
prognosis also depends on the Western diagnosis. For example, it makes a big difference to
prognosis whether an oedema in a limb is caused
by a ‘‘simple’’ qi-stagnation deficiency, or by
cardiac problems or nephritis.
With this comprehensive and scholarly work,
Maciocia has brought his extensive clinical
experience as a practitioner and lecturer to the
Western reader. The second edition of The
Practice of Chinese Medicine presents an excellent
explanation of the theories of TCM in relation to
clinical practice, as well as information on
creative adaptation of TCM theory to Western
clinical conditions.
George Marcos MSc BSc(Hons)
MAACP MBAcC
Private Practice
London
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The Management of Post-operative
Pain with Acupuncture
By Sun Peilin
Churchill Livingstone, London, 2007,
384 pages, hardback, £34.99
ISBN 0-443-10361-5
This is an interesting book masquerading under a
rather misleading title. The scientific evidence for
postoperative acupuncture is very poor. Only
a few published studies indicate any kind of a
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favourable outcome and most of these have used
auriculotherapy (Wang H. H. et al. 1997;
Usichenko et al. 2006; Wang S. M. et al. 2007). It
has to be added that acupuncture has not been
widely used or studied for this type of pain
within Western medical circles.
The author’s main argument seems to be that
these postoperative situations should be considered on an individual basis, and purely from a
TCM point of view. To that end, The Management
of Post-operative Pain with Acupuncture begins with a
long chapter on TCM theory, offering knowledge
and practical skills for treatment with acupuncture in order to obtain better therapeutic results,
and then considers the body region by region,
comprehensively covering all kinds of pain after
any operation. The meridians that may be
involved are described, together with the symptoms and possible syndromes that may be associated. In this section, the points suggested are not
always very different from those that might be
selected by an acupuncturist applying segmental
acupuncture.
Sun Peilin highlights the importance of treatment differentiation, point selection, point explanations and modifications, thereby providing as
much information about treatment as possible.
In addition to acupuncture treatment, the author
also includes relevant facts about, for example,
auricular acupuncture, electroacupuncture and
point injection. He also includes detailed modifications of the treatments in order to aid clinical
practice.
The section on general complications is well
organized and full of helpful information. It is
subdivided into those problems that may occur
immediately, others that may follow a little later
and long-term complications. Specific complications that may be life-threatening are dealt with
in a final section, and the advice that they should
receive emergency treatment in hospital is made
very clear.
I was made very uneasy when I read about
acupuncture treatment in some circumstances,
particularly that of a deep vein thrombosis. To his
credit, Sun does discuss compression stockings,
positioning and exercise, but the impression
given is that acupuncture can help prevent further
episodes. In the absence of any evidence to support this, I would be wary of relying on acupuncture in this potentially dangerous situation.
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This book is written by an experienced and
well-known author in the field, and is supported
by the experience of acupuncturists in Chinese
universities. However, it will find few friends in
the world of medical acupuncture because of the
lack of any evidence base, and this is a shame since
there is a treasury of information within its pages.
Taken as a textbook for treating pain in
general, The Management of Post-operative Pain with
Acupuncture is an excellent source of ideas. I
would have no hesitation in recommending it for
a pain clinic. It might also be useful to colleagues
who work in palliative care. Both groups are
likely to meet complex pain symptoms more
often than those of us dealing with relatively
simple joint and muscle pain in outpatients, and
they could find the detailed differentiation of the
TCM syndromes a very good starting point for
effective treatments.
Dr Val Hopwood
Course Director
MSc Acupuncture
Department of Physiotherapy and Dietetics
Coventry University
Coventry
UK
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Teaching Atlas of Acupuncture,
Volume 2: Clinical Indications
By Piero Ettore Quirico
Thieme Medical Publishers, Stuttgart, 2007,
272 pages, hardback, £100.00
ISBN 978-3-131-41261-4
This is a very odd publication. Readers may
remember my review of the first book in this
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series, Teaching Atlas of Acupuncture, Volume 1:
Channels and Points (Quirico & Pedrali 2007) in
the last AACP Journal (Spring 2008, pp. 97–98),
where I posed the questions with answers
below:
‘‘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 would
have to be ‘not really’ and ‘not much’.’’
Sadly, I think that the answers have to be the
same this time. Quirico has provided a book
containing only acupoint indications. Since I
made much the same notes when I studied in
Nanjing, China, I fear that the four-volume set
(two more are still to come) will be a reproduction of the total teaching from the World Health
Organization-collaborating college based there.
Even if Teaching Atlas of Acupuncture, Volume 2,
may be a valuable source of knowledge to a
beginner in the acupuncture field – and as such,
it is a beautifully produced book, well bound and
likely to last a long time – it will add little to the
existing literature.
The text deals with the acupuncture points,
detailing names, meanings and locations. Clinical
indications are described, and data taken from
TCM are compared with the clinical signs and
symptoms of Western medicine.
The first of the four chapters deals with the
acupuncture points of the 12 main channels. The
second describes acupuncture points on the Ren
(Conception Vessel) and Du (Governor Vessel)
meridians. Chapter 3 deals with the Extra acupuncture points, listing them by region. The
final, very short chapter talks about the system of
points and channels, discussing the characteristics of the different kind of points (e.g. He Sea,
Spring and Yuan source).
There are no illustrations. There is some brief
text on the physical location of each point,
together with indications and main combinations. The general tone of this book is best
illustrated by an example in the next column.
It can be seen that there is quite a lot of
information in Teaching Atlas of Acupuncture, Volume 2, but I feel that other books have done this
better, the main rival being that written by
Deadman et al. (1998), which has, in addition,
beautiful illustrations.
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TB 8 San Yang Luo – Three Yang Connection
san = three: yang = yang: luo=convergence.
At this point the three yang channels of the upper limbs meet
and converge.
Location: 2 cun above TB 5 Waiguan at the lower third of the
dorsal aspect of the forearm.
Western medicine

