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Welcome to the Spring 2009 Journal of the Acupuncture Association of Chartered Physiotherapists. This is
my first edition as Clinical Editor, so I would like
to add to the best wishes expressed by my Journal
Committee colleagues in thanking my predecessor,
Dr Pennie Roberts, for all her hard work helping
to make JAACP what it is today. The standard
that she has set is high, and I look forward to my
term as Clinical Editor being challenging yet
immensely rewarding. My thanks also go to the
Committee for their support in this endeavour.
As Clinical Editor, I am in the unique position
of receiving author’s work for peer review and
consideration by the Journal Committee. One of
the challenges is to ensure that we publish a good
mix of subjects that caters for the diverse membership of the AACP. The variety of articles in
this edition will, I am sure, appeal to many of our
members.
Two case reports in this issue discuss the use of
acupuncture as a pain-relieving modality. Amanda
Wall provides a useful insight into the use of
acupuncture in a post-surgical setting, following
a total knee replacement (see pp. 73–80). I am
privileged to have my own work published in this
edition (see pp. 65–72), having written a case
report on pain modulation in a patient with a
chronic rotator cuff injury, which I hope will be
of interest to members who work in a musculoskeletal environment. Our third case report is by
Elizabeth Duggan (see pp. 81–86), who reports
from the field of women’s health and reflects
upon this specialized area of acupuncture.
Neil O’Connell’s fascinating clinical commentary (see pp. 59–63) challenges us to think harder
about the evidence base for our practice by
considering the question: ‘‘trick or treatment?’’ I
am pleased to include such well-reasoned work
in the Journal. Further diversity is provided by
our outgoing AACP Chair, Jennie Longbottom,
who writes on the highs and lows of postgraduate education in her article ‘‘Becoming a Master’’
(see pp. 47–58). Jennie also contributes a clinical
paper, written in collaboration with Ann Green,
on the effectiveness of acupuncture in subjects
with frozen shoulder (see pp. 37–46). As always,
this edition also contains reports from our office
holders and Business Manager, along with items
from our regional representatives.
5

Editorial
Some months ago, I was fortunate enough to
meet some AACP members at a seminar, and I
not only enjoyed their company, but also valued
their opinions about JAACP. One member remarked that contributions to the Journal often
reflect the interests of the Board rather than
those of the wider membership. I am conscious
that this remains true for this issue, and so
encourage readers to contribute articles to address this. Guidelines for authors can be found
on pp. 111–112. The Journal Committee do
intend to concentrate on clinical papers and case
reports, but other types of writing are also
welcomed. These could be in the form of literature reviews, research abstracts or clinical audits.
With the above in mind, I am very pleased to
report that a new addition to JAACP’s standard
format is the clinical audit report. This edition
provides guidelines for authors of audits who
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wish to submit their work for peer review and
publication (see pp. 25–26). I should like to
point out that, although this piece has my name
at the bottom, I am not engaged in a takeover bid! The newly established AACP Audit
Committee is working towards supporting its
members in this area and much more about this
will follow in futures issues of the Journal.
I should like to close by thanking all those who
tirelessly contribute to the JAACP, as well as
those who have submitted a one-off piece, and
by reiterating my encouragement to those members who are thinking of submitting their work
to go ahead and do so – you never know where
it may lead!
Sherin Roﬀey
Clinical Editor
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Chair report

Well, that was summer. . . As I write this, the
dark nights are drawing in, so there should be
even less excuse for us not to have all those
impressive case studies, clinical audits and interesting articles ready for the AACP Journal. Please
may I remind you that there is a Case Study
Competition for all to enter: the results are
announced at our Conference in May 2009,
and there is a prize of £100, together with
publication in JAACP.
You will also see that Conference bookings for
May 2009 are open. The depth, breadth and
knowledge of the speakers who have agreed to
contribute to this annual event have grown with
each year, and I must say that this year really
does appear to have surpassed itself. We are
delighted to welcome a plethora of stimulating
and thought-provoking presenters.

Statutory regulation
In September 2008, the Health Professions
Council met with the Department of Health
(DH) and Professor Michael Pitillo to discuss
the Joint Working Group recommendations for
statutory state regulation. The meeting was
fraught with indecision, and Ben Bradshaw,
the Minister of State for Health Services, has
called for further consultation because of the
complexities posed by integrating acupuncture,
herbal medicine and traditional Chinese
medicine into a legal and political framework.
This does not mean that the DH has changed
its view; it simply indicates that decision-makers
in Government are faced with a rather more
complicated mix of issues than they had foreseen, and are looking to handle them in a
timely and efficient manner! Now there is a
challenge!

New appointments
We are delighted to announce the appointment
of Dr Mindy Cairns as AACP Research Advisor
and Dr Richard Margrave as AACP Public
Relations Advisor.
 2009 Acupuncture Association of Chartered Physiotherapists

Dr Mindy Cairns is a Post-Doctoral Research
Fellow at the School of Health and Emergency
Professions, University of Hertfordshire,
Hatfield, UK. She has extensive research experience in higher-level education and has successfully facilitated research at all levels. Dr Cairns
will use these extensive skills to assist the Association in the development of ‘‘workable research’’
within clinical practice, and in the promotion of
evidence-based practice for the benefit of the
Association, the profession and our patients. I
welcome Mindy aboard, and for all those who
have the desire to do some research but fear this
pathway, I would encourage you all to speak with
her. She is running a workshop at the 2009
AACP Conference for your benefit.
Dr Richard Margrave has extensive experience
of working within politics and education, and his
appointment is primarily aimed at raising our
Association’s profile within the political, public
and health arenas. As you are all aware, physiotherapy appears to get little or no press, and it is
our aim to bring AACP, the profession, and its
attributes, clinical knowledge and effectiveness to
prominence in these areas.

Acupuncture skills
Members may have noticed or have had experience of an increasing trend in a number of
National Health Service (NHS) trusts to remove
the provision of acupuncture within physiotherapy, citing lack of evidence to support its
use. Over the past 6 months, AACP has rallied
to the call of four such trusts, at the direct
request of the members being threatened with
the removal of their skills. We have been asked
for assistance either in presenting an argument
for acupuncture evidence, a cost-effective analysis or a business case for its continued use. The
Association has managed to secure the services
of acupuncture within two of these trusts and
the remaining two are still under negotiation.
Whereas I am happy to assist at all times (wherever possible) in protecting autonomy and scope
of practice, I do feel that it is time that we asked
7

Chair report
for greater input from the Chartered Society of
Physiotherapy (CSP).
I fear that this trend is now moving towards
electrotherapy and manual intervention, and the
question remains: where will it stop? To this end,
AACP proposes to submit a motion to the
Annual Representatives’ Conference calling for
the CSP to be more proactive in securing autonomy and scope of practice within acupuncture
and physiotherapy. As we are all very well aware,
NHS trusts have autonomy and may remove
services should they not provide evidence of
effectiveness. Since over 42% of all interventions
in the NHS lack an evidence base, my question is
always the same: why is acupuncture targeted
first? Those who know me are aware that I can
produce evidence for acupuncture, whereas I
have some problem justifying a number of other
modalities used in physiotherapy.
I would urge members to support this motion,
whether with regard to acupuncture or any other
effective intervention, because my fear is that this
may well be the beginning of a cheaper model,
the ‘‘generic therapist’’ seen in operation in the
USA – a person who merely offers generic advice
and prescription exercises – something I think
we all dread.

Integration of the acupuncture
profession
I was honoured and delighted to be asked to
present a workshop at the British Acupuncture
Council (BAcC) Conference this year, and I
congratulate BAcC on a successful and thoughtprovoking meeting. The overwhelming message
I took away was that of integration: mixing
experts from all fields of acupuncture in the
Conference ‘‘melting pot’’ was successfully
achieved. It is at occasions such as these, just
as you think you are beginning to understand
the language, art and science of acupuncture a
little better, that you are confronted with the
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arguments of the giants in their fields: Dr Hugh
MacPherson, Dr Stephen Birch and Dr Volker
Scheid all contributed to the acupuncture
research methodology and placebo debate. At
these moments, you suddenly become humbled,
and realize that you are still only an apprentice
and still have a long journey ahead. We look
forward to an integrated AACP and BAcC
Conference in the not-too-distant future.

Committee changes
There will be a number of internal and external
changes to the Education, Training and Research
Committee (ETRC). These modifications, spearheaded by Ann Green, Chair of the ETRC, will
be put in place to ensure a more varied representation of the profession at all levels of education,
involving the whole spectrum of physiotherapy
and acupuncture experience, from student to
researcher, whilst facilitating periodic change.
Acupuncture in Medicine
Despite several discussions with the British
Medical Acupuncture Society (BMAS) and its
editorial team, it appears that the future price of
supplying our members with the BMAS journal,
Acupuncture in Medicine, will be prohibitive. The
Society has made the decision to publish their
journal using a professional team including a
corporate editor and an established printer. The
latest information is that this will involve the
BMJ Group; however, this may not be the final
decision. The British Medical Journal is available
online at no cost to our members via the AACP
web research database. To continue providing
members with a paper copy of Acupuncture in
Medicine would be far too expensive for the
Association to consider.
Jennie Longbottom
Chair
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Business Manager report
Office activities to Spring 2009
Hello again! It seems hardly any time at all since
I was penning my previous article for the Journal.
Time flies when you are having fun – or when
you are very busy, and that is exactly what we
have been over the past months.
Once again, the end of the summer saw me
finalizing the itinerary for Conference 2009. It
was regrettable that the Autumn edition of the
Journal went out a little too early for us to include
our usual glossy brochure detailing the speakers,
but I think that was serendipity in a way since the
mailshot elicited a fantastic response. Within the
first 2 weeks, we received 38 booking forms and
payments, an unprecedented response during the
time that I have been organizing Conference.
I believe that offering the facility for staged
payments has helped people to decide much
more quickly whether they can attend
Conference. I noted in September 2008 that
Glastonbury was following the same strategy by
letting festival-goers pay for their tickets this way
too. It is something that we will certainly consider for future events once we have evaluated
how the administration of bookings has worked.
I also think that it was a helpful decision to allow
delegates to bring their partners. We decided in
2008 that we would restrict bookings to participants’ partners only. With hindsight, I think that
this was a mistake, but an important lesson was
learned.
Thank you to all of you who have reserved
your place. Your support and interest in AACP is
very much appreciated. I am hoping that
Conference will be fully booked by the time this
article goes to press, but do contact us if you
have yet to reserve your place since there may
still be some availability, albeit limited.
I was delighted to attend the Chartered Society
of Physiotherapy (CSP) Programme Development Group meeting in October 2008, where I
was interested to learn a little about how the CSP
develop the programme and delivery of its
annual congress. Thank you to the CSP for the
invitation. I hope that AACP can offer support
in the future.
 2009 Acupuncture Association of Chartered Physiotherapists

Speaking of conferences, Jennie Longbottom
and I were fortunate enough to attend the British
Acupuncture Council (BAcC) Annual Conference at Royal Holloway in Egham, Surrey (see
pp. 87–88). You may have seen the caption
competition photo on the AACP website of me
with conference organizer Nigel Kay – not a very
flattering photo for either of us, I’m sure you will
agree! The event was a great success for Nigel
and the BAcC, and it was good to see lots of
faces I knew, particularly trade representatives.
The BAcC secured some excellent speakers, and
I hope that, by the time you read this, AACP and
the BAcC are collaborating on a joint one-day
event for both memberships. This will be a
toe-in-the-water exercise to see how the event is
managed, delivered and received, but we hope it
will be a success and lead to closer alliances in
the future.
The subject of continuing professional development (CPD) and renewal forms is still causing
people confusion. In the second half of last year,
the Office spent a huge amount of time contacting people for their renewal forms. Some of you
were unaware that you needed to return your
forms, but you must send these back to us,
regardless of how you pay your membership
subscription. It is the only way that we can
confirm with you that the details we hold for you
are current and that your CPD remains up to
date. The letter that was sent out was quite firm,
but it did generate a quick response from members whose CPD was yet to be confirmed, so
thank you to all of you. In the future, AACP will
take a fairly stern line with renewal forms, and
if there is no response after two reminders,
memberships risk being lapsed. In order to shed
some light on the wonderful world of CPD, I
have listed some frequently asked questions and
their answers further on in this edition of the
Journal (see pp. 89–91). These are not intended
to tell you what you already know, but simply
clarify a few points that we get asked over and
over again. I hope the content is useful.
When we were planning CPD events, we
considered the feedback that we have received
9

Business Manager report
Table 1. Geographical distribution of the AACP membership
(data compiled on 20 October 2008)
Membership status
Region

Advanced

Accredited

Honorary

Anglia
East Midlands
International
London
North East
North West
Northern Ireland
Scotland
South Central
South East
South West
Wales
West Midlands

28
17
11
20
17
19
12
4
30
25
17
15
13

541
252
94
390
467
582
217
376
646
441
517
278
304

2
0
1
0
2
3
0
1
5
2
1
0
0

Grand total

Total
567
265
101
406
483
602
229
380
674
463
532
290
315
5307

from members as well as membership locations.
Events have been located strategically to ensure
that as many people as possible can access them.
With membership steadily increasing, it is even
more important to facilitate opportunities for
learning and networking. Since we have lots of
events happening from north to south at various
times of the year, please visit the AACP website
for details. We have tried very hard to secure
speakers on a variety of subjects and included a
couple of roadshows, so there will be something
for everyone. We have also tried to keep speakers fairly close to home and looked for quality
venues that offer value for money so that we
keep the cost to those attending as low as
possible. This is a tricky balance to maintain
when CPD events are in demand across the
country.
Table 1 may be of interest to those of you who
like to know the geographical distribution of the
membership. This was taken from data compiled
on 20 October 2008. It is quite surprising to see
the number of advanced members within AACP.
I know that many of the advanced members
already do a great deal for the Association, but if
any of you out there would like to be involved in
putting on CPD activities within your regions,
please drop me a line or contact your regional
representative. It would be great for others to
benefit from any expertise that you may have.
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You will recall from the strategy document
AACP – the Next 5 Years, which is available on
the AACP website, that one of the Association’s
objectives was to enhance its public relations
strategy. Chartered Public Relations Officer
Richard Margrave was appointed at the beginning of October 2008 and has been working
closely with the Chair and key members within
AACP to devise a pathway that will help us
achieve our aim of getting our voice heard in
both the political and media arenas. Part of that
process will include us looking closely at how we
market the Association, you the members and
the use of acupuncture within physiotherapy.
Another key task for AACP’s future development was the sponsorship of research for the
benefit of both members and the public. The
Board considered the appointment of a Research
Adviser, and some of you may have seen the
post advertised in May 2008 in Times Higher
Education and Frontline. Dr Mindy Cairns was
appointed in September. Mindy is Senior
Lecturer and Research Lead for Physiotherapy at
the University of Hertfordshire, Hatfield, and
will be working with Ann Green, Chair of the
Education, Training and Research Committee.
A little while ago, we had an enquiry from a
member regarding the archiving of the AACP
Journal. After some digging around in the Office,
we found old copies going back to February
2001. We contacted the authors of the research
articles for their permission to republish these on
the AACP website. Some did not give their
consent and there were others with whom we
simply could not establish contact, but those
who did give permission have now had their
articles reproduced and put onto the members’
area of the website.
It would be great to hear from anyone else
who might have ideas or suggestions for us.
Remember: there is always the letters page if you
want to contribute via the Journal!
As ever, thank you for your support and the
feedback that we receive at the Office.
Sharon Fox
Business Manager AACP Ltd
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Finance and Secretariat report

Introduction

rejected otherwise, 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.

In order to meet the Journal deadline, this report
summarizes all recent AACP Office activity up to
28 November 2008.

Office changes

Database
Thank you to all members who are updating
their details online via the AACP website. It is
important that the membership makes use of the
database. Sadly, only a relatively small percentage
of the membership has accessed the members’
area.

Staff at the AACP Office said a sad farewell to
their colleague Amanda Porter, who resigned her
position because of childcare difficulties. Despite
trying to accommodate Amanda’s requirements,
this was not ultimately possible given the need
to maintain current office ‘‘opening hours’’. An
advert was placed to recruit for the vacancy in
early November 2008, with interviews to be held
in December. I hope that a new member of staff
will have been in post for 2 months by the time
you read this.

Current financial situation
General situation
The financial position remains favourable, facilitating the temporary recruitment of a Public
Relations Officer, Dr Richard Margrave, and
the appointment of a Research Adviser to the
AACP, Dr Mindy Cairns. It has also helped in
the running and delivery of the courses available
in 2009, as well as the planning of events for
2010. We have also been able to raise the calibre
of speakers for Conference 2009.

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. Members are now able to
renew their subscription by debit or credit card
at the same rate as cheque renewals.
Membership status to date and the method of
payment are shown in Table 1.
Direct debit (DD) collection continues to run
smoothly, but members must inform us if they
change their bank details because DDs will be

Other issues
Website
If there are any enhancements or amendments
that you wish to suggest, please do so. A full

Table 1. Acupuncture Association of Chartered Physiotherapists membership status and method of payment as of 28 November 2008:
(N/A) not applicable
Number of members

Renewal method

Membership category

30 April 2008

28 November 2008

Cheque and card

Direct debit

Accredited
Advanced
Honorary

4617
227
17

5177
228
19

923
33
N/A

4254
195
N/A

Total number of active members

4895

5424

956

4449

819

1374

N/A

N/A

New members*
*Joining after 1 January 2007.
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account of website activity and development
can be seen in the Webmaster’s report (pp.
13–16).
If you have any other suggestions for the
enhancement of membership services or would
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like to contribute to the development of AACP,
please get in touch.
Sharon Fox
Business Manager AACP Ltd
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Introduction

Table 3. Take-up of the website by ‘‘senior’’ AACP members:
(ETRC) Education, Training and Research Committee

This report covers the progress of the AACP
website and includes a summary of a user survey
carried out in mid-2008. 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 or http://www.aacp.org.uk

Group

Number
in group

Never
accessed
website

Five
accesses
or less

Tutors
Regional representatives
ETRC members

20
19
8

2
2
1

11
5
4

are still more than 3000 members who have
never logged on to the site. This general level of
website take-up by members remains relatively
disappointing. Take-up from those who may be
regarded as ‘‘senior members’’ (e.g. AACP
tutors, regional representatives and members of
the Education, Training and Research Committee)
is also still underwhelming, although it has
improved (Table 3)!