Traditional Chinese Medicine

Tinnitus, loss of hearing,
sudden aphonia

Local effect on the ears and
throat

Pain and stiffness of the
Bi syndrome
forearm, shoulder and neck. Obstruction of the three yang
Toothache
channels of the arm
Thoracic operations
(surgical analgesia)
Remarks: In clinical practice this acupuncture point is not used much
– even though it acts on the territory of all the yang channels –
because
TB 5 Waiguan is usually preferred.

TCM functions
Crossing of the three yang channels of the arm.
TB 8 San Yang Luo

Main Combinations

+
+
+
+

Sudden aphonia
Sudden aphonia
Sudden deafness
Toothache

GB 20, CV 23
GV 15
TB 2
LI 4

Again, if you are buying for the first time, this
book might be a good investment. Most of us
don’t have time to read extensively about single
points while working in a busy outpatient department, but maybe in a coffee break? I would
suggest that Teaching Atlas of Acupuncture, Volume
2, would be a useful 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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Acupuncture Research: Strategies for
Establishing an Evidence Base
Edited by Hugh MacPherson,
Richard Hammerschlag, George Lewith
and Rosa Schnyer
Churchill Livingstone, London, 2007,
288 pages, paperback, £29.99
ISBN 0-443-10029-2
The editors of this long-awaited book have demonstrated expertise in both research into acupuncture intervention and its clinical application.
Acupuncture Research is welcome not only because
it offers such easy reading while engaging the
reader’s total interest, but also because it manages
to offer the struggling clinician, eager to make
sense of acupuncture intervention and clinical
effectiveness, a lifeline. The book encourages its
readers to ‘‘have a go’’, to initiate small-scale
research in order to be heard, which is especially
important in today’s healthcare arena.
Acupuncture Research provides a logical journey
through the areas of research courtesy of a
number of well-known experts who have clearly
collaborated and not merely contributed each
chapter in isolation. The most important aspect
of this book for my purposes is that it manages
to adopt a global approach to research, using
easy, bite-sized pieces, whilst integrating both
TCM and Western acupuncture management.
It makes no attempt to segregate these two
philosophies, something I welcome in our
present, evidence-based society, and a position
that is particularly welcome within physiotherapy
management.
As those of you who know me and listen to
me teach will appreciate, I feel passionately about
supporting the need to move away from point
prescription, from sham versus real acupuncture,
from the ever-varying and confusing methods
and ideas of acupuncture interventions. We must
develop and maintain good research that
involves clinical effectiveness, cost-effectiveness
and clinical reasoning for the disease process
presented at the time of intervention. We must
investigate and research the effectiveness of integrating acupuncture alongside and adjacent to
other physiotherapy management skills, not as an
alternative or as a last resort, but as mainstream
management within physiotherapy healthcare
today.
 2008 Acupuncture Association of Chartered Physiotherapists

Acupuncture Research supports these views while
equally identifying the complexity of acupuncture
research when reduced to the randomized controlled trial. Each chapter leads the reader through
the initial concepts and investigations, which I am
sure we have all experienced within our clinical
workload. It encourages practitioners to take
easy steps via case studies or single-series studies
without losing sight of patients’ perspectives. It
encourages both qualitative and quantitative
research methodology as a means of getting closer
to answers for more extensive research trials.
The contributors discuss at length the difficulties of controlling for placebo while investigating
a dynamic and interactive intervention, and
adhering to rules of rigor and elimination of bias
while simultaneously challenging the biomedical
model of health and disease, and supporting
and reinforcing the credibility of acupuncture
intervention.
I welcome Acupuncture Research and would suggest that this is an invaluable text for all those
who are about to embark upon research, whether
within a National Health Service or private
clinical setting, or an academic environment via
the undergraduate or MSc routes. I would also
recommend it to those who are keen to investigate their own clinical results via small studies
and case reports. This book will be an invaluable
addition to any personal, clinical or university
library, and on a personal note, this has suddenly
fuelled my own interest in research again.
Acupuncture Research is essential to any physiotherapist who is interested in taking their clinical
acupuncture knowledge into another investigative dimension, and I thank the authors for their
clear insight, expert advice and encouragement
to all those who feel wary about taking this step.
Jennie Longbottom
Chair
Chinese Auricular Acupuncture
By Skya Abbate
CRC Press, Boca Raton, FL, 2003, 240 pages,
hardback, £37.99
ISBN 0-8493-2052-6
In classical Chinese medicine, the ear is considered to be one of the acupuncture microsystems,
an extraordinarily powerful nexus of energy
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through which the entire body can be treated.
Unlike the many current texts that apply Western
approaches to Eastern medicine, Chinese Auricular
Acupuncture explains ear acupuncture within a
framework of traditional Oriental energetics consistent with the general use of TCM approaches.
Written by an experienced practitioner and
teacher of auricular acupuncture, this modern,
user-friendly guide provides students and practitioners with a concise manual of ear acupuncture. This book has been in print for a few years,
but remains unique because it simplifies the art
of auricular acupuncture by relying solely on the
TCM ear map rather than a set of complex charts
and systems.
The location of the points is dealt with in a
straightforward style, with groups of points being
localized within each anatomical zone of the ear.
This makes the location of what are termed the
100 common points relatively easy to learn from
the small local diagrams. Points are numbered
and then named according to Chinese convention, but English names are used throughout.
Photographs are used to illustrate common
types of ear pathology and include instruction on
diagnosis. Some of these pictures are a little dark,
but they do serve as useful indicators of some of
the features described. The text features the
Chinese clinical energetics of ear acupoints interfaced with the most common diagnostic paradigms. It also contains a detailed discussion of
how to construct prescriptions tailored to the
patient rather than the disease process. Information is given on the different methods of
treating the ear points, dealing with tacks, seeds,
magnets, laser and electroacupuncture.
There are some oddities in several of the
formulae that are given. For instance, there is a
specific prescription of seven points for the
elderly patient. These are Shenmen, Sympathetic,
Kidney, Spleen, Stomach, Brain and Liver. It is
suggested that seeds or pellets are used and left
in situ, rather than needles. There is also a
prescription intended for use in palliative care
including, in addition to the previous points,
Lung (Upper and/or Lower).
Another gem is the Nanking Army ear acupuncture prescription developed in China in the
1960s, a variation on the theme mentioned above.
This is now generally considered to be a ‘‘prevention of disease’’ treatment, having been tested by
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the army as a defence against both malaria and
influenza (Huang 1974, quoted also in the review
of ear acupuncture by Gori & Firenzuoli 2007).
This approach explains the practical utilization
of auricular therapy in a manner that is memorable, clinically useful and based on the underpinnings of an education in TCM. Most
importantly, Chinese Auricular Acupuncture also
includes a wide-ranging and comprehensive set
of research references, particularly in the last
chapter, ‘‘Clinical research and effective points’’.
This book is also available as an e-book,
costing US$93.27 to download from:
http://ebooks.ebookmall.com/title/chineseauricular-acupuncture-abbate-ebooks.htm
Dr Val Hopwood
Course Director
MSc Acupuncture
Department of Physiotherapy and Dietetics
Coventry University
Coventry
UK
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Talking about Acupuncture in
New York, 5th revised edn
By J. R. Worsley
Worsley Inc., London, 2004, 109 pages,
paperback, £14.99
ISBN 0-9545939-1-X
This charming little book is a verbatim record of
a series of lectures given over just one day by
J. R. Worsley, one of the most famous founders
of acupuncture in the UK. This one-day seminar
was held in New York on 20 October 1980, and
the book is a transcript of a recording made
at the time. Thus, Talking about Acupuncture in
New York captures the flavour of the spirit and
animation shown by the speaker, right down to
some pretty feeble jokes!
Most physiotherapists don’t tackle the complexities of Five Element acupuncture, often
perceiving it as being very complex and difficult.
 2008 Acupuncture Association of Chartered Physiotherapists