Website take-up
The website is monitored in a number of different ways and these are discussed below.
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 done so.
From this table, it can be seen that, since the
website opened, some 984 members have logged
in one or two times, but just 124 members have
logged in between 11 and 20 times.
The figures are an improvement compared
with the last report in Autumn 2008, but there

Website feedback from members
The website has a feedback questionnaire that
gives members the opportunity to comment on
their experience of using the site and to make
recommendations for future developments.
Feedback on the site has always been low, but
since mid-2008, there has been no feedback from
this questionnaire at all. As a result, it was
decided to run a simple online survey to canvass
opinions about the website, and the results of
this are reported below.

Table 1. Website total visitor count
Period

Unique visitors
per day

Total visitors
per day

2007
2008

58
60

96
96

Website visibility
Surveys on Google are carried out using a
number of relevant search terms and the results
are shown in Table 4.

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

Total

Since 15 February 2007*
2007
2008

868
718
510

393
305
175

168
96
58

80
35
26

26
12
2

1
1
1

8328
3569
4759

*Start of website.
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Webmaster report
Table 4. Website search engine rankings: (N/R) not ranked
Date of ranking
Search term(s)

June 2007

December 2007

June 2008

December 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

10
1
N/R
7
6

Website content
Searches made on the website are tracked so that
it is possible to identify items for which visitors
are searching. The most common searches in
2008 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.

Website survey
In August 2008, a simple website survey was set
up on the public home page and allowed to run
for a 3-month period. This questionnaire produced some interesting results – or at least they
were interesting to me!
The survey involved participants answering
approximately six questions, the exact number
depending on their reason for accessing the
website. Of those who viewed the survey, some
28% went on to complete it; of those who
started to answer the questions, some 74%
completed it.
The first question asked participants whether
they were aware that, with more than 5000 members, AACP was the largest group of acupuncture practitioners in the UK. Of the general
response, 62% claimed to be aware; when the
results were limited to AACP members, the
figure rose to 81%, from which we can deduce
that 19% of AACP members did not know that
the Association was the largest group (Fig. 1)!
Table 5. Website search results for 2008: (CPD) continuing
professional development
Search term

Search rating

Consent
CPD
Contraindications
Journal
Safety
Courses
Guidelines

6.0%
3.7%
2.3%
1.9%
1.7%
1.3%
1.1%
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Figure 1. Did participants know that AACP was the
largest group of acupuncture practitioners in the UK?

Participants were then asked why they had
accessed the website and were given a choice
between six possibilities. The most common
reason was that of being an AACP member,
representing 50% of those completing the survey
(Fig. 2). This seemed intriguing because, only
12.5% of users accessing the website within the
period of the survey were AACP members. This
does prompt a question: do all members log in
when they visit the site? If members don’t log in,
their visit is not counted, and of course, much of
the information available on the site is only
available within the members’ area. Additional
prompts for members to log in have now been
placed on the site and future statistics will show
whether these make a difference.
Participants were asked where they lived and
how old they were (Figs 3 & 4). Easily the most
apathetic area for members was South Central,
while the North West won the Webmaster’s
coveted Inky Swot Award. There was a wide age
range, although the two returns from members
 2009 Acupuncture Association of Chartered Physiotherapists
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Figure 2. Reasons for accessing the website.

Figure 3. Participant location.

claiming to be over 90 were viewed with some
suspicion!
It transpired that 80% of general participants
and 83% of those members responding were
female, and therefore, some 20% and 17%,
respectively, were male. Eighty-one per cent of
the general responders had personally received
acupuncture, a figure that rose to 98.5% for
AACP members.
Space in this report precludes a full analysis of
the results, although a full report is being prepared for the AACP Board to inform future
developments of the website. However, readers
 2009 Acupuncture Association of Chartered Physiotherapists

may be interested in some of the information
gleaned from the survey:
+ Of those physiotherapists who ‘‘wanted to
know more about AACP’’, 88% said that they
intended to join.
+ Of those ‘‘with a problem they wondered if
acupuncture could help’’, 73% had a musculoskeletal problem.
+ There were no real complaints about the
website. Indeed, there were many compliments and useful comments, some of which
have already been used to make improvements to the site. There were a couple of
15
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Figure 4. Age distribution of participants: (a) general participants; and (b) AACP members.

gripes about the level of the AACP subscription and one about ‘‘having to join’’ the
Association, but this is probably inevitable in
any anonymous survey.
+ It was generally thought that the website was
more oriented to practitioners than the general public. This does reflect the Board’s
philosophy at the time when the site was set
up and is reflected in the search engine ratings
detailed in Table 4. This will be reviewed in
the full report to the Board.

Conclusions
The new website, together with the members’
database, continues to allow the Association to
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offer members new facilities and gives 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.
Do please send any questions or comments
that you may have about the website to the
Webmaster (webmaster@aacp.uk.com).
J. D. Longbottom
Webmaster
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Political Liaison Officer report

Acupuncture and politics: where
are we now?
Having agreed to take over the role of AACP
Political Liaison Officer in order to inform members of political decisions and regulatory news, I
am sorry to announce that all is quiet, which is a
somewhat different situation from the current
one in Westminster!
The Acupuncture Regulatory Working Group
presented its suggestions for regulation on acupuncture to the Government earlier this year,
and Ben Bradshaw promptly returned it for
further clarification. I believe that it is still being
worked on as a result.
The Health Professions Council (HPC) met in
October to discuss the proposals made in the
paper and agreed to become the relevant regulatory body. The Association welcomes this
announcement because we have been working
with the HPC to ensure that AACP members
maintain and reach the standards of acupuncture
training, education and continuing professional
development that are necessary to retain this
important modality within the scope of physiotherapy practice. This has been essential in order
to prevent physiotherapists having to undertake
BSc Acupuncture training if they want to use it as
an adjunct to manual and exercise interventions.
The Association has never sought the title of
‘‘acupuncturist’’. Those who do, undertake the
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required training to become licensed acupuncturists. For the remainder who use acupuncture to
facilitate pain modulation, healing and rehabilitation, professional life will stay very much as it has
been and they will remain on the physiotherapy
register with added acupuncture training. No
quick or easy route to the title of ‘‘acupuncturist’’
will be available, and nor should it be.
In terms of doing nothing, this remains true.
You are not required to become an AACP
member to practice acupuncture. However, 40%
of National Health Service trusts, the Ministry of
Defence, Bupa and public–private partnerships
all insist that those using acupuncture are AACP
members. If you are not a member, this is your
choice. Membership is not and never will be
mandatory because AACP and the Chartered
Society of Physiotherapy are not regulators: the
HPC will be the regulator.
Should news arrive, members will be informed
immediately. I sit on the Acupuncture Stakeholders Group and the Prince of Wales Foundation for Integrated Health, and I currently chair
the Microsystems Acupuncture Regulatory
Working Group, so I have my nose to the
necessary keyholes and I am aware of the political debates.
Jennie Longbottom
Political Liaison Oﬃcer
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Clinical Interest Group Liaison Officer report

After 4 years as AACP representative on the
Clinical Interest Group Liaison Committee, I am
finally bowing out to let two very able replacements continue the links between the Association and the Chartered Society of Physiotherapy
(CSP). Ahmed Osman and Jenny Manners will
now be making the necessary connections as
representative and alternate, respectively.
By the time you read this, AACP will have
presented a motion at the Annual Representatives Congress in Manchester outlining some of
our concerns as a group. The motion is being
presented because it has come to our attention
that some localities are withdrawing acupuncture
as a treatment modality, citing various reasons
for doing so. It is only a short step back from
here to the ‘‘prescriptive’’ practices of the past.
This constitutes a threat to our autonomy,
which the CSP fought for in the early 1970s and
revised recently in a document outlining scope of
practice (CSP 2008a).
A lot of our physiotherapy practice now stems
from innovation and altered working practices –
a position that should be maintained for the
future if we are to survive as a profession.
Charting the Future of Physiotherapy (CSP 2008b) is
a recent publication that underlines the Society’s
commitment to increasing the engagement of
physiotherapy in more economically focused
and cost-efficient models of service design and
delivery. Please take time to read the Charting the
Future of Physiotherapy and Scope of Physiotherapy
Practice 2008 (CSP 2008a) documents on the
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CSP website because these may affect your
future!
The CSP are also keen to promote Congress
2009 in Liverpool, which is entitled ‘‘We Can
Work It Out’’. It will be run in the same manner
as the 2008 event, with a variety of speakers
covering a diverse range of topics. See Frontline
or the CSP website for further details.
Finally, the CSP are asking for information
regarding sharing practice and physiotherapy service examples. They are often asked to provide
examples of good practice/innovative practice/
sharing practice to promote physiotherapy in the
media, sometimes at very short notice (e.g. 4 h!).
As a result, the Society are trying to build up a
database of such examples so that they have the
information at their fingertips. For further information, check the AACP website for the relevant
paperwork to download, or alternatively, contact
Ralph Hammond at the CSP (hammond@csp.
org.uk).
Lesley Pattenden
Clinical Interest Group Liaison Oﬃcer

Reference
Chartered Society of Physiotherapy (CSP) (2008a) Scope of
Physiotherapy Practice 2008. [WWW document.] URL
http://www.csp.org.uk/uploads/documents/PD001%
20Scope%20of%20Practice%202008.pdf
Chartered Society of Physiotherapy (CSP) (2008b) Charting
the Future of Physiotherapy. [WWW document.] URL
http://www.csp.org.uk/uploads/documents/CSP%
20Charting%20The%20Future.pdf
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Develop your understanding
MSc Acupuncture
With our part time postgraduate degree programme, you can develop your skills
and broaden your understanding, whilst contributing to the growing research base
on Acupuncture. This 3 year course is ideal for physiotherapists and other health
professionals, covering both Western and Traditional Chinese approaches to
Acupuncture.
Tuition is designed to fit around your professional life, attendance is Fri/ Sat/ Sun for
10 weekends per year. After two years, you will gain a Post Graduate Diploma and
the full MSc with Dissertation after three years.
Our next enrolment is September 2009.

For an informal discussion please call
Course Leader, Dr Val Hopwood
on 023 8084 5901
Or for more information or to enrol online,
visit our website.

www.coventry.ac.uk
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Education, Training and Research Committee report

I am the new Chair of the Education, Training
and Research Committee. I am the Associate
Head of Physiotherapy and Dietetics at Coventry
University, Chair of the Learning and Development Committee at the Chartered Society of
Physiotherapy, and a Health Professions Council
partner in education and training. My current
research is centred on Master’s-level education
and its influence on careers. I teach evidencebased practice, research methods, and learning
and teaching, as well as supervising Master’s and
PhD students.
I am not a member of AACP because I
consider myself to be an educator, researcher
and curriculum design specialist, and no longer a
clinician, but I continue the tradition of chairing
the Committee as an independent educationalist
that began with Professor Nigel Palastanga.
I have been involved with acupuncture education for a decade, and developed the MSc

Acupuncture course at Coventry with Dr Panos
Barlas and Dr Val Hopwood. I continue to be
involved with this programme by teaching
research methods and supervising dissertations.
It is a privilege to be involved with AACP
since it is a special interest group that has
invested in education, continuing professional
development and research opportunities for its
membership from its inception. The Association
continues to take a structured approach that
focuses on the quality and evidence base of short
courses, modules and programmes of study. The
organization recently appointed Dr Mindy Cairns
to further develop the quality and quantity of
research activity in AACP. I was delighted to
recommend her appointment and I am confident
that she will be an asset to the Association.
Ann Green
Education, Training and Research Committee Chair

Figure 1. Ann Green (centre).
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Clinical Use Trials of Passive
Exerciser Confirm Benefits for
&Both
no classes
required….!
Patients
and Practitioners
If there was an effortless way to let your body enjoy a truly stimulating
exercise movement, and at the same time to boost your health at a
fundamental level, would you put your hand up for a go?
If you could have such an enjoyable and stress-free energy boost every
day in one of those precious breaks you have between clients, would
you have 5, 10 or 15 minutes available to indulge?
And if you could also let your patients enjoy an added-value treatment
in your clinic, helping to release tension & stress, gently mobilize the
back, and stimulate their system, would you say they deserve it if the
cost to you was minimal?
Japanese have enjoyed the health benefits of what they call “Goldfish
Exercise” for many decades, originally without mechanical aids. The
invention of ‘chi exercise machines’ to swing the feet has made this
invigorating exercise readily available. A rhythmic wave of sideways
movement is generated in the pelvis and travels up through the spine in a
graceful wave, gently mobilising the back, stimulating better circulation
and deeper respiration, and releasing habitually held tension and stress.
The Surge of Chi® Exerciser is the latest development in this class of
passive exercisers. Its advanced technology provides a smooth ride,
precisely adjustable speeds and easy-to-use controls. The padded ankle
rest gently swings the feet while the user simply lies back and relaxes
completely. The body’s natural response is a gentle sideways oscillation,
starting from the pelvis and travelling up the spine.
Most importantly, the Surge of Chi’s exceptionally gentle starting speed
has made it suitable for use by people with serious health problems,
ranging from lymphoedema and chronic fatigue to Parkinson’s and MS.

How can such a simple ‘pulsing’ motion be so effective?
The beauty of this movement is that the body finds it very soothing as our
brain can easily tune into the Surge of Chi’s smooth and regular rhythm. It
really is simplicity itself. After a short while the brain realises exercise is
happening. Breathing naturally deepens. It also realises that it is now
completely safe to relax - as the body is fully supported while this gentle
motion is happening. It is simply the body’s natural response that is
working here. The user just has to lie back, relax and enjoy the
feeling…!

How exactly can it help in a Physiotherapist’s practice?
The Surge of Chi’s amazing ability to simultaneously stimulate the system
and release tension gives a broad range of health benefits in four categories:
1. energy – stimulating & balancing the nervous system, circulation etc
2. musculo-skeletal – gentle mobilisation, release of tension, realignment
3. digestive system – gentle & deeply acting massage of the internal organs
4. stress – many report a transformation in their mental / emotional state
We cannot claim that every one with a bad back will get a quick fix. Or that
every insomniac will sleep deeply after their very first use. The Surge of
Chi’s action works in the background without any targeted manipulation, but
in many cases can act to rebalance the body systemically and structurally at a
fundamental level.
Each person’s body will take advantage according to its own needs and
priorities. Documented Case Studies in Trials with over 200 Healthcare
Practitioners have confirmed significant help with a broad range of
chronic conditions, such as arthritis, asthma, diabetes, lymphoedema,
migraine, MS, poor sleep, poor digestion, chronic energy problems, sciatica,
emotional & mental stress, and many posture & alignment problems.
Although the Surge of Chi was designed for home use and is popular with
ordinary people of all age groups and fitness levels, practitioners in many
disciplines find it particularly useful with chronic conditions that do not
respond easily to conventional treatments. The gentle starting speed of the
Surge of Chi Exerciser allows even those who are physically challenged to
enjoy the stimulating and balancing effects in a relaxing and stress-free way.

Sample case studies from Practitioner Trials:
Patient 1 presented with depression, back pain and sleeplessness; had a history
of the following:
•
Back problems - 3 collapsed discs
•
Joint/muscle pain
•
Sleep disorders
•
Depression
•
Recent injuries – Car accident 18 mths ago
•
Arthritis
Conclusion after 14 sessions: “I feel brighter, more talkative and my back is not
as painfull, so I can manage without painkillers!” Further benefits included:
•
Helped Back/Neck/Shoulders
•
Increased mobility of joints/muscles
•
Improved sleep
•
Reduced tension; less stressed
•
Increased energy; more relaxed
•
Improved wellbeing; feeling calmer
Patient 2 presented with chronic undiagnosed chest pains; diabetes - “Plagued
for months with pains in chest, back and shoulder - sought medical advice and
had undergone series of tests, was prescribed painkillers and physiotherapy for
muscular-skeletal problems to no avail…….”
Benefits experienced – almost immediately felt relief
•
Pains dissipated completely within 2-3 weeks, and haven’t returned
•
Improvement in general physical wellbeing
•
Improved muscular-skeletal alignment – can lie flat on the floor
comfortably and relax shoulders to floor; this was not possible before
•
Blood sugar readings now lower than average

1.
2.

quote “AACP 3-09”

Patient 3 Primary reasons for treatment: to relieve tension and pain in
extremely tight neck muscles and back. Needs general relaxation to balance
energy levels and help with overall experience of anxiety.
Conclusion after 14 sessions: Relief in Back/Neck/Shoulders – “HUGE help in
unblocking tension.” “[the client] realised own power to cause or release
tension, and ability to create or unblock this, and that being diagnosed with
Spondylitis is not as debilitating as was at first thought.”
The following benefits were also reported:
•
Increased mobility of joints/muscles
• Able to move head a lot better
•
Deeper breathing
• Reduced tension; less stressed
•
Helped cope with work load; more
• Improved general wellbeing;
relaxed
feeling calmer
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IAAPT Representative report

There have been two developments within the
domain of the International Association of
Acupuncture Physical Therapists (IAAPT) that
will be of interest to you.
First, the World Congress of Physical Therapy
(WCPT) website now hosts an IAAPT discussion forum where you can discuss acupuncture issues on a global scale. The moderator is
Dr Val Hopwood, and I am sure that she will
welcome some lively e-debate should you
have any burning issues that you want to talk
about. The web address is <www.wcpt.org/
subgroups>, and you will get access to the
discussion forum from there.
The next international WCPT Congress will be
held in Amsterdam in 2011. The WCPT are keen
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that subgroups, such as IAAPT, and individual
members, like you, have a say in shaping this
event. If you are interested, please go to
<www.wcpt.org/congress> and fill in a short
survey.
Secondly, we are delighted that IAAPT will be
joining the AACP at our Annual Conference at
Wyboston in May 2009. This will be a fantastic
opportunity for us to engage with members of
the international acupuncture family, exchange
ideas and get to know what goes on in other
physiotherapy departments around the world.
Merian Denning
Vice-Chair and IAAPT Representative
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Clinical Audit Committee report

Introduction
Welcome to the new clinical audit section of the
Journal of the Acupuncture Association of Chartered
Physiotherapists. I am honoured to have been
asked by AACP to become Chair of the Association’s newly established Audit Committee. It is
pleasing to report that the New Year has started
with a gathering of momentum with regard to
clinical audit for AACP and that this page will be
a regular feature in JAACP.
It is the intention of the Journal Committee to
add members’ clinical audits to the Journal’s
repertoire, and so, wearing my ‘‘other hat’’ of
JAACP Clinical Editor, I thought it would be
timely to provide some guidelines to assist
authors of clinical audits in preparing their work
for submission for publication.