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These short talks are a very good introduction
and may change your mind. The language is clear
and there are no obscure philosophies to grapple
with. Interestingly, the author was originally a
physiotherapist himself.
The fundamentals of his acupuncture theories
lie within nature itself. Worsley postulates that a
great deal of human sickness is caused by our
loss of ‘‘oneness’’ with nature and our failure to
recognize the natural processes of disease. He
discusses the five basic laws: the Law of the Five
Elements; the Law of Mother/Child; the Law of
Midday/Midnight; the Law of Husband/Wife;
and the Law of Cure. His careful explanations of
the relationships of the organs to one another
will certainly shed light on difficult diagnostic
problems. There are some very useful ideas
contained in his discussion of the functions of
the Pericardium (he calls this Circulation/Sex)
and the Triple Burner (or Sanjiao), both of which
cause confusion in the medically trained mind.
It makes uncomfortable reading at times.
Worsley’s belief that much our modern disease is
self-inflicted rings true. He also has no time for
abbreviated versions of the great Chinese art and
might have been unhappy with what the AACP
offers as a foundation course. His point of view
is that this ‘‘barefoot doctor’’ technique is only
concerned with temporary pain relief and he
refers to it as only first-aid, failing to address the
root causes of the problems. Personally, I think
that physiotherapists have proved that, far from
putting patients off the idea of acupuncture, their
version of it has done a great deal of good: it has
both popularized the technique and encouraged
further research over the years. Of course, there
is no question of research evidence being provided for the author’s assertions of long-lasting
clinical effectiveness.
Worsley’s sometimes controversial opinions
should not dissuade you from reading an entertaining collection of ideas explaining and illustrating some of the fundamental Chinese concepts.
Dr Val Hopwood
Course Director
MSc Acupuncture
Department of Physiotherapy and Dietetics
Coventry University
Coventry
UK
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Gynaecology Revisited: Obstetrics and
Gynaecology for Practitioners of
Chinese Medicine
By Robin Marchment
Churchill Livingstone, London, 2007,
250 pages, paperback, £40.99
ISBN 0-729-53858-3
This book is a welcome change from the vast
scripts often presented in the field of gynaecology and TCM. It is also a welcome surprise
because it announces on the cover what it does
inside: it presents a succinct account of obstetrics
and gynaecology for practitioners of TCM, but
not for those who are not well versed in this
model of acupuncture and herbal medicine.
Gynaecology Revisited succeeds in encapsulating
the relevant facts concerning the more ‘‘common’’
presentations of women’s health and disease processes that pertain to the biomedical model, the
TCM model and herbal medicine management. I
applaud this integrated approach, and encourage
all those involved in the complex world of women’s health, both the clinician and the researcher
who is attempting to integrate clinical interventions within a holistic approach, to adopt it.
This book is an attempt to transcend the
historical concepts of TCM and herbal medicine
while embracing current physiological and
psychological processes, and I believe that it
successfully integrates the ‘‘mind and body’’
interaction, which is so very pertinent to
gynaecological dysfunction.
One disappointing aspect of Gynaecology Revisited
is that the chapter layout and text become very
haphazard and difficult to read at times, especially
with the variation in font styles and sizes throughout each chapter. I believe that the book would
have benefited from a more systematic approach
to each treatment category under discussion.
The appendix offers the clinician excellent
references for treatment, but fails to cite any
evidence for point contraindication in pregnancy
or the safety issues regarding acupuncture within
pregnancy.
This said, Gynaecology Revisited is a valuable
book for those experienced TCM practitioners
who work in the field of women’s health.
Jennie Longbottom
Chair
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Self-acupuncture
I read with interest the position statements
from the British Medical Acupuncture Society
(Cummings 2008) and the British Acupuncture
Council (Bishop 2008) that were published in the
Spring 2008 edition of the Journal.
To summarize their views concerning the
thorny subject of teaching patients ‘‘selfneedling’’:
+ neither group has a policy;
+ neither sees that the process of selfacupuncture should not be considered if the
circumstances are appropriate, the proper
guidance is given and the procedure is
audited; and
+ both groups are rightly concerned about
monitoring the process.
Assuming that the AACP is reviewing its own
policy, then perhaps the Association should
reassess the recently published AACP Guidelines
for Safe Practice (AACP 2007). The Association
appears to be happy to provide guidance for a
patient using moxa, a treatment that has, in itself,
as much potential to harm as self-acupuncture.
Perhaps we should all remember the day when
we learned to insert a needle. . . This was something that was worse for us, as both therapists
and individuals, because we had knowledge of all
kinds of possible reactions (e.g. serotonin and
muscle twitch), and at the same time, were
members of the public with our own anxieties. I
dare to suggest that we were probably more
anxious than our patient/colleague when we put
a needle into an individual for the first time.
Yet we knew that the technique was safe,
effective and could bring lasting relief.
We used our education.
Surely that’s what it’s about? Education of
the appropriate patient or patient’s partner – the
precise control of a treatment remaining with the
therapist and being monitored by phone, e-mail,
follow-up appointments, and by changing treatment as necessary.
Here’s an example: a colleague of mine
worked in London in an office environment.
 2008 Acupuncture Association of Chartered Physiotherapists

She wasn’t a therapist, but a sensible, motivated
lady with chronic tennis elbow. Appointments
were difficult – one every 3 weeks was achievable, as long as a late slot was available. I asked
this patient if she would have been happy
doing some of her own treatment, under strict
instruction. ‘‘Absolutely,’’ she told me – she
would have jumped at the chance! And I would
have had no qualms about showing her how to
do it since I would have retained control of the
intervention.
Mike Cummings’ (2008, p. 48) last paragraph
smacks of good old common sense. He doesn’t
suggest that we shy away from giving the right
patient some control over their treatment whilst
providing a service designed to empower their
recovery. Like any clinical decision, this has to
come from ourselves, as independent practitioners – it’s about our judgement of the
situation and sensible application. It’s intriguing
that Cummings (2008) mentions a hospital that
teaches self-auricular acupuncture – this technique has far more chance of causing lasting and
unpleasant tissue damage!
Ronald Bishop’s (2008) view regarding the
energetic aspect of the intervention does, of
course, also have some credence, and in general,
the therapeutic session is better when performed
by someone other than yourself. This is to do
with the bioelectrical change associated with
tissue injury and how we influence that (Becker
& Selden 1985; Lee et al. 2005). Nevertheless,
affecting tissue impedance is all important, as
recent research into the role of fascia and transmission is showing (Ahn et al. 2005; Kao et al.
2006). Therefore, surely, the more we can
encourage and manipulate that physiology, the
quicker things will recover?
However, if we keep it simple and within the
physical framework within which many of us
work, the questions should be: what are we
suggesting that the patient goes away and needles, and why? We are not going to propose that
people start furiously needling their spinal Bladder line, but conditions that might come under
consideration include:
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knee pain;
shin splints;
Achilles tendon;
tennis elbow; and
finger pain.
(These are only suggestions – not an exhaustive list!)
The sad fact is that anyone can go on Amazon
and buy a book entitled Teach Yourself Acupuncture
(Weaver 1998) – and anyone can buy needles
from the myriad of suppliers on the Internet.
It would be much better if we could provide
credible guidance based on relevant research
findings within the health service in which we
work.
One of Cummings’ (2008) phrases that
deserves highlighting is the ‘‘well-managed therapeutic process’’. This sums up how, perhaps, we
should reconsider the value of teaching the right
patient self-acupuncture within a precise framework based on our clinical experience.
Lynn Pearce MCSP LicAc Cert Med Ed
Chartered Physiotherapist and Licensed Acupuncturist
AACP Tutor and Senior Part-time Lecturer
Coventry University
Coventry
UK
E-mail: lynn@lynnpearce.co.uk
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Doctoral research
I am a physiotherapist who has practised acupuncture since 2001. I intend to undertake an
MSc in Acupuncture in the near future, and
during a discussion with a course tutor, a book
entitled The Unwritten Rules of PhD Research (Rugg
& Petre 2004) was recommended to me. I
present the following review of this work in the
hope that other readers of the Journal will find it
useful if they are contemplating a research
project of their own.
The Unwritten Rules of PhD Research is not a
heavyweight academic text, but rather, a companion guide that aims to help the reader navigate through what may be uncharted waters.
The authors start by describing the two main
categories of problems for PhD students: ‘‘big
picture knowledge’’ and ‘‘craft skills’’. In the first
case, readers are asked to consider what they
want to do with their PhD once they have been
awarded it, and thus, are forced to think clearly
about whether the project will achieve its
intended outcome or if a slightly different course
would be more appropriate. Secondly, the
authors discuss a variety of skills that can help to
prevent researchers from getting bogged down.
Some of these competencies are obvious, such as
remembering to back up your work, and some
are more obscure – and all the more useful for it.
Subsequent chapters focus on the procedures,
milestones and systems that research students
will encounter. Once you have gone through the
process, a great deal of this will become obvious.
Nevertheless, it is useful for the uninitiated to
learn not only what they have to plan for next,
but also what they must start thinking about in
order that they do not run out of time or capacity
at a later date. Underpinning this are regular
references to dealing with the enormity of the
project; for example, how to cope with criticism,
and the problem of ‘‘taking ages to go nowhere’’,
a situation that I am sure will be familiar to many
in academia. The authors also discuss getting the
best from your supervisor.
 2008 Acupuncture Association of Chartered Physiotherapists