Audit or research?
The most important consideration is: is this a
clinical audit or is it actually a research paper?
This is an easy trap to fall into and one I have
fallen foul of myself in the past. Dixon & Pearce
(2008) acknowledged the similarities between the
terms ‘‘research’’ and ‘‘clinical audit’’, noting that
‘‘[b]oth words are used to describe a way of
systematically collecting data about one or more
aspects of patient care’’. These authors also
provided a useful benchmark to describe the
differences between these approaches in terms of
their respective purposes. They suggested that
the purpose of clinical research is to gain knowledge about what is best practice in order to
generalize this to other patients, whereas the
purpose of clinical audit is to ‘‘confirm that best
practice is being provided routinely to patients
locally or to improve the quality of care currently
being provided to patients’’ (Dixon & Pearce
2008).

What is clinical audit?
The term ‘‘clinical audit’’ can be thought of as
synonymous with ‘‘quality improvement’’. I urge
the authors of a clinical audit, whether it is
 2009 Acupuncture Association of Chartered Physiotherapists

intended for publication or not, to look objectively at their work at every stage and ask
themselves, ‘‘Is this about quality improvement?’’
If the answer remains yes, then please submit it
to be considered for publication. If the answer is
no, then the work needs to be revised before
submission.

Guidelines for authors
Is that all there is to it? Well, not quite, although
once these hurdles have been cleared, the rest is
fairly straightforward. One way in which authors
can review their audit is to work objectively
through a series of questions posed by Dixon &
Pearce (2007):
+ Does the title express exactly what the audit is
about?
+ Has a brief explanation of the background
been given, including the reason this particular audit has been carried out and the systematic method employed to identify the subject?
+ What are the specific aims of the audit? What
does the author intend to achieve at the
completion of the audit?
+ Who or what has been included in the audit
and why? For example: which patients, procedures or other factors have been audited,
and who or what has been excluded and why?
+ Do the subjects represent a sample or a whole
population? What prompted this decision?
+ How were the data collected? What strategy
was employed (retrospective, concurrent
or prospective) and why was this method
chosen?
+ Was a pilot test carried out, and if so, what
were the findings and resulting actions?
+ Was inter-rater reliability tested and, if necessary, was anything changed to improve this?
+ Have the findings of the initial data collection
been adequately described, and was there an
acceptable quality of care?
+ What quality improvements were made as a
result of the audit?
+ What were the findings of the repeated data
collection after the improvement were made?
25
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+ And finally, what problems were encountered
during the audit, or during the implementation of improvements, and how were these
resolved?
This is by no means a definitive guide to
writing an audit. It is intended as a checklist to
enable authors to evaluate their own work. The
Audit Committee intends to publish more
detailed guidelines for clinical audit in due
course, but in the interim, it is hoped that
the above checklist will assist authors of

26

clinical audits who wish to submit their work for
publication.
Sherin Roﬀey
Audit Committee Chair
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Conference Coordinator report

As we approach Conference in May, you will be
pleased to know that I think that I have finally
got the hang of this conference organization
thing!
The 2008 Conference was a real watershed for
me. It was the first time that I had run the
conference organization and booking facility
from the AACP Office. As D-Day grew closer, I
anxiously pulled together all of the loose ends,
checking that speakers were still coming, the
trade delegates were still attending and the staff
of the venue were still expecting us. Those of
you who attended Conference will know that it
was a great weekend and did indeed run well.
The key is in the planning, and I am sure that
it will not surprise you to learn that preparation
for Conference begins some 18–24 months
before the actual event. The theme of this year’s
Conference was decided back in November
2007, and the speaker details were finalized
during the summer of 2008, when the final
itinerary was planned and additional activities
that we hope will offer more value for money
were worked in around the core delivery. Thank
you to Dave Graham-Woollard, Lynn Pearce,
Jennie Longbottom and Diane Morgan, who
have all helped with the initial planning and
speaker identification.
The Office sent a mailshot out to all members
late last September. Bookings began in October
2008. Throughout the autumn, I was in contact
with the speakers, making sure that they knew
the deadlines for submitting their biographies,
abstracts and handouts, and dealing with their
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queries. The Office spent a lot of time sourcing
delegate bags and folders, contacting the trade to
investigate sponsorship availability and opportunities, and making sure that our trade colleagues were happy with their involvement at
Conference.
The trade are hugely important to us because
they bring in vital revenue for Conference, which
helps to keep the cost down for you, the delegate. Of course, being at Conference offers the
trade a great opportunity to make contact with
their customers, so it really is an important
collaboration between us.
The Office also handled lots of calls from the
membership and continued to take bookings.
Thank you to all of you who have shown your
support for AACP. So, in the final few months
of our countdown to Conference, it will be a case
of double-checking the detail, keeping in close
contact with the speakers, ensuring that the staff
of the venue understand exactly what we need
from them, and of course, speaking with the
Association’s membership, making sure that we
help you as much as we can to make your
experience at Conference an interesting,
informative and fun weekend.
If you haven’t managed to book your place at
Conference, please call the Office because we
may have spaces available for some of the days.
We look forward to seeing you in May!
Sharon Fox
Conference Coordinator
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Regional reports
East Anglia
It’s been busy here
since
my
last
report, not least
with Conference
2008 at Wyboston.
In June 2008, we
ran a continuing
professional development
(CPD)
meeting at Hinchingbrooke: ‘‘Pelvic Pain in Pregnancy’’ with
Jennie Longbottom. I have to say that Jennie was
on good form; it was full of ideas on point
selection both from a traditional Chinese medicine (TCM) perspective and from that of trigger
points to look out for. Jennie did say that it
would be a good idea if she came back to do a
practical session on these points, which I’m sure
would be a popular idea – I’ll remind her!
In September 2008, Lynn Pearce did another
workshop on headaches since the one that she
held earlier in the year was oversubscribed. This
proved to be equally popular, and was booked up
within a day! Lynn looked at the various elements affecting headaches, including articular
impairment, trigger points and the sympathetic
nervous system. The practical session covered
some useful points including Gall Bladder 20.5,
which I think was new to everyone!
A lot of new members have joined, so I’d like
to wish you all a warm welcome. I’ve already
met a few, and hope to see more of you at the
regional meetings. We now have around
530 members in East Anglia, but unfortunately,
we’ve lost Lynne Fanning as the alternate representative for the area. Many thanks to Lynne
for all her efforts ‘‘in the East’’.
This is a large region, so we need to find a
replacement. Please consider this opportunity to
become involved in the development of AACP.
If you’re interested, please contact me for an
informal chat – a telephone call doesn’t commit
you to anything!
I would like to put more information about
CPD events around the region on the East Anglia
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section of the AACP website. However, I can only
include reports of meetings if I know about them.
If you want to advertise a course, please send the
details to the AACP Office, but for any CPD
meetings – or other news – please contact me.
I hope to hear from you very soon!
Debbie Yates

International
This article is late, but at least I’m not – I’m very
lucky to be alive!
While visiting a friend in Stevenage, we were
going through a roundabout when a car driving
the wrong way came hurtling towards us and hit
our own vehicle head-on. The airbags deployed
and the other car filled with what we thought
was smoke, so the most important thing was to
get out and reach the driver’s baby, who was on
the back seat. The only real casualty was me: I
suffered a fractured sternum and have been off
work for weeks. If this report is odd, blame the
analgesia – it makes my head ‘‘funny’’.
As for real news, well, there is very little of it
at all. The Conference was a great success, and
following that, I’ve been in contact with a
number of people in my international region.
I would like to know about training opportunities in your areas, as well as the type and
standard of training available. Alongside that, it
would be interesting to compile a dossier of the
conditions that need to be complied with in each
of the different areas. To that end, I would be
very grateful if I have an avalanche of e-mails via
the AACP website telling me about how each of
you practise your acupuncture and any restrictions with which you may have to deal.
We also have an alternative International Representative, Shelley Walls, but as a result of my
indisposition, I’ve not been able to contact her.
Nevertheless, I hope that there will be a short
contribution from Shelley in the next edition of
the Journal.
Felicity Edwards
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North East England
I am a private
practitioner working in Morpeth,
Northumberland,
and I have been
practising
acupuncture for over
12 years.
Being
the
regional representative is an excellent way of getting to know
which accredited courses are on offer and also
of encouraging lecturers to visit the North. I
have had lots of enquires from physiotherapists
wanting information about courses, and some of
you have also contacted me to let me know what
courses you are running in the area. This is great,
and if these are AACP-accredited courses, I
would urge you to put the details onto the AACP
website since it is free to advertise them and you
may reach a wider audience.
Over the past 18 months, I have met quite a
few of you at either the regional meetings or on
courses, and I hope to meet many more soon. If
you would like to suggest ideas for future meetings or courses, please get in touch, and if you
would like to be a speaker or know of anyone
who does, please contact me immediately.
At the time of writing, I haven’t arranged
anything for the next meeting, so please go to the
website to check for updates. Where possible, I
e-mail members details of regional meetings, so
you may hear from me soon if AACP has your
current e-mail address.
Karen Ogle

North West England
I have been able
to circulate some
news in the area,
such as Lynn
Pearce
running
some
popular
courses in Kendal.
Our
practice
gave a talk and
practical session
on electroacupuncture at the clinical interest
group held in Cockermouth in June 2008. This
30

group meets about three times a year and is open
to any physiotherapists in the area.
I have also had news from the University of
Cumbria in Carlisle: they are now running an
MSc course in advanced studies in physiotherapy
in which acupuncture could be a module.
There may be much more going on out there,
so I would like to encourage anyone with news,
comments or ideas to pass them on to me for
circulation.
Also, let me urge you to look at the regional
news part of the AACP website from time to
time!
Dianne Allan

Scotland
I have volunteered to be the alternate area
representative for Scotland, alongside Theresa
Sheldon.
I qualified from The Queen’s College,
Glasgow, in 1981, and after working for some
time in Lanarkshire, I settled on the Cowal
Peninsula, where I am currently employed by
NHS Highland. I specialize in women’s health
and cardiac rehabilitation. I have been using
acupuncture since 2003 and I never cease to be
amazed by its effects! This has prompted me to
take on the role of alternate Scottish regional
representative.
I have just received an updated list of members in my area and will try to make contact with
everyone as soon as possible. If you don’t hear
from me, please get in touch via the AACP
website so that you don’t miss out on any
information.
Inverclyde and Edinburgh have both run the
40-Hour Top-Up Course for membership of
AACP this year, and I have had some enquiries
about running a course on acupuncture in
women’s health. I have looked into this and
intend to run the course on 28–29 November
2009 at the Royal Alexandra Hospital in Paisley.
It is also planned to run the 80-Hour Foundation
Course at Inverclyde Royal Hospital in Greenock
on 24–26 April and 5–7 June 2009. Information
about any courses can be found on the AACP
website, so keep checking.
Those in the Lothian Group are working to
ensure that they are all members of some
 2009 Acupuncture Association of Chartered Physiotherapists
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regulatory body and they are looking at standards
that will at least be uniform throughout Lothian.
The Group is also investigating risk management
in Lothian. Group members intend to run a
Kam Wah course on myofascial trigger points
in January 2009, so watch the website for
details.
The Inverclyde Group meet every 3 months,
and at the beginning of the year, they had a very
interesting day with Lynn Pearce, who talked
about TCM. There have also been practical
sessions and feedback from the AACP Conference in May 2008.
I would be delighted to hear about any events
related to acupuncture happening in your area or
to receive suggestions for future events.
Wendy Rarity and Theresa Sheldon

South East England
A warm welcome
to all new members of the South
East region. I am
sure that you will
find the Journal a
useful resource for
scholarly articles,
news, views and
information about the Association.
Thank you to those regional members who
have contacted me. I hope to hear from more of
you, and share your news and views regarding
acupuncture, CPD and any other relevant issues
that you wish to discuss.
Regional acupuncture courses vary from full
Foundation Courses to shorter CPD days. This
is quite a large region, so it may be difficult to
find something that suits you locally. If so, it
may be possible to hold a course in your area,
so please let me know if I can help you with
that. If you have organized or are currently
organizing a course, I would be delighted to hear
about it.
The AACP website is an up-to-date source of
information for you and your patients. As a
member, you have access to research papers,
regional information, professional issues and
other data. Booking forms for next year’s
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Conference are already available online, so take a
look at the site soon.
I am still without an alternative representative.
Does anyone out there feel like volunteering?
Moira Tunstall

South West England
Devon, Somerset and Bristol
Hi, and belated
Christmas wishes
to all our membership in the south
west!
Local meetings
of both the Devon
Primary Care Trust
(PCT) (Fig. 1) and
Ministry of Defence (MOD) groups continue to be well
supported.
Bi syndrome was the topic of three wellattended training days at my ‘‘home establishment’’ of Lympstone, near Exeter, Honiton
Hospital in East Devon, and latterly, at
Kingsbridge Hospital in South Devon. Approximately 60 practitioners attended the sessions,
which proved both stimulating from a clinical
point of view, and most importantly, fun. These
are lively groups with plenty more scope for
future training. If you are interested, please
do not hesitate to contact either Nikki Parfitt
(Devon PCT physiotherapists only) at
<nicolaparfitt@nhs.net> or myself for the
MOD group (civilian practitioners most welcome) at <m-chapman7@sky.com>·
Foundation Courses will have been run at
Honiton, Weston-super-Mare and Poole with
tutors Lesley Pattenden and Jennie Longbottom.
A day of trigger point acupuncture with Jennie,
again in Poole, should also have been completed.
If you are interested in hosting a course in
your area, log onto the AACP website and
contact any of the accredited tutors for more
details.
I mention in each report that this region is
enormous. Should you have a local interest group
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Figure 1. The East Devon section of the Devon Primary Care Trust group.

up and running, please let me know because
there may be some way in which ideas and
initiatives could be cascaded throughout the
region, and I would be most happy to facilitate
this.
Mike Chapman
Cornwall
Greetings from the
wet and warm
southwest! I hope
that 2009 will bring
us some decent
weather, but as I
write, Cornwall is
lovely and acupuncture appears
to be doing well.
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I am pleased to say that our regular planned
meetings at the Knowledge Spa, Royal Cornwall
Hospital, Truro, are thriving. If you want to be
added to the circulation list for news of meetings, agendas and so on, please contact Sophie
(Sophie.down@rcht.cornwall.nhs.uk) or Deanne
(Deanne.debeer@rcht.cornwall.nhs.uk).
Small group practical sessions also meet every
3–4 months, and these have proved to be
enlightening and supportive. Details are available
at Cornwall Acupuncture Group meetings.
In 2008, a few one-day courses were held at
Bodmin Hospital, Bodmin, and these were oversubscribed.
If you have any questions, please e-mail me or
Mike Chapman at <southwest@aacp.uk.com>,
or telephone me on (0121) 286 8243.
Averil Bainbridge
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Wales
There have been
quite a few events
going on in Wales
over the past few
months. Several
locations have run
introductory acupuncture courses
and the membership has increased
accordingly,
although communication remains a
slight problem and
continues to be
something I am
working on. Let me know what you are all
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planning for the year and we’ll try to put the
word out. There will be a sports acupuncture
course held in Swansea in March 2009, and then
Conference in May, of course, which looks
excellent.
I know a few of you have been in touch
regarding how far away the venue seems, but I
think that all those who attended last year (there
was a small Welsh contingent!) would confirm
that it was not too long a trip and that the
venue was excellent, not to mention the brilliant
content of Conference itself!
Paul Battersby is continuing as the Wales
alternate representative, located in North Wales,
and will be running some events in the north in
the near future.
Dave Graham-Woollard
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Regional representatives
The following table details the regional representatives and how to contact them.
Contact details
Name
East Anglia
Debbie Yates*

International
Felicity Edwards
Shelley Walls

London
Vacant
Midlands East
Diana Lacraru
Julie Pearce

Midlands West
Jamie Holder*

North East England
Karen Ogle*

North West England
Dianne Allan*
Northern Ireland
Kay McLorn*

Scotland
Theresa Sheldon
Wendy Rarity

E-mail

Telephone

debbie.yates@nhs.net/
anglia@aacp.uk.com

01480 462112
–

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

–
–

–

–

dianal@aacp.uk.com/
midlandseast@aacp.uk.com
juliep@aacp.uk.com/
midlandseast@aacp.uk.com

–
–

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

07915 615625

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

01670 511930

diannedonallan@yahoo.co.uk/
northwest@aacp.uk.com

01946 820483

blackstonephysio@tiscali.co.uk/
northernireland@aacp.uk.com

02892 611211

treezsh@yahoo.co.uk/
scotland@aacp.uk.com
wendy.rarity@hotmail.com/
scotland@aacp.uk.com

01506 834148
–

*Alternate required.
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Regional representatives
Contact details
Name
South Central England
Ahmed Osman
Suzanne Brooks
South East England
Moira Tunstall
Norah Bessant
South West England
Averil Bainbridge

Mike Chapman
Wales
Dave Graham-Woollard

Paul Battersby

36

E-mail

Telephone

aosman50@msn.com/
southcentral@aacp.uk.com
brooks.sc@ntlworld.com/
southcentral@aacp.uk.com

–

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

–

averil.bainbridge@tiscali.co.uk
(link to AACP web)/
averil.bainbridge@rcht.cornwall.nhs.uk/
southeest@aacp.uk.com
m-chapman7@sky.com/
southwest@aacp.uk.com
dgwphysio@hotmail.com
(link to AACP web)/
dave.woollard@swansea-tr.wales.nhs.uk/
wales@aacp.uk.com
paulb@aacp.uk.com
wales@aacp.uk.com

–

–

0121 286 8243

01392 414067

01792 537648

–
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Effectiveness of single-point acupuncture to Stomach 38
(Tiaokou) on pain and disability in subjects with frozen
shoulder
J. Longbottom
Private Practice, St Neots, Cambridgeshire, UK
A. Green
Department of Physiotherapy and Dietetics, University of Coventry, Coventry, UK

Abstract
A single-system research design was employed in order to test the hypothesis that acupuncture
to a single traditional acupuncture point, Stomach (ST) 38 (Tiaokou), would be more effective
than exercises alone in increasing range of shoulder movement, and reducing pain and disability
in subjects suffering from primary idiopathic frozen shoulder (PIFS). Four female subjects who
fulfilled the inclusion criteria for PIFS were included in this study by self-selection, or general
practitioner or consultant referral. The subjects were randomly allocated to the protocols. Three
subjects adhered to a protocol of five phases involving an initial baseline phase, an exercise A
phase, an acupuncture intervention B phase, a further exercise A phase and a final acupuncture
intervention B phase (i.e. an ABAB research design). The design was reversed for the fourth
subject. These phases constituted the trial and comprised of a total of 20 treatments over a
period of 50 days. A second physiotherapist, who was blinded to the protocol received,
administered the Shoulder Pain and Disability Index before and after the trial, and performed
a baseline measurement assessment of active range of movement (AROM) of the affected and
unaffected shoulders using a fluid goniometer. The AROM measurements were undertaken on
four occasions during each ABAB phase for a total of 16 measurements. The research
physiotherapist conducted a post-trial exit interview. The results of the trial were graphically
presented and subjected to visual analysis. Subjects 1 and 2 demonstrated a reduction in pain
and disability, and some improvement in active shoulder elevation. Subjects 3 and 4
demonstrated no improvement in pain, disability or range of elevation. These results were
inconclusive, offering only limited evidence of the efficacy of the ST38 acupuncture point for
improving symptoms of pain, stiffness and functional impairment in patients suffering from
frozen shoulder.
Keywords: disability, frozen shoulder, pain, single-point acupuncture, Stomach 38 (Tiaokou).