Letters
Despite its title, the advice given in The Unwritten Rules of PhD Research is equally applicable to
non-PhD-level students. The chapter on personal support networks provides an insight into
how the burden can be lessened – if not lifted –
during the process. Equally, the chapters on
reading provide the researcher with a reasonably
quick reference guide to searching for and scrutinizing the relevant literature in an effective and
time-efficient manner.
The greater part of the book is devoted to
academic writing, and what this means in terms
of structure and style. There is also advice on
how to move forward when the words just won’t
come. This latter concept is probably the
authors’ greatest strength. A research student
may reasonably expect to receive guidance from
their supervisor or course leader about what they
should do when the work is going well, but
advice about what to do when things go wrong
may be less forthcoming. Frequent references to
how to deal with these situations are made.
Unusually for a book on academic research, the
authors have included a chapter called ‘‘What
Next?’’, covering career goals, job interviews and
curricula vitae, which may or may not be relevant
to the non-PhD student.
I will conclude by answering three questions.
First, is this book just for PhD students? No, I
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can recommend it anyone embarking on postgraduate academic study. Secondly, since this
book was published 4 years ago, is it worth the
trouble? In my opinion, it is: this is by no means
the only text dealing with this subject; however,
it is a useful and often humorous companion to
the more weighty subject matter that the
research student will require. Thirdly, do I really
need to read a book like this before I embark
upon my research project when I have so many
others to get through? The answer to that must
be no. However, investing a little time in this
very readable book at the beginning of such a
project may well save you a lot of heartache in
the long run. I certainly wish that I had read The
Unwritten Rules of PhD Research at the start of my
first MSc and I’m glad to have it at the beginning
of my second.
Sherin Roﬀey
RRU Aldershot
Aldershot
UK
E-mail: jbm853@fastmail.net
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News from the front