Introduction
Patients presenting with pain, limitation of
movement and functional impairment of shoulCorrespondence: Jennie Longbottom MSc BSc MCSP
MBAcC, ALIED Limited, Parks Therapy Centre, 86
Cambridge Street, St Neots PE19 1PJ, UK (e-mail:
jennie@alied.co.uk).
 2009 Acupuncture Association of Chartered Physiotherapists

der movements are common in physiotherapy
and general practice (Stam 1994), and are often
grouped under the misconstrued, misused and
‘‘catch all’’ diagnosis of frozen shoulder (FS)
(Kessel & Bayley 1986). Grubbs (1993)
described this as a ‘‘diagnosis of exclusion’’, a
label only, merely serving to eliminate any other
form of shoulder pathology and not a true
diagnosis of the condition.
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There are a number of variations in terminology that add to the confusion, including FS
(Codman 1934), adhesive capsulitis (Neviaser
1945), periarthritis (Lippmann 1943) and periarticular adhesive fibrositis (Cailliet 1981). As
Owens-Burkhart (1991) suggested, ‘‘Confusion
in terminology reflects the confusion in the
definition, pathology, aetiology and management
of this clinical condition.’’
Primary idiopathic frozen shoulder (PIFS) is a
condition of unknown aetiology, with no significant findings in history, clinical examination or
radiological evidence that can explain the onset
of the condition (Grubbs 1993). It is said to be
uncommon (Owens-Burkhart 1991), accounting
for only 50 in every 935 shoulder referrals
(4.7%) (Sandor 2000). Secondary FS is associated with known previous trauma or systemic
disease, and is more common (Lundeberg 1969;
Nash & Hazelman 1989; Zuckerman et al. 1994;
Bunker 1997).
Codman (1934) was the first to define FS, but
this classification also involved the presence of
rotator cuff tendinitis and can no longer be
regarded as definitive. Neviaser (1945) identified
four pathological phases: pre-inflammatory,
inflammatory, adhesive and capsular fibrosis.
However, even in the presence of arthroscopic
evidence, debate and disagreement continue
regarding the presence (Codman 1934; Wiley
1991; Cuomo 1999) or absence of inflammation
(Cailliet 1981; Hannafin & Chiaia 2000). Debate
continues about the presence of adhesive,
collagen-type, fibrotic disease processes
(McLaughlin 1961; Sandor 2000) or the absence
of these pathological presentations (Tamai &
Yamato 1997). Availability and descriptions of
gross and microscopic pathology are sparse, and
are derived from observations and surgical biopsies representative of the later stages of FS (Emig
et al. 1995). Significant evidence supports the
hypothesis that the underlying pathological
changes involve synovial inflammation, as confirmed by electron microscopic evidence of capsular fibrosis, depending on the stages of the
disease (Kessel & Bayley 1986; Baslund et al.
1990; Cuomo 1999). Recent studies (Bulgen et al.
1982; Bunker & Anthony 1995; Hutchinson
et al. 1998) have supported the theory of histological presence of cytokines and fibroblasts intermingled with collagen type III fibres
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consistent with a Dupuytren’s-like disease. This
may account for the insidious onset of FS,
combined with the adhesive and fibrotic appearance of the capsule. These histological changes
appear to correlate with the clinical stages of the
disease, and it is essential to understand these in
order to facilitate clinical reasoning in determining the most appropriate treatment plan for the
appropriate disease process.
For the purposes of the present paper, the
classification of FS has been taken from
Zuckerman et al. (1994) in order to present a
uniform criterion for the condition under treatment. Patients present with unilateral pain that
has persisted for more than 4 weeks and disturbs
sleep. There is severe loss of glenohumeral
capsular range of movement (ROM), especially
elevation and lateral rotation (Noel et al. 2000).
There appear to be four distinct phases (Neviaser
1945; Bulgen et al. 1982; Owens-Burkhart 1991;
Wiley 1991; Hutchinson et al. 1998; Cuomo 1999;
Sandor 2000): pain and loss of extremes of ROM
in phases 1 and 2; gross loss of glenohumeral
range in phase 3; and a gradual improvement in
pain and ROM in phase 4. This condition has
been described as self-limiting, resolving within 2
(Grubbs 1993) to 4 years (Cyriax 1978); however, a recent retrospective study over 11 years
(Reeves 1975) revealed that at least 60% of the
62 patients observed still experienced some
restriction in movement and residual pain at the
end of the investigation.
The exact prevalence of FS is unknown and
remains controversial, ranging from two per 100
(Bunker 1997) to one per 1000 (Bunker &
Anthony 1995). The cumulative risk of at least
one episode is estimated at 2% (Kessel & Bayley
1986). There is evidence of a second shoulder
involvement in 6–17% of patients (Wright &
Haq 1976; Chard et al. 1991; DePalma 1991).
Frozen shoulder is most common between the
ages of 40 and 60 years (Codman 1934; Stam
1994), and its frequency in females slightly
exceeds that in males (Roach et al. 1991; Wiley
1991; Bunker 1997). This age range in females
corresponds with the perimenopausal years,
perhaps suggesting a subtle autoimmune
component to this syndrome (Wiley 1991).
Any central nervous system activation via
physical and psychological stresses may result in
immunity changes (Lieger & Sternberg 2007).
 2009 Acupuncture Association of Chartered Physiotherapists
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Activation of the hypothalamic–pituitary–adrenal
axis and sympathetic nervous system will affect
immunity primarily by the release of cortisol.
The sympathetic nervous system also modulates
the immune response through the spleen and
lymphatic system, along with the peripheral
nerve response through substance P, which will,
in turn, activate the pro-inflammatory cytokines
contributing to pain and fibrosis (Dickerson et al.
1998).
The primary reason for patients seeking help
during phases 1 and 2 of this condition is their
need for relief from acute nociceptive pain and
a reduction in functional impairment (Connolly
1998). Throughout phases 3 and 4, the pain
associated with FS is characteristic of chronic
pain (Koltzenburg 1999; O’Kane et al. 1999).
This may indicate a dysfunctional nociceptive
system with maladaptive central sensitivity, and
poses a greater challenge in therapeutic management (Fields 1987; Stern 1993; Johnson 1997;
Shu & Mendell 1999; Butler 2000). The clinical
management of FS remains difficult; the efficacy
of physiotherapy remains uncertain (Jeracitano
et al. 1992), and there is little convincing evidence
in support of surgical interventions (Cleland &
Durall 2002), such as manipulation under anaesthetic (Hustyn & Weiss 1993), corticosteroid
injection (Hill & Bogumill 1988), infiltration
brisement (Bulgen et al. 1984), open surgical
release (Fareed & Gallivan 1989) or arthroscopy
(Ozaki et al. 1989).
A number of therapeutic regimes for the
treatment of FS have been advocated, but none
has been proven successfully consistent (Grubbs
1993). The prime objective of treatment intervention is to achieve reduction in pain and
restore functional independence. Evidence for
the neurochemical basis of acupuncture analgesia
is undisputed (Han & Terenius 1982; Pomeranz
1996), and similarly, the release of hyperactivity
in traumatized muscles using trigger-point
acupuncture is further supported by evidence
(Travell & Simons 1995; Johnson 1997; Stux &
Hammerschlag 2001).
Considering the available evidence, an acupuncture approach to the management of pain
and restoration of ROM was considered to be a
clinically significant treatment option for subjects
with FS. The Stomach (ST) 38 (Tiaokou) acupuncture point is cited in many classical texts as
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expedient in the treatment of pain and stiffness
in the shoulder (Low 1987; Ellis 1994; Maciocia
1994; Birch & Ida 1998; Deadman et al. 1998).
The aim of the present study was to test the
efficacy of ST38 using a validated subjective
outcome measurement, the Shoulder Pain and
Disability Index (SPDI), and an objective ROM
measurement of shoulder elevation, the fluid
goniometer (FG). The null hypothesis states that
single-point acupuncture to ST38 will have no
significant effect on pain or disability in subjects
with frozen shoulder.

Subjects and methods
The present single-case-study research employed
an alternating ABAB treatment design in order
to compare treatments and allow the investigator
to examine the pattern of stability of performance over time. The order of treatments was
randomized in order of introduction: subjects
1–3 were allocated by the toss of a coin to the
baseline, B, A, B and A phases; and subject 4 was
allocated to the baseline, A, B, A and B phases.
The subjective outcome was measurement of
pain and disability using the SPDI. The objective
outcome measurement was ROM of shoulder
elevation using the FG. Four female subjects
who fulfilled the inclusion/exclusion criteria
(Ross 1995) took part in the trial following local
ethics committee approval.
Subjects
Four female subjects with mean age of 55 years
(range=49–68 years) were included in the study.
Inclusion criteria
The subjects were required to fulfil the criteria
for FS: an age range of 18–85 years; monolateral
shoulder pain for more than 6 weeks with no
neurological involvement; and functionally significant restriction of shoulder capsular motion.
The subjects were required to have no previous
history of surgery or shoulder injury, and no
associated pathological changes.
Exclusion criteria
The exclusion criteria included: any contraindications to acupuncture in accordance with
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Table 1. Intra-rater correlation coefficient (ICC): (95% CI) 95%
confidence interval*
One-way random effects model†
Measurement

95% CI for ICC

Single-measure ICC

Single rater

0.7778–0.9319

0.8753

*The degrees of freedom for the F-tests are 39 and 40. Test
value =0.
†People effect random.

(Bunker 1997). A subjective measurement of
pain and disability, the SPDI (Matsen et al. 1994),
was undertaken both pre- and post-trial, and four
measurements, consisting of active ROM
(AROM) and elevation on both shoulders, were
taken over 10 days during each phase in order to
predict future performance (Kazdin 1982).

Figure 1. Randomization of subjects with frozen
shoulder: (AROM) active range of movement; and
(SPDI) Shoulder Pain and Disability Index.

Acupuncture Association of Chartered Physiotherapists (AACP) guidelines; any history of
shoulder, neck or thoracic spinal trauma; and
accompanying system pathology. Hemiparesis on
the same side, previous steroid injection, congenital or psychiatric illnesses were also
excluded.
Randomization
The subjects were randomized and allocated to
the two arms of the trial (Fig. 1).
Baseline measurements
The baseline phase uncovered normal variations,
which may contribute to the fluctuations in pain
and ROM that are characteristic of the condition.
Appointment times were standardized in order
to attempt to reduce as much as possible the
time-of-day variables that appear to be characteristic of this condition, i.e. the problems being
worse in the morning, then easing until late
afternoon and becoming worse again at night
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Joint measurement
A physiotherapist who was blinded to the intervention assessed shoulder elevation. A standardized sitting position was identified to avoid
variations, which could have affected reliability
scores (Rothstein et al. 1983). A modified FG
(Riddle et al. 1987; Petherick et al. 1988; Rheault
et al. 1988; Rome & Cowieson 1996) was used to
enable the operator to easily perform repeated
measurements. An intra-rater correlation coefficient (Portney & Watkins 1993; Rome & Cowieson 1996) reliability test was undertaken (Table
1) that demonstrated a score of 0.88, indicating
good reliability (Portney & Watkins 1993).
B1 and B2 treatment phases
The subjects continued with the shoulder exercise programme and received four acupuncture
treatments at ST38, on the same side as the
affected shoulder, over a 10-day period. A single,
sterile needle with a copper-coiled handle and
introducer was used. Subjects were supine during
treatment, and the needle was introduced and
agitated in a clockwise direction until strong
de qi was achieved. Once de qi was present, the
subjects were asked to elevate the affected shoulder three to four times. The needle was left in situ
for a total of 30 min; de qi was reactivated every
10 min. The research physiotherapist left the
room whilst the needle was in situ to minimize
subject–therapist interaction, which could have
enhanced the effect of the treatment setting
 2009 Acupuncture Association of Chartered Physiotherapists
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(Kazdin 1982). The needle was removed in
accordance with safe practice guidelines
(Rothstein et al. 1983). Each subject attended a
separate room for ROM measurements with a
physiotherapist blinded to the treatment phase.
A1 and A2 exercise phases
The subjects received advice and management,
completed the home exercise programme twice a
day, and attended the clinic on four occasions
over a total of 10 days for measurement of
ROM of shoulder elevation with the second
physiotherapist.
The application of two intervention and withdrawal phases was performed in order to reduce
any confounding effects of history or coincidental chance events (Rome & Cowieson 1996). The
baseline measurement, followed by these four
phases, involving 20 attendances over a 50-day
period, constituted the trial.

Results
Range of movement
Analysis of the results for ROM was performed
by visual inspection represented in graphic format. The results relate to both affected and
unaffected shoulder ROM of elevation. The
purpose of presenting the unaffected shoulder
was to investigate any corresponding changes to
support or refute previous theories (Reeves
1975; Shaffer et al. 1992) that may be relevant
to future bilateral treatment approaches to
treatment (Fig. 2; Table 2).
Subject observations
Subject 1. Visual inspection of the graphic data
revealed improvement in movements of the
affected shoulder during the B intervention
phase, with ROM rising from 105 to 120. This
was carried over to the following A nonintervention phase, with ROM increasing to
140. However, at this point, ROM dropped to
120 after the patient had experienced enormous
pain relief and had started decorating. The final
A intervention phase demonstrated a stable
ROM of 120, giving an overall trial improvement of 40. The SPDI recorded a drop in the
pain score from 72 pre-trial to 38 post-trial, and
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a drop in the disability score from 71 pre-trial to
57 post-trial, but this cannot be attributed to the
intervention phase.
Subject 2. This subject demonstrated a ROM loss
during the B intervention phase from 65 to 38.
She experienced strong de qi and became very
anxious about the intervention. Interestingly, a
fall in the unaffected ROM was noted from 160
to 125, which could have been attributed to
overall anxiety and activation of the sympathetic
nervous system as a result of the needle intervention. The following B intervention phase
merely reflected a small improvement in ROM
from 68 to 80, but she was tolerating acupuncture by then. This subject achieved an overall
trial improvement in ROM of 40 with a corresponding fall in the SPDI pain score from 69 to
27, but there was no improvement in the disability score, which actually increased from 53
to 61.
Subject 3. The subject demonstrated an unstable
baseline and, ideally, this phase should have been
continued until stability could be demonstrated
(Kazdin 1982), but time constraints prevented
this. A small increase during the B intervention
phase from 110 to 115 was noted, and this was
mirrored in the unaffected arm. Overall changes
in trial ROM were too small to be significant
(from 95 to 115), and indeed, the subject’s
SPDI pain score rose from 86 to 100 whilst her
disability score fell from 82 to 65, which she
attributed to better sleep rather than functional
improvement.
Subject 4. Overall trial ROM was poor for this
subject, with only a 12  improvement, and again,
SPDI pain scores rose from 69 to 80 in conjunction with a disability score that increased from 60
to 65. The researcher had some suspicions that
she had a more complex pathology than the
other subjects, and a post-trial scan revealed
osteoporosis of the humeral head.
Summary
All four subjects fell into the mean age range for
PIFS (Neviaser 1945), which is consistent with
the perimenopausal years, and thus, the question
arises: do hormonal changes somehow influence
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Figure 2. Shoulder elevation in subjects with frozen shoulder: (a) subject 1; (b) subject 2; (c) subject 3; and (d) subject 4.
Key: (d) affected arm; and ( ) unaffected arm.

or trigger this condition, or determine an individual response to a biological trigger? The
literature search failed to uncover any significant work in this area and may warrant further
investigation. Both subjects 2 and 3 experienced
strong de qi and were unable to tolerate sustained sensation, which is thought by some
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Table 2. Shoulder Pain and Disability Index summary
Pain

Disability

Subject

Pre-trial

Post-trial

Pre-trial

Post-trial

1
2
3
4

72
69
86
69

38
27
100
80

71
53
82
60

57
61
65
66
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authors (Low 1987; Maciocia 1994) to be necessary when treating FS. This may have prevented
any sustained therapeutic effect, although this
remains a subject of contentious debate.
Each of the subjects had associated fluctuations in the unaffected shoulder (Fig. 2), in
keeping with the findings of other researchers
(Shaffer et al. 1992; O’Kane et al. 1999), but all
unaffected shoulders were asymptomatic. This
may further reinforce theories suggesting that FS
may have a greater systemic involvement or
centralized pain reinforcing mechanisms (Bunker
1997; Omari & Bunker 2001; Smith et al. 2001),
indicating that treatment may extend beyond the
joint involvement.

Discussion
The fluctuating symptomatology caused by the
different phases of FS, combined with subjects’
individuality of response to acupuncture treatment, led the present researchers to investigate
the effect of single-point acupuncture using a
single-system research design (SSRD). This
approach lends itself to investigations of interventions and variations in treatment conditions
for the same subject (Barlow & Hersen 1984;
Ottenbacher & York 1984). The SSRD was also
chosen to accommodate the constraints of subject availability. The results show that, within the
constraints of the methodology of the present
study, the alternative hypothesis must be rejected
and the null hypothesis supported. Acupuncture
intervention to ST38 (Tiaokou) brought about
little improvement in ROM, pain or disability in
subjects with FS.
The results of the present study demonstrate
huge variations in pain, ROM and disability
scores, both within and between subjects, making it difficult to draw significant conclusions
about the effect of the intervention. Pathophysiological evidence (Bunker et al. 2000) suggests that biochemical agents, such as cytokines,
act as persistent stimuli and irritants to scar
tissue, blocking the natural course of modelling
and repair. This may offer some explanation of
intra- and inter-subject variation, as well as the
therapeutic outcomes that indicate poor resolution of the condition, including the weak results
achieved in other physiotherapeutic management
approaches (Feine & Lund 1997), and may well
 2009 Acupuncture Association of Chartered Physiotherapists

serve to indicate that FS is indeed unresponsive
to conservative treatment (Bunker et al. 2000).
Subjects 1 and 2 demonstrated a 40%
improvement in pain, whilst subjects 2 and 3
demonstrated no pain improvement; indeed,
these pain scales deteriorated. Improvements in
assessing the quality of pain during the different
trial phases could have been made to the present
study by recording SPDI scores at each phase,
and not merely pre- and post-trial. This would
have demonstrated changes between the intervention stages and any improvements during
phase B could only have been attributed to the
acupuncture intervention, although it could be
argued that this would have increased testing
effects. Greater credence could have been
afforded to the SPDI if parallel recordings on
drug intake had supported it. The graphical
analysis prevented the researcher from wholly
excluding a natural progression or deterioration
in the course of the condition.
Subjects 1, 2 and 4 reported a warming sensation over the anterior aspect of the shoulder
when de qi was achieved at ST38. Because the
Stomach meridian crosses the shoulder,
ST38 may be influential in opening the meridian
and enhancing circulation by the release of
vasodilatory substances (Jeracitano et al. 1992).
The present study found wide fluctuations in
ROM measurements throughout all treatment
phases, which further supports the null hypothesis. What has been demonstrated is that parallel
fluctuations occur within the unaffected shoulder. This poses the following question: should
acupuncture needling be better directed towards
a bilateral approach in order to accommodate the
central descending inhibitory effects that are
necessary to affect this chronic pain pattern
(Munglani 1999)?
The present study was confined to four female
subjects; any further research should be directed
towards comparisons between male and female
ROM and pain scores. It has been suggested that
there is a gender difference in response to
chronic disease (Charmaz 1995), and also with
regard to responses to conservative treatment of
FS (Hannafin & Chiaia 2000). In keeping with
previous research (Shaffer et al. 1992), fluctuating
disability score results were recorded, and these
demonstrated no objective association between
functional limitation and measurable restriction
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of movement. Greater severity of restriction
of movement, as was the case in subject 2,
often demonstrates significant functional loss or
disability.
The present study may be criticized for its
small sample size, which may be regarded as
insufficient to extrapolate the generalizations that
the author has inferred from the data obtained,
and therefore, the research may be regarded as
having a flawed methodology. However, this
SSRD may offer some contribution to our
understanding of the theoretical mechanisms
underlying acupuncture intervention for FS,
especially in unravelling those relating to the
systemic maintenance of chronic pain, and
thereby, could offer some evidence that is
theoretically, if not statistically, generalizable.
There are a number of confounding variables
that may have influenced the results. The subjects were not blinded, and this may well have
influenced the outcomes. Such an effect could
have been reduced by the introduction of a
placebo phase (phase C), in order to offer a
comparison between the acupuncture, exercise
and non-intervention phases, using a placebo
needle, mock transcutaneous electrical nerve
stimulation or sham acupuncture. Furthermore,
there was no account of the subjects’ activities of
daily living, which might have produced valuable
data, and no description was given regarding
patient compliance with the exercise programme.
Each subject appeared to be at a different
stage of the condition, which may have been
critical in determining appropriate treatment in
terms of both acupuncture and physiotherapy
management; this may have dramatically affected
the treatment outcome and warrants further
investigation.

Conclusions
The present study is the only trial to date that has
investigated the effects of acupuncture to empirical point ST38 using validated outcome measurements. As such, it must be regarded as a baseline
for further extensive studies using a doubleblind, sham-controlled, longitudinal trial with a
larger subject group. Further work is required to
investigate the current medical/acupuncture
management of FS, with subjects allocated to
matched groups at different phases of the con44

dition. This further study is needed to facilitate
improved therapeutic management, appropriate
treatment intervention and outcome potential.
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Abstract
Continuing professional development is an essential component of the physiotherapy profession. The relevance of Master’s-level education to the developing professional role, whether
within the National Health Service or private practice, is a matter that is open for discussion,
and various factors such as personal preference, financial constraints, relevance to work
opportunities and social commitments must be considered. Within practice, it may pose many
more questions and add burdens to an already demanding workload: issues pertaining to
time-management skills, relevance to clinical practice and impact on client base are all
paramount. This paper seeks to present both objective and subjective standpoints by describing
the research evidence that supports Master’s-level study and encapsulating some reflective
analysis of the author’s personal experience during the period of Master’s study, whilst engaged
in full-time practice. The commentary is presented in order to provide the ‘‘pondering
physiotherapist’’ with the best available evidence in order to assist future decision-making. It by
no means covers all aspects of the advantages and disadvantages of taking a Master’s degree, but
merely offers a superficial account of the process under discussion.
Keywords: continuing professional development, evidence base, Master’s degree, physiotherapy,
professional status.

Introduction
‘‘It is not the experience itself that leads to the
development of expertise; it is rather the
meaningful interpretation of it.’’ (Beatty 1996)
Physiotherapy emerged as a profession only a
century ago and has a fragile research evidence
base. It has been subjected to decades of criticism for its underutilization of research, and as a
profession employing treatment techniques that
lack scientific support and rigour (Turner 2001).
In 1990, evidence-based (EB) practice (EBP)
emerged as a new paradigm in healthcare and
health education. The Cochrane Collaboration
and the Department of Health (DH) Research
and Development initiative promoted the use of
EB interventions amongst all healthcare profesCorrespondence: Jennie Longbottom MSc BSc MCSP
MBAcC, ALIED Limited, Parks Therapy Centre, 86
Cambridge Street, St Neots PE19 1PJ, UK (e-mail:
jennie@alied.co.uk).
 2009 Acupuncture Association of Chartered Physiotherapists

sionals. Despite this initiative, the results of
various studies have consistently indicated that
many physiotherapy clinicians remain unaware of
the extent and nature of published research
evidence. The assimilation and utilization of
research literature among physiotherapists is
limited, with the exception of those who have
studied to Master’s and higher degrees. There is
sparse journal provision, and poor access to
journal clubs (JCs) and research databases within
both the National Health Service (NHS) and
private practice (PP). The major factors influencing clinical decision-making were found to be
prior experience and peer opinion rather than
research and evidence. The quality and type of
documentation, and the use of validated outcome measurements, clinical audit and reflective
EBP were found to be inadequate (Turner 2001).
Evidence-based practice is defined as the integration of individual clinical expertise with the
explicit and judicious use of current best external
evidence when making decisions concerning
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patient care (Sackett et al. 1996). The EB process
is modelled on the concept that an identified
clinical problem becomes a question to be
answered by the systematic location and
appraisal of relevant research literature, which
forms the basis for the clinical decisions required to solve the problem. ‘‘EBM [evidencebased medicine] is crucial to the survival of the
profession’’ (MacIntyre et al. 1999).
Continuing professional development (CPD)
and continuing professional training (CPT) have
become progressively more important amongst
individuals, employers, service users, stakeholders and professional organizations. With the
increasing demand for accountability, competitiveness, flexibility, and a skilled and competent
workforce, there is a need for effective CPD
(O’Sullivan 2003). Paralleling this has been the
development of specialization in clinical practice
(Rushton & Lindsay 2007, 2008), commitment
to lifelong learning (Glover et al. 2008), demand
for EB interventions (McGlynn & Cott 2007)
and the rise of extended scope practitioners
(Kersten et al. 2007), to name but a few.
Whilst the increasing opportunities for physiotherapists to engage in Master’s-level learning are
supported by the profession, there are perceived
problems in accessing professionally relevant
programmes and demonstrating the full benefits
to individual practice of this form of high-level
study (Gosling 1999). It has become increasingly
important for professional bodies to demonstrate that they have a strategic policy and
effective structure for CPD in order that members maintain their skills and competence, and
are able to respond to a demanding and changing
work environment. All professions need to be
able to respond to the Government’s agenda for
lifelong learning (DEE 1998) in order to provide
assurance to the public that professions are
accountable, efficient and effective (Wood 1994;
Rapkins 1996; Woodward 1996). There is agreement that their initial education is not sufficient
to equip individual professionals with the knowledge and skills needed for a lifetime’s employment (O’Sullivan 2003). The rate at which
current knowledge becomes out of date highlights the growing ‘‘competence gap’’ that widens
in the years following the end of formal education, thus requiring individuals to make adequate
provision for updating knowledge through CPD
48

and CPT (Grant 1992; Watkins et al. 1992;
Haines 1997; Spalding et al. 1999; Cervero 2001;
DAE 2008). Continuing professional development is the maintenance and enhancement of the
knowledge, expertise and competence of professionals through their careers according to a plan
formulated with regard to the needs of the
professional, the employer and society (Madden
& Mitchell 1993).
There is a requirement for increased flexibility,
support and recognition of this level of learning
that is achieved through, and increasingly
demanded by, professional practice. In the context of most physiotherapy practice, this process
is ad hoc: it lacks structure, focus and systematic
planning, and is inconsistently and inequitably
funded. The quantity and range of learning
activities, and the effort applied by physiotherapists to learning and development are
undoubtedly increasing; however, with this
increase an ever-present ‘‘guilt culture’’ is also
increasingly associated with committing time for
CPD. Combined with this is a perceived lack of
value of work-based informal learning by practitioners and managers, resulting in the fact that
CPD is not effectively integrated into practice.
Many physiotherapists have not fully engaged in
the CPD process, which would enable them to
reach the status of independent learners, and
therefore, require greater support than is currently available to empower those practitioners
to be more effective (O’Sullivan 2003).
Formal requirements for CPD obligate physiotherapists to submit evidence of CPD in order to
maintain statutory registration; therefore, we
must develop more-effective strategies for planning, structuring, implementing, supporting,
monitoring and evaluating CPD for the sake of
the profession (O’Sullivan 2003).
The following questions have to be asked:
+ Will we see the Health Professions Council or
a Government of the future demanding a
higher level of academic qualification to
remain in clinical practice?
+ Will we see insurance company reimbursement fees becoming dependent on this level
of academic interaction and on EB reporting
using validated outcome measurements?
+ Will we see promotion to higher grades in
physiotherapy to be totally guided by academic achievement at higher degree status?
 2009 Acupuncture Association of Chartered Physiotherapists
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+ Will those engaged in medicolegal specialized
fields require a Master’s level of competence
in order to compete or remain within this area
of specialization, as the present author hopes?
These are pertinent questions that physiotherapists must be prepared to embrace for
the future development of the profession and
individual competency.
Evidence-based practice is now the standard
used to define ‘‘best practice’’ in the UK healthcare system. The consistent use of EB care
results in improved client outcomes, decreased
resources used, and improved quality of life and
activities of daily living (Adams & Titler 2007).
Healthcare services, whether public or private,
expect that the services that are bought are based
upon the best available evidence. This requires
commitment to maintaining up-to-date education from those delivering the service. Since
2001, physiotherapists’ attitudes to applying
research evidence to clinical practice have been
surveyed around the world. The results demonstrate constant barriers, such as a lack of time,
skills and organizational support, and CPD having a low priority compared to treating patients
(Metcalf et al. 2000, 2001; Barnard & Wiles 2001;
Jette et al. 2003; Palfreyman et al. 2003). In an
Australian study, Grimmer-Somers et al. (2007)
identified a considerable disparity in respondents
attitudes regarding research and research uptake.
The key reasons underpinning respondents’
discouragement from undertaking research were:
+ lack of time;
+ lack of specific, adequate research training
and understanding;
+ lack of practical assistance;
+ lack of recognition of effort; and
+ isolation from peer support and literature
sources (a main complaint within PP physiotherapists undertaking Master’s study).
With this criticism aimed at the profession, it
is necessary to see what evidence has been
produced to reveal whether physiotherapists are
indeed acting upon EBP and what steps are
being undertaken to address any shortfalls within
this model.

Literature review
Professional journals are acknowledged as crucial
sources of EB information relevant to physio 2009 Acupuncture Association of Chartered Physiotherapists

therapy practice (Robertson 1995), providing reports of results, the implementation of
clinically tested findings and the incorporation of
this knowledge into practice to improve patient
care ultimately (Rothstein 1990a). Assimilation
ensures that physiotherapists remain current and
scientific (Rothstein 1990b). Tables 1–3 outline
the results of relevant studies. Greater emphasis
is required on: educating clinicians about
efficiently reading and appraising research; providing simpler and time-effective links to appropriate research literature; supplying incentives for
clinicians, especially those in PP, to become
involved; and ensuring that research is robust
and relevant to the development of clinical
practice. We need to foster a culture of research;
we need to report research findings, however
small, in terms of clinical relevance, and utility
and applicability to clinical use and professional
enhancement.
Although the studies described in Tables 1–3
merely report a sample snapshot of practice over
the past decade, there is undoubtedly consistency
and coherence in the results. The findings indicate that the profession is somewhat deficient in:
+ research readership;
+ use of scientific method; and
+ validated outcome measurement.
However, there were positive elements to this
research, and as such, these studies must be
viewed as benchmarks for the future development of the profession. The four main factors
that most strongly influenced treatment technique selection to emerge from this research are:
(1) Education:
(a) initial training;
(b) specialized courses; and
(c) peer suggestion and experience.
(2) The assimilation and implementation of
research literature amongst physiotherapists
is limited; readership is wider amongst new
graduates, and the assimilation and utilization of research is greater amongst physiotherapists with a higher degree of
educational experience.
(3) Journal provision and the prevalence of JCs,
particularly EB JCs within physiotherapy
departments, are low, but when present,
these are associated with enthusiasm and
promotion of research utilization.
49

Becoming a Master
Table 1. Journal readership, provision and clubs: (PT) physiotherapist/physiotherapy; (NHS) National Health Service; (AJP) Australian
Journal of Physiotherapy; (CSP) Chartered Society of Physiotherapy; (RR) response rate; (JC) journal club; and (EBP) evidence-based practice
Study

Country

Methods and measures

Outcomes and conclusions

Bohannon (1990)

USA

Telephone interviews
with practising PTs
(n=27);
accessed material
relevant to practice

Chief source of information
‘‘other colleagues’’;
90% reported reading books
and journals;
unaware of accessing databases

Turner & Whitfield
(1996)

UK

Postal questionnaire
survey of NHS staff
(n=180);
56% providing clinical
education

Reading confined chiefly to
Physiotherapy and newsletters;
limited readership of other
journals;
more extensive readership
amongst new graduates

Turner & Whitfield
(1997a)

Australia

Hospital staff
(n=141);
99% graduates;
59% providing clinical
education

High readership of the AJP;
90% read other journals;
infrequent but widespread
readership of other medical
journals;
readership greatest among
those enrolled on higher
degree courses

Turner & Mjolne
(2001)

UK and
Australia

Postal questionnaire
survey of PT managers
in NHS/state facilities;
Australia: n=83,
RR=55%;
UK: n=93, RR=62%

Journal provision rare other
than via the CSP and PT
association;
JC: 42% (UK), 18% (Australia);
problem-based (EBP) format
in <35% of JCs

(4) Proforma documents apparently promote
more consistent and scientific documentation of treatment outcomes.
The results from this research may appear negative, but let us now return to the twenty-first
century and the original question posed by the
present author: studying for a Master’s . . . what’s
in it for me?
The profession has established that a sound
knowledge base is required to underpin practice:
as the twenty-first century progresses, physiotherapists will find themselves under increasing
pressure to justify their contribution to healthcare. Within PP, an increasing level of clinical
evidence will be required to justify interventions,
and as with any commercial enterprise, we may
find that private insurance fees will be based
upon this evidence. Government policy will no
doubt have a direct bearing on these factors,
since we will all have to be accountable. The
roles that the Chartered Society of Physiotherapy
(CSP), specific interest groups (SIGs), clinical
interest groups (CIGs) and specialized training
courses must play will be as facilitators of change
and development in order to support, lead and
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enhance the expansion of extended scope of
practice roles, consultant physiotherapists, and
clinical expertise within the NHS and PP (Bury
1997).
Stathopoulos & Harrison (2003) explored
physiotherapists’ perspectives on the experience
of undertaking study at Master’s level and the
impact of this process on specific areas of their
professional lives. A focus group interview was
undertaken, and the results were transcribed and
subjected to thematic analysis. The authors
found that undertaking Master’s-level study had
an immense impact on the participants of the
study and described the following positive
results:
(1)
(2)
(3)
(4)
(5)

enhanced career progression;
development of clinical practice;
acquisition of higher skills and knowledge;
increased confidence;
adoption of positive attitudes towards
change; and
(6) opening of career opportunities and options.
It has been suggested that postgraduate academic
courses enhance: knowledge of the professional
 2009 Acupuncture Association of Chartered Physiotherapists
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Table 2. Utilization of journal literature and techniques used (Turner 2001): (PT) physiotherapist; (ET) electrotherapy; (RR) response rate;
(EPA) electrophysical agent; (Rx) treatment; (US) ultrasound; (IF) interferential; (TENS) transcutaneous electrical nerve stimulation; (PRC)
practice-related course; and (VAS) Visual Analogue Scale
Study

Country

Methods and measures

Outcomes and conclusions

Turner & Whitfield
(1997a)

UK and
Australia

Postal questionnaire
survey of hospital PTs;
Australia: 99% graduates,
n=141, RR=59%;
UK: 27% graduates,
n=180, RR=56%;
reasons taken from
list of 10, including
open category

No cross-country differences;
initial training;
prior experience;
training course;
colleague’s suggestion;
research literature ranked
seventh;
practice based on anecdotal
evidence and training rather
than evidence

Turner & Whitfield
(1999)

UK and
Australia

As above;
reasons for using specific
techniques were ranked
as a percentage of the
total response;
techniques were grouped
according to movement,
manipulation, ET etc.