AACP website: www.aacp.com
Whilst members may be aware of the AACP
website, it may surprise you to learn that, out of
the total membership of 4891, only 808 had
visited the site as of 19 March 2008, with a
further 583 repeat visits. This is an astonishing
and puzzling finding: why are so few members
using the site? If you are one of those who have
yet to access www.aacp.com, please let us know
why. The Webmaster has worked extremely hard
to ensure that the site is accessible, informative
and useful (see pp. 15–17).
For those of you who have either never
accessed the website or have not visited it since
the upgrade, there are a number of new features,
including:
+ Continuing professional development (CPD) records.
If you are looking for somewhere to log your
CPD, look no further than the ‘‘My membership’’ section. Here you can easily and
conveniently enter all your CPD activities.
+ Online research databases. A new function allows
you to access the CINAHL, Medline and
AMED databases. This enables you to have
instant access to current research papers that
will enhance your research-based practise
techniques. To access this function, look in
‘‘References’’ and follow the link to ‘‘Online
research databases’’.
Rosemary Lillie
News Editor

Acupuncture and IVF
There have recently been conflicting reports in
the press concerning the effects of acupuncture
on the success rates of in vitro fertilization (IVF).
In October last year, BBC News online led with
‘‘Acupuncture ‘may cut IVF chances’’’ (BBC
News 2007), and the Telegraph online reported
that ‘‘Acupuncture does not aid IVF’’ (Telegraph
Newspaper 2007). In contrast, BBC News and
Times Online respectively announced this
February that ‘‘Acupuncture boosts IVF
chances’’ (BBC News 2008) and ‘‘Course of
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acupuncture may raise success of IVF treatment
by 65%’’ (Times Online 2008). Therefore, it is
necessary to look beyond the headlines and study
the evidence.
The reports published in October 2007 relate
to an oral presentation at the 63rd Annual
Meeting of the American Society for Reproductive Medicine (Craig et al. 2007). This described
a multicentre, prospective randomized study
involving 107 patients. The proportion of
patients with a positive pregnancy test was higher
(78.3%) in the control group than the acupuncture group (52.1%). However, this study has not
as yet been published in full, so it is not possible
to critically analyse the results.
The February 2008 headlines refer to an article
by Manheimer et al. (2008) that was published in
the British Medical Journal in March. This was a
systematic review and meta-analysis of seven
trials involving 1366 women. The conclusion of
the authors is: ‘‘Current preliminary evidence
suggests that acupuncture given with embryo
transfer improves the rate of pregnancy and live
birth among women undergoing in vitro fertilisation.’’ The clinical findings of the study demonstrated an odds ratio of more than 1:6 for
pregnancy after IVF with adjuvant acupuncture,
which suggests that acupuncture increases the
odds by 65% when compared with control
groups. However, the odds ratio significantly
overestimates the rate ratio in this context, in
which pregnancy is relatively frequent anyway.
Therefore, in absolute terms, an average of 10
patients would need to be treated with acupuncture to result in one extra pregnancy. Furthermore, in in vitro settings where the baseline
pregnancy rate is already high, the relative added
value of acupuncture may be reduced.
In terms of the hierarchy of evidence, a
systematic review and meta-analysis is a robust
and powerful method, and this research should
be regarded as indicating that there is a positive
effect when acupuncture used in conjunction
with IVF. However, if acupuncture is administered, it is vital that it is done with the full
cooperation and agreement of the IVF centre.
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Furthermore, this treatment should only be
carried out by an experienced practitioner who
has been trained to understand and evaluate
physiological changes, and who adapts any treatment according to the results of laboratory
testing and hormonal readings. The practitioner
must work in close collaboration with consultants, midwives and the trained staff of an assisted
conception unit.
Rosemary Lillie
News Editor
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Recording acupuncture: is there
a place for proformas?
The document section of iCSP contains a series
of proformas designed by the Pennine Acute
Hospitals NHS Trust physiotherapy departments
that include input from AACP members.
Although the documents that have been
published are intended to record treatment for
pain, the proformas can be adapted for other
conditions.
Accompanying this material is a document
outlining the areas incorporated into the proforma, which include patient and therapist
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details,
consent,
treatment
approach,
experience/expectation of acupuncture, contraindications and adverse effects, point selection, outcomes, and a body chart.
These proformas have presumably been
designed and published to fulfil a perceived need,
but do they have a place in clinical practice?
‘‘For many years, those who have pioneered
acupuncture within physiotherapy have worked
to integrate the modality as a means of effective,
evidence-based physiotherapeutic intervention
for the management of pain,’’ responds Jennie
Longbottom, AACP Chair. ‘‘This pioneering
work undertaken by Dr Val Hopwood and her
colleagues in 1986 attempted at all times to bring
together the art and science of acupuncture,
which is proven to offer physiotherapists trained
to a standard set by the AACP a safe, effective
modality within the physiotherapy tool box. This
was the main aim of the AACP: safe, effective
acupuncture when used by trained physiotherapists. Above all, it was viewed as a mainstream physiotherapy modality. This enabled the
AACP to achieve clinical interest group status
within the CSP and acupuncture to be considered within the scope of CSP practice.
‘‘Why then are we attempting to make this mainstream
modality more complex by producing lengthy proforma,
which merely oﬀer a separate case for acupuncture?’’
Jennie poses the following questions:
+ Do we have body charts and line drawings to
indicate where ultrasound is being given?
+ Do we leave a lengthy proforma for the next
physiotherapist to continue ad infinitum without clinical assessment at each patient
appointment?
+ Do we continue with the same points when
patients are transferred from one therapist to
another, or do we reassess and use a clinical
reasoning model to determine the pain
presentation, the points used to address the
pain on the day of assessment and the
changes in the patients’ conditions?
+ Do we record interferential/transcutaneous
electrical nerve stimulation electrode placement with the same vigorous routine and
prescription?
Within the medicolegal aspect of recording
treatment, Jennie points out, physiotherapists are
required to record the following:
 2008 Acupuncture Association of Chartered Physiotherapists
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+ Acupuncture point number with side of application,
and adverse eﬀects, if found. The length of needle,
date of sterilization and depth of needling are
not required. These are taught to AACP
standards on the Foundation courses and are
recognized by the World Health Organization
as established points within acupuncture
intervention.
+ Trigger point application. The named muscle
being needled is required, and the number of
trigger points deactivated, adverse effects and
the outcome must be recorded. Once again,
depth, angle and needling are taught to AACP
standards on the Trigger Point Course, and as
such, practitioners should be trained in this
application. If not, they should not use it until
they have been.
+ Periosteal pecking. The site, number of needles,
adverse effects and outcome are required.
These are all taught by AACP tutors on the
Association’s courses.
‘‘I will not continue to mention each acupuncture technique,’’ Jennie adds, ‘‘but suffice to say,
the act of recording drawing and documenting
each point on numerous body charts merely
serves to deprive the physiotherapist of valuable
treatment time; it provides little else in the realms
of medicolegal requirements. As a paper exercise,
it provides no facts regarding effectiveness of
treatment and merely serves to enable another
physiotherapist to pick up the identical points
when this is not the required standard of clinical
reasoning within acupuncture.
‘‘As a means of education and offering an
aide-mémoire for those therapists starting out on
their clinical acupuncture careers, this may have
some use, but as a standard proforma, I would
suggest that this may also prevent us from
‘thinking outside the point prescription box’.’’
What do you think, readers? Do you use
proformas? Perhaps you could let us know about
your experience of recording acupuncture by
writing a letter for publication in the Journal.
Rosemary Lillie
News Editor