Original training;
prior experience;
manipulation and neurology
techniques=special course
and experience;
journal literature limited
for all techniques;
role of education crucial

Robertson & Spurrit
(1998)

Australia

Questionnaire survey of
160 facilities (RR=78%);
providing undergraduate
clinical education;
availability, use and
reasons for EPA agents
established

EPA techniques used by <50%
respondents in 50% of all Rx
(US, hotpacks, IF, TENS most
commonly used);
ease;
effects;
availability;
research indicated by <8%

Carr et al. (1994)

Australia

Postal questionnaire
survey of neurology
special interest group
members (n=240,
RR=72%);
choices of factors
influencing Rx and
theoretical bases for
choice of Rx for
stroke determined

Ranked reasons for choice of
Rx;
prior experience;
PRC;
colleagues’ influence;
professional and research
literature=23%
limited theoretical basis for Rx;
clinician unaware of recent
advances in research and
knowledge

Turner & Whitfield
(1997b)

UK

Postal questionnaire
survey of the extent
and type of techniques
used by NHS PTs
(n=232, RR=61%);
frequency and technique
scaled via 10-cm VAS;
multidimensional
scaling used on data to
identify topologies

Exercise therapy used
frequently by 93%;
widespread frequent use of
most ET techniques;
use of ET and manipulative
techniques in combination
emerged;
three main practice
specialisms (topographies)
identified

field; development of generic academic
attributes, including critical judgement and analytical skills; and expansion of research skills
(Beeston et al. 1998). However, few studies have
taken the stance of the users when looking at the
evidence for Master’s study. Stathopoulos &
Harrison (2003) found that such learning had a
profound multidimensional impact on participants, which was articulated as ‘‘life-changing’’ and
 2009 Acupuncture Association of Chartered Physiotherapists

‘‘career-changing’’, with particular reference to the
enhancement of the subjects’ clinical practice.
Participants reported ‘‘a massive positive change’’
that impacted on other areas such a family and
social life (Stathopoulos & Harrison 2003).
+ critical analysis;
+ communication and research skills;
+ the ability to deal with complex situations in
the workplace; and
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Table 3. Scientific method and documentation (Turner 2001): (PT) physiotherapist; (Rx) treatment; (ROM) range of movement; (TKR)
total knee replacement; (LBP) low back pain; (ET) electrotherapy; and (RR) response rate
Study

Country

Methods and measures

Outcomes and conclusions

Turner & Whitfield
(1996)

UK

Audit of PT Rx records
(n=1010) to evaluate
the type and quality of
pain assessment and
recording;
audit questionnaire
(checklist used)

Initial assessment present in
92%, recorded reassessment
absent in 27%;
descriptive methods used in
80%;
quantified methods more likely
in outpatients;
standard documented
requirements absent from a
large proportion of records

Turner & Whitfield
(1996)

UK

PT Rx recorded and
and audited using
checklists (n=1254);
evaluated extent and type
of recording for ROM
and muscle strength;
effectiveness of
preoperative exercises
for TKR;
recorded effectiveness
and type of intervention
for LBP

Poor quality and consistency
of documented evidence of Rx
outcomes in 70% of cases;
failure to follow published
standards by a large proportion
of PTs;
impossible to determine the
effectiveness of the
intervention;
documentation standards
better when proformas used;
level and type of measures
used were descriptive in
25–80% of cases;
confirmed combined use of ET
and manipulative techniques;
high use of exercise therapy

Chesson et al. (1996)

UK

Postal survey of PT
departments
(n=108, RR=74%)
to determine the extent
and type of use of
outcome measurements

Outcome measurements used in
<40% of departments;
standard measures used in 24%
of cases

+ a strategic approach to the development of
clinical and organizational practice.
Participants had developed a deep lifelong
approach towards learning, constantly questioning their own and others’ practice. They had
become self-directed and self-motivated in developing and achieving best practice. One particularly important factor was that subjects identified
the Master’s route as a milestone in developing
their skills, despite extensive prior working
experience. Their increased confidence and credibility – in their own view and that of other
professionals – provided a catalyst for increased
personal well-being that became essential in the
light of recent changes in Government policy
enhancing role development and expansion with
other professionals (DH 1997, 1998, 2000a, b),
which appears to have increased the uncertainty
of the role of physiotherapists in the future
workplace (Stathopoulos & Harrison 2003).
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Some subjects reported a ‘‘loss of faith’’ in the
physiotherapy profession prior to undertaking
Master’s study. The degree helped them to regain
some of their faith; however, these participants
viewed the profession as ‘‘[u]rgently requiring change in order to survive’’. The Master’s
programme not only made them aware of this
need for change, but demonstrated the necessity
of their active contribution towards this change.
Stathopoulos & Harrison (2003) revealed the
immense impact that Master’s-level study had on
the participants. The subjects developed their
expertise, achieved of a level of practice well
above that of basic competence and proficiency, and used their new skills to teach and
mentor both patients and other professionals
(Stathopoulos & Harrison 2003).
Finally, participants reported enhancement of
specific skills, such as EBP and expert reasoning that directly enhanced clinical practice.
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Participants in this study wished to remain in
clinical practice in order to develop these skills
incorporating further research and teaching
within their clinical role. This is inconsistent with
the research of Beeston et al. (1998), which
suggested that Master’s education formed a path
for individuals to leave clinical practice, and
move towards research, education and management posts. The message to stakeholders with
respect to the new expertise of the highly qualified clinicians seems clear: ‘‘Use fully the newly
acquired skills of physiotherapy Master’s graduates, or lose them to another more rewarding
environment’’ (Stathopoulos & Harrison 2003).
Within the field of sports medicine (a very
topical issue in the light of Great Britain’s recent
achievements in the 2008 Beijing Olympics),
sports physiotherapy (SP) standards have been
developed from the foundation of the competencies previously adopted by the International
Federation of Sports Physiotherapy, providing
specific descriptions of SP practice at a Master’s
level. These descriptions are essential for professional recognition, quality assurance mechanisms and the development of career pathways for
SP (Bulley & Donaghy 2005). Sports physiotherapy has emerged as a prominent specialization
in physiotherapy: as sport has developed over the
past century, it has become essential to provide
descriptions of the capabilities demonstrated by
physiotherapy professionals who care for sports
professionals. The development of expertise at
Master’s level allows sports physiotherapists to
promote their profession, their practice, and to
gain recognition from the level of multidisciplinary practice to the level of policy development,
both nationally and internationally (Bulley &
Donaghy 2005). The achievements of SP work at
Master’s level include the provision of quality
assurance mechanisms, effective professional behaviours integrating specific knowledge and skills,
and the minimum level of capability expected of
the profession. These standards are:
(1) Foundation knowledge:
(a) Scientific knowledge relating to pathology and tissue healing, and the effects
of one on the other.
(2) Critique and synthesis:
(a) The ability to critique current research
relating to rehabilitation, making judge 2009 Acupuncture Association of Chartered Physiotherapists

(3)

(4)

(5)

(6)

ments regarding credibility and its
assimilation into practice.
(b) The ability to assimilate critical of
information gained in different learning
environments, such as accredited and
non-accredited courses.
Information collection:
(a) The ability to solve problems and arrive
at the most appropriate course of
action.
Action/intervention:
(a) To design specific exercise plans and
integrate EB techniques within a lifelong learning paradigm.
(b) To develop communication standards
between the multidisciplinary team and
the athlete.
Creativity:
(a) The development of independence
within reflective practice, analysis and
problem-solving, with the appropriate
integration of new information into the
decision-making process.
Research:
(a) To become engaged in research that
has national and international credibility, and significant translation into clinical practice for the benefit of the
patient and the profession.

The development of SP competencies and standards are not confined to this subject area, but
may be transferable to other specialized fields
both within and outside the physiotherapy profession. The development of such a framework
should be considered by all SIGs and CIGs of
the CSP.
In 2003, the Acupuncture Association of
Chartered Physiotherapists (AACP) developed
the Education and Training Framework in order
to maintain standards of teaching, education,
knowledge and skills in acupuncture education.
This process had a twofold purpose:
+ to lift the standards of acupuncture training
by incorporating clinical reasoning, evidence
base and critical appraisal into the course
framework; and
+ as a means of protecting the professional
status of physiotherapists using acupuncture
during the forthcoming statutory state regulation of the acupuncture profession.
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In 2008, the AACP progressed the accreditation of Foundation Acupuncture Training
to Master’s level as a means of maintaining
an EB framework for foundation courses,
thus facilitating professional development, and
promoting acupuncture as an established and
accepted method of treatment when incorporated into an EB framework. The reasoning
behind this is to support physiotherapists to
undertake small, good-quality, robust research
and, thus, nurture the scientific evidence for
acupuncture intervention within physiotherapy
management.
Whyte et al. (2000) undertook a 10-year
follow-up study of nursing profession Master’s
graduates at the University of Edinburgh, Edinburgh, UK. The findings clearly indicated that
the possession of an MSc degree opened up job
opportunities, and that the process of study at
this higher level was relevant to clinical practice
and management, education, and further
research. The perceived enhancement of clinical
practice was considered highly significant, as
were the sense of personal achievement and
satisfaction, the acquisition of academic skills,
and the reward of Master’s status (Whyte et al.
2000). Although this study was undertaken
within the nursing profession, many of the
findings were mirrored by that of the physiotherapy profession carried out by Stathopoulos
& Harrison (2003).
These studies demonstrate that the Master’s
programme presents the student with a broad
range of contextually transferable academic and
professional skills, and must not be underestimated if the physiotherapy profession is to
meet the demands of the diverse professional
roles of future healthcare. Such programmes
offer huge benefits to the professional, the
profession and the patient, as well as to fellow
members of the multidisciplinary team and
relevant stakeholders.

Discussion
So . . . what are the disadvantages?
Studying at Master’s level should not be
undertaken lightly because there are a number of
factors that may have an impact not only on the
personal life of the student, but also on family,
business, friendships, and interpersonal and
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interprofessional relationships. The pathway is
not always paved.
There are a number of issues to take into
account, but only a few will be highlighted in the
present paper.
Choosing the course
The course of study must be relevant to the
needs of the student, both clinically and professionally. This has huge relevance within PP,
where workload and conditions treated may vary,
and available time is precious. Studying for a
Master’s qualification that has little relevance to
clinical practice, business development or personal satisfaction will be doomed to failure. It is
essential that the course chosen is something that
the physiotherapist has an interest in developing
and will provide a tangible reward in terms of
practice development.
Time management
The hours spent on a Master’s degree can be
long and solitary: peer support may be difficult to
gain within PP since time is precious and more
often spent with patients. This may result in
studying at the beginning or end of a working
day, or becoming very organized and selfish with
study leave. For single-handed practitioners, this
is often difficult to balance because time off is
frequently spent on practice management issues.
Adding study time to this can be fraught; however, it can and must be undertaken in order to
assimilate the volume of work, meet assignment
deadlines, and reap the full rewards of immersion
in the teaching and learning process.
Family commitments
As with any long-term commitment, there is no
right or wrong time to study at Master’s level.
However, there are better times to choose: this
might be after children have completed their
secondary education, giving you more freedom
to develop your own personal and professional
career pathway. For others, studying may be best
when children are younger and their needs/
demands on a parent’s time may be more flexible. Whatever the family commitment, support
is essential to the sanity of all members of the
family! Encouragement comes in many forms,
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but it does need to be available, especially when
assignments are difficult, late or just impossible, a
queue has developed for computer access, and
the school play takes precedence. All these things
are sent to try and test us, and all are capable of
being attended to with patience and tolerance.
Cost implications
Contrary to popular belief, those engaged in PP
work very long hours for moderate financial
rewards. These rewards are prone to fluctuation
depending on a variety of factors, such as the
economic climate, patient demand, practice overhead costs and personal financial commitments.
The cost of studying at Master’s level differs, and
carries as much variety in costs as is in style and
content. Course fees can range from just over
£5000 to £15 000 or even higher for some
management and highly specialized courses.
Higher fees tend to be charged for specialist
courses or for courses from universities with a
particularly good reputation: if you are deciding
between different courses with different fees,
think about what you are actually paying for and
whether it is worth paying extra for a specialist
course, or for the name of the university on your
curriculum vitae. This has to be adequately
budgeted via income from the practice because
reimbursement of fees is rare in PP. Although all
expenses, including books, study equipment and
travel, are tax deductible, costs mount when
relevant books are not available in university
libraries and need to be purchased, and when
ordering specialized papers (although these are
heavily subsidized by the university, an average
of between four and six papers are read every
week during Master’s-level study according to
the present author’s own anecdotal, personal
experience!). Staying at, or travelling to and
from, the campus has become expensive, and
may influence your choice of university rather
than the appropriateness of the course.
If you are required to extract the relevant
science from peer-reviewed journals, this may
mean that you have to subscribe to these publications: if the queue for the computer is too
long, you may be better to have your own copies.
All these extraneous factors gradually mount up
and cannot always be foreseen, but should be
considered in budget planning.
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Lack of familiarity with studying
Lack of familiarity with the content and context
of Master’s-level study can be daunting, and may
seriously challenge confidence and self-assurance
(even to those of us who appear to have more
than our fair share). Many of these earlier fears
are dispelled once the learning and teaching
strategies employed by tutors of higher-level
degree courses are implemented. The emphasis is
on self-directed learning, unlike studying at
undergraduate level, but self-direction needs to
be fostered by the assimilation and systemic
utilization of searching strategies. These strategies must be taught well at Master’s level, along
with the methodology and critique of the available research, because these are essential skills
for effective self-directed learning. As with any
commodity, the student is the customer, and if
these essential skills fall short of the required
standards, students must be prepared to have
these issues addressed in order to achieve best
practice from their study.
Undertaking the research
The pathway to producing the Master’s dissertation required for the successful completion of
the course is perhaps one of the most daunting
hurdles to overcome. A research dissertation is
totally self-directed, but you will get aid from
your dissertation supervisor and it really is essential to get the best. Supervisors come in all
shapes and sizes, and have many different mannerisms, but over 40 weeks, you are going to
have to live and breathe together; therefore, you
must get on with each other. Look for characteristics that assure you that you can work
together:
+ a sense of humour;
+ experience;
+ knowledge;
+ mutual respect;
+ academic skills; and
+ boxes of tissues.
The present author was fortunate to have an
excellent supervisor, who continues to support
me and ask favours, and remains a ‘‘mate’’. If
students find supervision sparse or inadequate, it
is essential to change before it is too late in the
course of the dissertation.
The dissertation involves the production of
EB clinical research over a 40-week period,
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which is not long to negotiate the path of local
ethics committees (make friends with the ethics
secretary since she or he will be invaluable), find
patients and collect data, then write up and
submit. This is where you find out: who your
true friends are among those that promised to
help; where patients suddenly get better or fail to
attend; where practice staff are forced to take
holiday or sick leave; and where costs start to
soar. With regard to the present author’s own
dissertation (Longbottom & Green, 2009, this
issue, pp. 37–46), 10 patients received a total of
50 treatments over a 20-week period, at a cost to
her practice of over £1800; the blinded physiotherapist taking measurements was required to
take over 80 individual measurements, and
although the process was not time consuming,
it completely disrupted her clinical lists for over
20 weeks.
One important factor must be mentioned: at
this stage, the study now becomes ‘‘all consuming’’, and although it is the most important event
in your world, this is not so for your friends,
partners and patients. Be prepared to listen to
good friendly advice, take time out and respect
that not everyone is interested in t-tests and data
collection.
So . . . why do it?
A personal view
Here the present author will digress somewhat
from EBM and offer a few words in the first
person about her own perspective on achieving
Master’s status.
I was sad enough to undertake two. In 2002, I
started a Master’s in Acupuncture that changed
my life: it gave me confidence, respect, leadership skills, EBP and critical appraisal as it promised on the packet, but it was hard work. In 2005,
I undertook a Master’s in Medical Education,
which added to these skills and fulfilled an
unknown lifelong ambition to teach, and to teach
well, with respect for my students and with
delight in their achievements. I now have three
fully-fledged PhD colleagues who began their
career with postgraduate study on my courses.
The Master’s study facilitated all my needs within
professional practice and now my only ambition
is to complete my own PhD. (If anyone has any
advice, I would be grateful.)
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All healthcare professionals are engaged in
teaching, to a greater or lesser extent, in their
interactions with patients, carers, staff and colleagues. As physiotherapists, we must challenge
our own and each other’s knowledge, skills and
beliefs. Patients rely on our learning to explain
risks, diagnoses, investigations, treatment and
management options. In all patient contacts, we
aim to increase patient understanding, gain compliance and mould decision-making based on
‘‘best available evidence’’. . . This is teaching. The
application of a Master’s degree to this process
provides the clinician with the advanced educational knowledge, clinical experience and professional confidence to take these skills to a
different level, a level that I believe the profession of physiotherapy requires and patients
should be demanding.
Working in PP involves a number of advantages and disadvantages that are too numerous to
be covered in the present paper. One of the main
advantages is clinical practice and practical
experience, which are essential for both a successful practice and efficacious clinical outcomes.
The DH is keen to ensure an adequate supply of
high-quality teaching in both academic and clinical settings (DH 2000c) from those who are
engaged in up-to-date clinical practice. This represents a shift in the focus of healthcare delivery
directed by the NHS and private sectors (DH
1997). The Darzi (2008) report emphasizes:
+ effective and safe care;
+ EB interventions;
+ quality control;
+ published audit and outcome trials;
+ implementing a wide-ranging programme to
support the development of vibrant and successful community health services;
+ prevention, improved quality and innovation;
and
+ the benefits of delivering innovation to
patients more rapidly.
Master’s study will facilitate these points
within your practice. In future PP, we will no
doubt be required to defend our interventions
against mounting costs and the economic budgets imposed by private insurance companies.
Although studying at Master’s level will not teach
you these skills, competencies develop as you
learn to:
+ search effectively for relevant information;
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+ analyse and dissect this information to support ‘‘best practice’’;
+ question and challenge established modes of
health delivery;
+ question and challenge physiotherapy interventions;
+ question and challenge personal and professional beliefs, and established protocols;
+ support your clinical work with evidence;
+ provide literature reviews necessary to defend
your practice;
+ provide evidence to retain, expand, adapt and
improve patient care within your own practice; and
+ question the cost-effectiveness of some interventions.
Studying at Master’s level is not for everyone,
and nor should it be. Continuing professional
development, CPT and attendance at regular
training courses is essential for all, but these must
be EB and provide critical analyses of the presenting science. If you are contemplating this
pathway to enhance your career and critical
thinking, and challenge traditional modes of
physiotherapy, then I would urge you to develop
a business and study plan, grasp the nettle and
take the plunge . . . but do not blame me for it!
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CLINICAL COMMENTARY

‘‘Trick or treatment?’’ The evidence-based challenge
N. E. O’Connell
School of Health Sciences and Social Care, Brunel University, Uxbridge, UK

Abstract
Acupuncture offers a useful window into the world of evidence-based practice (EBP) by virtue
of the relatively large body of research relating to its clinical use. The challenge of EBP affects
everything that we do in physiotherapy, and acupuncture is not unique, but its roots in
traditional Chinese medicine do invite special consideration. The present article is a plea for us
all to try to view research findings with our beliefs and preconceptions taken out of the
equation. As the evidence base grows, we will be able to make better decisions. In the absence
of good clinical evidence, we might try to ensure that treatments are based on plausible
principles and theories grounded in science.
Keywords: acupuncture, evidence-based practice, physiotherapy, placebo.

Introduction
After engaging in some fascinating discussions
on Interactive CSP (iCSP), it is a pleasure to
have been invited to contribute to the Journal of
the Acupuncture Association of Chartered Physiotherapists. I am a practising physiotherapist, lecturer and researcher, but I think it is only fair
that I confess to not being an acupuncturist.
The debate that has arisen following the
publication of Singh & Ernst’s (2008) new
book, Trick or Treatment?, tells us as much about
the need for evidence-based practice (EBP) and
where it fits within the culture of physiotherapy
as it does about acupuncture. That we are
having this debate at all demonstrates that we
are willing as a profession to engage with these
issues, and it is my belief that we have much to
gain from the discussion – and even more to
lose by ignoring it. Acupuncture offers a useful
window into the world of EBP by virtue of the
relatively large body of evidence relating to its
Correspondence: Neil O’Connell MSc BSc(Hons)
MCSP MMACP, Lecturer in Physiotherapy, School
of Health Sciences and Social Care, Brunel University, Uxbridge UB8 3PH, UK (e-mail:
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clinical use, and also because of its background
in alternative medicine.

Evidence and plausibility:
awkward necessities
The challenge of EBP affects everything that we
do in physiotherapy, and acupuncture is not
unique, but its roots in traditional Chinese medicine (TCM) do invite special consideration.
While there are putative mechanisms rooted in
traditional biomedical sciences by which acupuncture may affect physiological systems, much
of the rationale and reasoning behind treatment
choices appears to arise, at least in part, from
TCM principles. It often appears to have a foot
firmly placed in each camp.
This mixture of philosophies is an uneasy
one. When we start invoking the presence of
mysterious energy systems that contradict wellestablished scientific principles, we stray into
dangerous ethical territory. What is the rationale
for our belief in these ideas? More importantly,
perhaps, where should we draw the line and how
do we exercise quality control on the beliefs that
we expose patients to? The world of alternative
medicine is replete with evermore outrageous
theories, all with passionate followers. There are
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no limits or controls to the claims made for and
the mythology surrounding some of these treatments. Alternative remedies are often touted as
effective treatments for almost every health
problem, from pain, through all of the somatic
syndromes, to infertility and more. (I have an
untested theory that the relative efficacy of any
remedy is inversely proportional to the number
of amazing medical claims it makes and the
conditions it purports to treat.)
This makes regulating scope of practice difficult. This is why, as physiotherapists, we might
be tempted to stray from treating things on
which we are qualified to pass judgement and
start delving in areas that we clearly are not (a
recent example from iCSP would be the use of
acupuncture for retinitis pigmentosa).
There is a danger that acupuncture might
represent the thin end of the wedge for such
beliefs in our profession. A quick glance at the
iCSP discussion board for the Association of
Chartered Physiotherapists in Energy Medicine
shows a bizarre array of odd beliefs and mixed
metaphors with no basis in the biosciences or
any other rational thought system. Reading some
of these entries makes me personally fear for our
profession, and more importantly, for the vulnerable patients being treated with bogus therapies
that are elaborate placebos at best and clearly
fraudulent at worst.
In a pub-based thought experiment, some
colleagues and I decided to invent a hoax alternative therapy system. After much deliberation,
we came up with Lunar Energy Healing, based
on harnessing the natural healing energy of the
lunar cycle (energy always seems important in
alternative approaches, no matter how poorly
defined). We were most pleased with ourselves
until a quick Google search revealed that we had
been beaten to it by a host of ‘‘therapists’’ who
were doing very nicely indeed with this miracle
cure. It seems that, at its most extreme, anything
goes (most notably credulity). Something is not
true just because we (or ancient civilizations)
choose (or chose) to believe it, and patients
deserve something a little more robust.
In an imperfect world, where we do not always
have a wealth of clinical trial data to either
support or refute the efficacy of our approaches,
a good yardstick when evaluating a treatment
modality is biological plausibility (Hoffer 2003).
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Is there a plausible mechanism behind the treatment’s proposed effects based on existing biomedical scientific knowledge? This would offer a
degree of quality control. Acupuncture as a novel
form of sensory stimulation does have a plausible potential pathway for affecting pain beyond
the placebo effect, so this is a good place to start.
I think that it devalues acupuncture or any other
approach to hark back to pre-Enlightenment
mysticism when science does a much better job
(with stronger checks and safeguards in place to
defend against nonsense).
There are varying degrees of plausibility with
many of our other practices and the same rule
should apply across the board. For example, why
do we confidently diagnose major positional
defects of the sacroiliac joints when the evidence
strongly suggests that such defects are not biomechanically possible (Jacob & Kissling 1995)?

Phenomenology, opinion or
genuine clinical evidence?
Plausibility is only where we start; it is not
evidence of clinical efficacy. The results of phenomenological studies [e.g. studies that demonstrate that acupuncture activates specific cortical
networks (Dhond et al. 2008; Zhao 2008) or that
acupuncture affects cell behaviour (Langevin
et al. 2006)] are often offered as evidence that the
treatment is effective. But while these studies
offer fascinating data and lend a degree of
biological plausibility, they do not provide evidence that acupuncture is an effective treatment.
It is unknown whether these findings have any
clinical significance.
Equally, our clinical experience is unable to
accurately inform us which treatments are genuinely effective. For an interesting article on why
ineffective therapies might appear to work, see
Beyerstein (1997). The history of medicine is
littered with examples of seemingly effective
practices that have been shown through research
to offer no benefit or even cause significant
harm. Our own perception, filtered as it is
through our personal biases and agendas, is
simply not up to the task of distinguishing false
relationships from genuine ones. For this reason,
we need randomized controlled trials (RCTs)
and systematic reviews.
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We should always be careful about what evidence we heed. It is important that we equip
ourselves with the skills to critically appraise
research in order to be able to consider research
quality when making decisions based on the
findings of trials. Poor-quality trials often exaggerate the efficacy of an intervention, creating
the appearance of a treatment effect that may not
genuinely be there (Schulz et al. 1995). Regardless of their findings, we should give more
credence to trials that were rigorously performed
and less to those that display flaws in their
design, even when the message from those trials
is enticing. This level of objectivity is difficult to
achieve, but it is something that we must aspire
to if we are interested in honestly evaluating our
professional worth.
The world of acupuncture should be
applauded for engaging with research. There
have been numerous RCTs and systematic
reviews with varying results, and physiotherapists who use acupuncture have played a
role in this process. I would like to think that is
because we approach what we do with a professional mentality. There is evidence that acupuncture may be modestly effective in the short
term for specific types of pain and nausea (and
for the same conditions, evidence that it might
not), and good evidence for a strong placebo
effect.

Placebos, pets and problems
The placebo effect is a difficult riddle. We can
see that patients do improve with all manner of
treatments. The time that we spend with patients
and the non-specific effects of ‘‘care’’ make up a
large part of this. That practitioners passionately
believe in the approaches that they take enhances
these non-specific effects. I have been told by
colleagues that, ‘‘Placebo works for me!’’ This is
undeniable: patients who receive treatment of
any kind are more likely to improve than those
who do not.
Maybe this is enough, but I cannot help but
feel disappointment at the idea. Consciously
offering placebo is not without its ethical
problems. If we know that a treatment is a
placebo when we deliver it, at what stage does
our complicity in the deceit become unethical?
If we continue to use treatments in the knowl 2009 Acupuncture Association of Chartered Physiotherapists

edge that they are just placebos, will this affect
their efficacy as we deliver them with less
enthusiasm and our patients see through the
deception?
An argument that has been offered in defence
of acupuncture is the assertion that animals
respond to it and, thus, how can it be a placebo?
There are some significant flaws with this argument that are worth identifying. First, a placebo
effect has been observed in animals in both
laboratory and clinical studies (Herrnstein 1962;
McMillan 1999; Jaeger et al. 2005). While this is
intuitively surprising, it appears that this may be
partly a result of conditioning and there may be
a placebo-by-proxy effect, whereby the animal’s
behaviour is influenced by the behaviour of its
owner. Another variable that may make therapies
seem effective is that, while the animals themselves may not display bias, observer bias is very
much present and correct. The animal’s owner
and therapist will certainly have much invested
in perceiving an improvement in symptoms.
Therefore, for the same reasons as in human
beings, animal therapy anecdotes present us with
unreliable evidence.

Reacting to clinical evidence
So how should we react when the evidence is not
as supportive as we would like? When unsupportive data arises, it can appear that we, our
professional bodies and special interest groups
are sometimes quick to critique and to present
reasons to the press and public describing why
the trial is flawed. Conversely, any supportive
data is trumpeted as loudly as possible and
without the same scrutiny. This is a reflex reaction that might be worth suppressing. There is
no value in research if we choose only to believe
that which suits our pre-existing world view.
A more measured reaction was presented by
the AACP’s former research officer in a recent
edition of this journal (Barlas 2008). Discussing
the potentially disappointing findings of recent
acupuncture trials, he reported that nothing went
wrong with the studies. It might not be the
overwhelming victory for acupuncture that was
hoped for, but the findings of the studies stand
up to scrutiny and should be respected. They
enable us to inform our practice to the benefit of
our patients.
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In the same way, Singh & Ernst’s (2008)
conclusions may not make for happy reading,
but they are reasonable and based on evidence.
Trick or Treatment? will not win them friends in
the alternative therapy sector, but it is accessible and well written, and while it pulls no
punches, it reinforces its message with evidence. It could be considered a public service
document providing a robust and critical overview for the layperson of a confusing array of
therapies.
It is understandable that, as physiotherapists,
we can find evidence-based practice rather
threatening. This is because it is precisely that.
It threatens not to justify our current practice,
it threatens to undermine some keenly held
beliefs, weekend courses that have been paid
for and enjoyed, and it offers the unpalatable
possibility that our clinical efficacy is not what
we both perceive and hope it to be. These are
difficult things to come to terms with, but
perhaps the threat is a rather good thing
since it might enable us to become better
clinicians. Ignoring the findings of unsupportive
research assumes that we are effective, and that
we do offer the best possible treatment. This is
a dangerous game, and one that stifles the
evolution of our profession and fails our
patients.

Conclusion and a promise
Research always contains flaws, but good-quality
research is, by its nature, less flawed than our
own view of the world. To be scientific requires
an acceptance that what appears to be selfevident often is not, and that the truth is only
attainable by systematic and robust testing.
Evidence should always take precedence over
advocacy. The present article is a plea for us all
to try to view research findings with our beliefs
and preconceptions taken out of the equation,
not just those relating to acupuncture, but across
all of our practice. As the evidence base grows,
we will be able to make better decisions. In the
absence of good clinical evidence, we might
try to ensure that treatments are based on
plausible principles and theories grounded in
science.
Therefore, I will make a pledge that, if
high-quality evidence emerges offering strong
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support for acupuncture in specific conditions,
then I will accept it and support the use of
acupuncture for those conditions (and I will be
fascinated by the inevitable evidence that will
emerge on the underlying physiological mechanisms – which one would hope will be free of
spurious energy-speak). The question for the
reader is this: if the opposite happens and the
mounting evidence is overwhelmingly unsupportive, would you accept those findings or use
‘‘effective because I believe it is’’ practice
regardless? One path leads to a profession, the
other to a metaphorical pond that is already
brimming over with quacks.
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CASE REPORT

Effects of acupuncture on pain modulation in a subject with a
chronic rotator cuff injury
S. Roffey
Regional Rehabilitation Unit, Army Primary Health Care Services, Aldershot, UK

Abstract
This case report describes the diagnosis and treatment with acupuncture of a subject with
chronic shoulder pain. Based upon the findings of the examination and a literature search, a
treatment protocol was developed involving local acupuncture points that influence the dorsal
horn at the segmental level, and distal points that influence pain modulation via the descending
inhibitory mechanisms and endogenous opioid release. The results and limitations of the study
are discussed in relation to the outcome measures, and conclusions are drawn about the
effectiveness of this treatment. The supporting literature is discussed, and final conclusions are
made about the evidence supporting the use of acupuncture in the treatment of chronic rotator
cuff lesions, including the present case.
Keywords: acupuncture, pain modulation, rotator cuff.

Introduction
Rotator cuff injuries commonly result from two
possible causative factors: repetitive overhead
activity during sports or occupational tasks; and
degenerative changes in the rotator cuff tendons
(Reid 1992; Riley et al. 1994). Those occur from
25 years of age and upwards, although symptoms
typically occur when the individual reaches
40–45 years (Reid 1992). Reduced vascularity
accompanying the onset of age-related degeneration is thought to be a predisposing factor in
degeneration (Kesson & Atkins 1998), although
this has not been proven (Riley et al. 1994). The
resulting pain may have a substantial impact
upon activities of daily living (ADLs) and may
also affect sleep to a debilitating degree (Green
et al. 2005).

Case report
The subject of the present case study was a
41-year-old, right-handed male Army Officer
Correspondence: Major Sherin C. Roﬀey, 2iC, Regional
Rehabilitation Unit Aldershot, Duchess of Kent Barracks, Maida Road, Aldershot GU11 2DW, UK
(e-mail: jbm853@fastmail.net).
 2009 Acupuncture Association of Chartered Physiotherapists

with a 4-month history of pain in the right
shoulder. His problem had had a gradual, insidious onset, and no mechanism of injury had been
noted. He had first noticed pain when throwing
a ball during a game with his children, but
recounted that he had increased his exercise level
in the 2 weeks prior to onset by playing cricket
and squash, and by using a weight-training
machine, exercise that included bilateral adduction from a starting point of abduction of >90.
The subject had continued to train with little or
no pain, but had stopped throwing overarm and
using the weight-training machine when the pain
had reached a level that disturbed his sleep. He
had also stopped practising front crawl and had
discontinued doing ‘‘wide-armed’’ press-ups
during a circuit session.
Subjective examination
Four months after onset, the problem was only
aggravated by throwing a ball overarm and worsened with an increase in the velocity of the
throw. It improved with rest, and had resolved to
the point where there was no sleep disruption or
noticeable 24-h pattern. There had been no
locking or neurological symptoms in the arm or
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hand. He indicated that pain was 5/10 on a Visual
Analogue Scale (VAS) at the time of examination
and 6–7/10 at its worst. A full past medical
history was taken, the only incident relevant to
the case being a cerebrovascular accident in 2004
that had left the subject with epilepsy. He was on
medication for this condition and had not had a
seizure in the past 12 months. The subject took a
daily 1200-mg dose of sodium valproate, an
anticonvulsant, and atorvastatin 20 mg daily,
which lowers low-density lipoprotein cholesterol.
He had not taken any medication for pain. The
subject was employed as a staff officer and did
not have any specific physical demands placed
upon him other than ADLs. He cycled for
15 min to work and back on a daily basis, swam
once or twice a week, and attended a session of
circuits led by a physical training instructor.
These activities were largely unaffected by the
presenting problem, except when the subject
attempted to swim using front crawl.
Objective examination
No pain or discomfort were present, and all
movements of the cervical spine were full and
pain-free, with no reproduction of symptoms in
the shoulder. There was nothing of note upon
inspection; the posture and position of the shoulders were symmetrical with no asymmetry in the
clavicles. General posture was unremarkable.
Range of movement
Active and passive flexion, abduction, and
medial and lateral rotation of the left arm were
full and pain-free, as were right active and
passive medial and lateral rotation. Right active
and passive flexion were full, but the subject
reported pain at end of range, which was worse
on passive overpressure. Right active and passive
abduction were full, with pain at end of range,
which again worsened on overpressure. All
movements had a normal end-feel and there was
no pain through active range, indicating the
absence of a painful arc. The left and right
shoulders were tested against active resistance in
a static position.
Muscle strength
Elevation (shoulder shrugging), flexion, extension, abduction, adduction, and medial and
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lateral rotation were all found to be five on
the Oxford Scale for manual muscle testing,
indicating a normal contraction against normal
resistance. All resistive tests were pain-free.
The shoulder, cervical and upper thoracic
areas were palpated, with particular attention
paid to the long head of the biceps and the
tendon of the supraspinatus. Palpation of the
latter of these structures reproduced the subject’s
pain.
Diagnosis
The subjective findings of gradual, insidious
onset following a period of increased activity and
relative overuse, with full passive movements
with normal end-feel on each, coupled with the
objective finding of tenderness on palpation of
the tendon of the supraspinatus muscle, led to a
diagnosis of supraspinatus tendinitis (Reid 1992;
Riley et al. 1994). Considering the subject’s age, it
is possible that degenerative changes were
present that contributed to the his symptoms
(Reid 1992).
The lack of painful arc suggested that the
lesion was at the musculotendinous junction. As
Kesson & Atkins (1998) reported, a painful arc
occurs when the tender structure becomes compressed under the coracoacromial arch during
active abduction of the arm since the contraction
of the rotator cuff lifts the humeral head very
slightly, reducing the subacromial space. This
range is from 40 to 60 through to 120 (Reid
1992). The present subject experienced pain at
the end passive elevation, and thus, it is likely
that the lesion was at the teno-osseous junction
since it is the distal end of the supraspinatus
tendon that becomes compressed at end-ofrange abduction (Kesson & Atkins 1998). Reid
(1992) described inflammation as a cause of pain
during impingement in the acute stages of
pathology as a result of shoulder impingement,
with minimal inflammation in the chronic stage.
Because of the chronicity of the presenting
problem, it would be reasonable to expect that
the acute inflammatory stage had passed and this
may explain the lack of painful arc. Reid (1992)
suggested that tendon degeneration could be
precipitated by chronic inflammation, which may
have occurred in this case; however, some
authors have disputed this inflammatory
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response. Bunker & Anthony (1995) found few
or no inflammatory cells upon histological
examination of the abnormal rotator cuff in
chronic shoulder lesion subjects, although their
results showed increased vascularity. Davenport
et al. (2005) suggested that pain associated with
tendinopathy is not caused by an active inflammatory process, but that the symptoms are
neurogenic in origin, caused by tension and
repetitive loading, resulting in stimulation of
sensory nerve fibres.
Upon resisted abduction, pain may be
expected in both the teno-osseous and the musculotendinous junctions (Kesson & Atkins
1998), and the absence of this confirmatory
symptom could not be explained. It is suggested
that, whether the lesion was caused by a true
low-grade impingement brought on by a sudden
increase in both explosive and repetitive overhead exercise, or by overuse on top of degenerative changes, or most likely, a combination of
both, the history indicated that the problem
resolved with rest. Whether pain on resisted
abduction was present in the acute and subacute
stages will remain unknown.
Clinical reasoning for and research to
support acupuncture treatment
Several studies and reviews that look at the
effects of acupuncture on rotator cuff lesions
have been published (Kleinhenz et al. 1999;
Johansson et al. 2002; Razavi & Jansen 2004;
Green et al. 2005; He et al. 2005).
Kleinhenz et al. (1999) looked at the use of a
placebo needle compared with acupuncture in
subjects with chronic rotator cuff tendonitis and
found that placebo needling was not as effective
as acupuncture. These authors used a combination of up to 12 local and distal points, depending on the presentation of the problem. They
found improvements in both groups, with a
statistically significant improvement in the acupuncture group.
He et al. (2005) investigated acupuncture in the
treatment of chronic neck and shoulder pain in
women using a randomized controlled trial
(RCT). These authors found that pain-related
activity impairment was reduced by the use of
the treatment received during the study. They
employed a combination of acupuncture with
 2009 Acupuncture Association of Chartered Physiotherapists