In the news: Peter Butcher
Peter Butcher MCSP MMACP GradDipPhys
successfully completed the AACP Foundation
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Course in September/October 2007. There’s
nothing remarkable about that, you might think,
but as a result of this qualification, he was not
only featured in his local newspaper, the Bexhillon-Sea Observer, in December 2007 (Lake 2007),
but also appeared on the BBC’s South East Today
news programme on 27 March 2008.
Peter qualified in 1979 from the North
London School of Physiotherapy, and specializes
in manipulative and manual therapy. In 1985,
he became a member of the Manipulation
Association of the Chartered Association of
Physiotherapy, and worked at St Charles
Hospital, West London, and Bexhill Hospital
before setting up in private practice in 1993. His
intention is to develop and consolidate his use of
acupuncture over the next 3 years, particularly
with respect to trigger point therapy.
When Peter was first approached by the BBC,
he declined to be involved because he was
worried that the emphasis would be on the
fact that he is a blind person who uses acupuncture. His wife suggested that it might be
akin to watching somebody pin the tail on the
donkey.
It took at least a month of persuasion by the
BBC before he agreed to participate in filming.
Peter did not want the story to be screened for
its novelty value and end up following the
weather forecast as a kind of novelty item. He
explained to the production team that approximately 15 000 physiotherapists in the country
practise acupuncture, and that some of his blind
colleagues have been using it for 20–30 years.
Peter treated a patient for tennis elbow during
filming, which took nearly 3 h. The item omitted
his examination and treatment of the patient’s
neck and thoracic spine, as well as his demonstration of a muscle re-education programme
and neural mobilization exercises. He detected
the cameraman’s rather morbid curiosity as the
needles were inserted into the patient. As Peter
tapped the needle lightly through the dermal
layers of the skin, the patient gave quite a jolt,
and he was more than a little concerned that the
general public viewing this might think that he
was using a knitting needle!
Peter wanted to avoid the issue of blindness,
and concentrate on acupuncture and its usefulness as a tool in physiotherapy. He intended
to highlight the fact that physiotherapists use
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acupuncture in their everyday settings and work
primarily on pain relief.
Peter is particularly grateful to both Jennie
Longbottom and the Organisation of Chartered
Physiotherapists in Private Practice (PhysioFirst)
Education Committee for giving him the
opportunity to participate in the course.
If you would like to view the short film, you
can now access it online (YouTube 2008).
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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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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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