and without electrical stimulation, and ear acupressure in the test group, and sham needling
without the electrical stimulation turned on in
addition to sham ear acupressure for the control
group. Although participants in both groups
received other treatment modalities between the
treatment sessions for a total of 10 treatments
over a 3–4-week period and 3-year follow-up,
the above authors concluded that these variables
were minimal and had not affected their results.
Razavi & Jansen (2004) compared acupuncture and placebo transcutaneous electrical nerve
stimulation in the treatment of rotator cuff
tendinitis, concluding that there was no difference between the results of their test and control groups. As a non-blinded non-RCT, this
evidence is not of robust quality.
Some systematic reviews have reported varying outcomes in cases where differing comparison treatment modalities were reported. A
Cochrane Collaboration systematic review
(Green et al. 2005) found significant differences
between acupuncture and placebo treatments in
chronic rotator cuff injuries. In trials where
acupuncture was compared to steroid injection,
ultrasound or exercise combined with acupuncture in the treatment of shoulder pain, no significant differences were found. Johansson et al.
(2002) compared clinicians’ beliefs about interventions for subacromial pain, including acupuncture, with evidence contained in a
systematic review. They found only four published works that met their criteria, the most
robust of which was that of Kleinhenz et al.
(1999). The other three were low-quality case
studies with no control procedures that, predictably, reported improvements in their subject
matter after acupuncture. Interestingly, almost
three-quarters of the clinicians questioned by
Johansson et al. (2002) ‘‘trusted’’ acupuncture as
a treatment modality, the most ‘‘trusting’’ being
physiotherapists, despite the lack of evidence of
good methodological quality at that time. The
findings of the above studies suggest that the
quality of recently published evidence supporting
the efficacy of acupuncture in the treatment
chronic shoulder pain including rotator cuff
lesions is variable.
Liu (2007) discussed the role of the acupuncturist within the treatment regime, suggesting that, whilst it is not the intention of the
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acupuncturist to cause a placebo effect, this was
nonetheless inevitable because of their necessary
interaction with the subject. In particular, Liu
(2007) concluded, the interaction that resulted
from the active role of the subject in giving
explicit consent to this treatment supports the
theory that ‘‘acupuncture extends beyond needling’’. It is not disputed that this placebo effect is
present in physiotherapeutic intervention and
this poses a problem for all physiotherapy
research.
One concern voiced by the present subject
related to his epilepsy. Upon listening to the
author’s explanation of the theory of traditional
Chinese medicine (TCM) and the painful
obstruction and stagnation of energy due to
dampness bi-syndrome, he was concerned that
de qi caused by needling within the meridians
around the shoulder and neck, and therefore,
next to the head, could induce an epileptic
seizure. The subject was assured that acupuncture was not contraindicated in cases of epilepsy,
but that, as a precautionary measure, the author
would perform a literature search for any mention of adverse effects of acupuncture in relation
to epilepsy. Thus, the subject did not receive
acupuncture during the first session.
Two prospective surveys by MacPherson et al.
(2001) and White et al. (2001) were identified in
which adverse events were recorded over 34 000
and 32 000 acupuncture consultations, respectively. The latter study recorded one case of
seizure after needling, which the authors did not
attribute to epilepsy. A Cochrane review (Cheuk
& Wong 2006) examined the evidence for acupuncture in the treatment of epilepsy. The
authors reported that no adverse effects were
found, stating that it was a ‘‘relatively safe
treatment modality’’, but they noted that, given
the small sample sizes of the studies reviewed,
they could not give assurances for safe acupuncture in all cases of subjects with epilepsy. The
above findings were discussed with the present
subject during the second treatment session,
prior to the first needling session, and he gave his
further consent to acupuncture treatment.
Acupuncture point rationale
The rationale for acupuncture point selection is
described in Table 1.
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Physiological reasoning for acupuncture
point selection
Large Intestine (LI) 4 was selected for its painalleviating effects, and has been described by
Stux & Pomeranz (1998) as the ‘‘most important
point for analgesia’’ in terms of TCM. This local
point was tender on palpation. Although the
subject had been treated with acupuncture
before and had an expectation of the sensation
of de qi, the present author had not needled him
before, and thus, his response was unknown.
Therefore, distal points were selected for the first
session and local points were introduced later,
subject to the subject’s response and feedback.
He commented that he had experienced discomfort at LI4 during the session and for about
3–4 h afterwards. Although the subject was willing to continue using this point, it was decided to
use a point further up the same meridian that
had pain-alleviating effects (LI10). No other
adverse effects were noted during or after any of
the acupuncture sessions. The LI meridian was
used in all sessions because its pathway has both
distal points and points local to the injury. Local
point LI15 was used in the second session to
increase circulatory response in the area of injury.
Histamine release was observed at the site by
reddening of the skin around the needle.
Local points were selected in the C5 (LI10)
and C6 dermatomes [LI4, LI15, Gall Bladder
(GB) 21 and Triple Energizer (TE) 14] in order
to affect pain modulation at the segmental level.
The aim was to stimulate the afferent fibres of
A nerve fibres, whose neurons enter the substantia gelatinosa of the dorsal horn in the spinal
cord at the segmental level. The subject’s predominant symptom was pain caused by damage
to the cells at the teno-osseous junction of the
supraspinatus muscle. The damaged cells would
have released neurotransmitters, including bradykinin, histamine, serotonin and substance P,
activating nociceptors and mechanoreceptors,
the small unmyelinated C-fibre nociceptors, and
the medium-diameter myelinated A fibre nociceptors below the skin. These afferent fibres also
enter the substantia gelatinosa, carrying the pain
message. The larger myelinated, and therefore,
faster, A mechanoreceptors do not carry
noxious stimuli, but according to the pain gate
theory, close the gate in the substantia gelatinosa
to the noxious pain stimulants, inhibiting their
 2009 Acupuncture Association of Chartered Physiotherapists
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Table 1. Acupuncture point rationale: (BL) Bladder; (GB) Gall Bladder; (LI) Large Intestine; (TE) Triple Energizer; (SI) Small Intestine;
and (DNIC) diffuse noxious inhibitory control
Session

Point

Local/distal

Dermatome

Desired point properties/effect

1

BL25

Distal

T12

GB34

Distal

L5

LI4
GB21

Local/segmental
Local/segmental

C6
C6

LI15

Local/segmental

C6

Regulates qi and alleviates pain (Lian 2000); LI Back Shi point – dispels cold
and damp heat; removes qi blockage and transforms stagnation (ALIED 2006)
He-Sea point for tendons (Lian 2000); makes tendons supple and alleviates pain
(Lian 2000)
The most important analgesic point (Stux & Pomeranz 1998); distal DNIC
Alleviates shoulder pain (Lian 2000); myogelosis (Stux & Pomeranz 1998) (hard
swollen lump in muscle tissue); tonifies qi (ALIED 2006)
Treatment of pain in the region of the shoulder (Lian 2000); very important
local point of the shoulder (Stux & Pomeranz 1998); local dorsal horn effect

BL25
GB34
LI10
TE14

Distal
Distal
Local/segmental
Local/segmental

T12
L5
C5
C6

LI15
GB21

Local/segmental
Local/segmental

C6
C6

SI6

Distal

C8

TE4

Distal

C8

GB34
GB21
LI15
TE14

Distal
Local/segmental
Local/segmental
Local/segemental

L5
C6
C6
C6

SI6
GB34
SI11

Distal
Distal
Distal

C8
L5
C8

GB21
TE14
LI15

Local/segmental
Local/segmental
Local/segmental

C6
C6
C6

2

3

4

As above
As above
Treatment of pain and restricted movement (ALIED 2006)
Improves joint mobility and activates channel (Lian 2000); painful disorders of
the shoulder (Stux & Pomeranz 1998)
As above
As above
Activates channel and alleviates pain, especially in upper extremity (Lian 2000);
painful restricted movement of neck or shoulder (Stux & Pomeranz 1998)
Pain and restricted movement of the upper extremity (Lian 2000); shoulder
pain, relaxes tendons, removes channel blockage (ALIED 2006)
As above
As above
As above
As above
As above
As above
Descends qi, relaxes tendons and alleviates pain in the shoulder joint and upper
arm (Lian 2000); pain and heaviness in the shoulder (ALIED 2006)
As above
As above
As above

transmission to the higher centres. Another
effect of local acupuncture is inflammatory
response via the release of bradykinin and histamine. This effect was desirable because of the
chronic nature of the subject’s condition, and
therefore, the needling was carried out vigorously.
Distal points were selected [Small Intestine
(SI) 6, SI11, TE4, Bladder 25 and GB34] in
order to stimulate endogenous endorphin
release, which enhances pain modulation by
binding to the analgesic receptors in the dorsal
horn and raises the pain threshold in other areas
of the body, such as at the presenting lesion.
Stimulus from needling distal to the lesion via
the descending inhibitory mechanism is thought
to have a longer-lasting effect than stimulation at
local level as a result of endogenous opioid
release deactivating the ascending nociceptive pathway within the central nervous system
(Goddard et al. 2005, cited by Moffet 2006).
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Upon re-examination at the start of the second
needling session, a trigger point was noted in the
upper fibres of the subject’s right trapezius
muscle. This was found to be tender on palpation and he complained of the pain radiating
down the shoulder, which is consistent with the
myofascial referral pattern. This point was successfully treated by the insertion of a needle at
GB21, and the subject was advised to stretch
the muscle regularly with lateral side flexion of
the neck. This trigger point was also evident
at the next session and the point was needled
again. He continued with the stretching regime
and the pain was alleviated by the fourth session.
Outcome, results and limitations
The subject’s predominant symptom was pain on
overhead throwing, which had eased to 2/10 on
the VAS. After four sessions of acupuncture, he
reported a reduction of pain on overpressure in
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abduction and flexion. The subject’s pain could
be reproduced on palpation of the supraspinatus
tendon, suggesting some, but not complete, resolution of his problem.
A severe limitation of the present study was
the lack of time available for treatment because
of circumstances beyond the control of the
author. This resulted in only five sessions,
including an initial assessment with no needling,
taking place over a 3-week period. The subject
certainly improved over the 3-week period, but it
should be remembered that his condition was
gradually improving without any intervention
except rest from aggravating circumstances. It
cannot be concluded that acupuncture in isolation resulted in an improvement in the subject’s
condition, and similarly, the effect of uncontrolled variables within a single case study cannot
be measured. Therefore, it would be unfair to
conclude that acupuncture was not responsible
for all of the subject’s reduction in symptoms.

Discussion
The use of acupuncture for lesions of the rotator
cuff was evaluated by Kleinhenz et al. (1999) in
an RCT and they found it to be more effective
than placebo needling. Their study was of a
reasonably robust quality, but would have been
enhanced by a larger subject population than 35
(18 in the acupuncture group and 17 in the
control group at the conclusion of the study).
Although a placebo needle was used, this was by
necessity a single-blinded trial. It is noteworthy
that bias appears to have been minimal because
of the recording of two subjects fainting in the
control group and one of two subjects reporting
dizziness being in the control group. Whilst both
these occurrences could reasonably be expected
to have been influenced by the psychological
effects of perceived needling on the sympathetic
division of the autonomic nervous system in
response to fear, these authors did not discuss
other possible variables that may have contributed to this state.
Kleinhenz et al. (1999) also discussed the
improvements in their control group and suggested that the acupuncturist’s personality had a
part to play. This was undoubtedly a factor in the
present case study since it could be argued that
the subject may have been in a vulnerable
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position. He had just arrived in post, and an
influence on his willingness to volunteer may
have been that he wanted to be seen to fit in with
his new peers. But is this necessarily a bad thing?
Hopwood (2004) suggested that oxytocin production occurs with human bonding, and that
this increased production, together with the pain
mediator serotonin, may also occur with the use
of therapeutic acupuncture. Thus, because the
aim of treatment was to reduce pain and thereby
increase recovery, the stimulation of the autonomic nervous system may not necessarily have
been detrimental in this case.
The RCT by He et al. (2005) is less robust. The
total population consisted of just 24 participants,
although all the trial participants were uncharacteristically available at follow-up. It may be
argued that, although the findings of this study
were that the original baseline data improved at
follow-up, the considerable length of time to
follow-up at the 3-year point resulted in any
number of significant variables having an effect
on the participants. The above authors discussed
their participants’ use of other treatment modalities, but did not address the possible influence of
other variables that can as occur in normal
everyday life. Another interesting point of note
in He et al.’s (2005) discussion is the statement
that their findings support previously published
evidence; however, this evidence was published
by the same four authors in the previous year,
the two studies presumably running concurrently! The evidence to support the above
authors’ conclusions that pain-related activity
impairment was reduced by the use of the
treatment received during their study is not clear,
largely because the outcome measures used
were not published, rendering the study irreproducible.
Whilst the above studies suggest that acupuncture is an effective treatment for chronic rotator
cuff pain, it should be remembered that papers
are more likely to be published if they report a
positive hypothesis that has been proved. This is
caused by the inevitable bias that occurs because
authors are less likely to publish findings that
discredit their own theories and practices. Smith
et al. (2000) looked at the validity of acupuncture
trials in chronic neck and back pain, and found
that, the higher the validity of published studies,
the more likely these were to be negative in their
 2009 Acupuncture Association of Chartered Physiotherapists
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results. This suggests that those with morepositive results were less likely to have high
validity. The above authors concluded that acupuncture was not more effective than placebo
procedures. In their systematic review of RCTs,
Green et al. (2005) found that the quality of
studies examining the use of acupuncture in the
treatment of shoulder pain, including rotator cuff
lesions, was variable and that many trials had
relatively small subject populations, possibly
resulting in Type II errors. These authors stated
that, ‘‘[N]o firm conclusions can be drawn
regarding the efficacy of acupuncture for shoulder disorders’’ (Green et al. 2005). They further
concluded that, where statistically significant
results had been achieved, these results might
not necessarily be clinically significant.

Conclusion
Upon reflection and with the above evidence in
mind, two questions remain. First, if the present
subject had not been the focus of a case study,
would the author have used another treatment in
addition to acupuncture from the start; for
example, deep transverse frictions? The answer is
probably yes because there is evidence to support clinical reasoning for both modalities. Secondly, would the author have used acupuncture
at all for this particular treatment had the subject
not been the focus of this case study? The
answer to that question is also yes because
acupuncture could reduce the subject’s pain, and
therefore, resolve the injury with or without the
use of other modalities.
It may be observed that there is a tendency for
published original research to support the use of
a treatment modality, and conversely, for review
papers to question that use. It would be surprising if published work on acupuncture varied
from this general trend. It is not an original
suggestion to propose that more research needs
to be conducted into the efficacy of acupuncture
to support evidence-based practice; however, as
recent systematic reviews have shown, it is often
the quality of the research that cannot be relied
upon, not least of which the less-than-impressive
sizes of sample groups. Acupuncture may not be
entirely supported as a treatment modality by
recent evidence; however, the clinician may take
heart from the knowledge that the physiological
 2009 Acupuncture Association of Chartered Physiotherapists

principles that underpin this treatment are longstanding and relatively clearly understood.
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CASE REPORT

Acupuncture as an adjunct to pain relief after total knee
replacement
A. Wall
Physiotherapy Department, Guy’s and St Thomas’ NHS Foundation Trust, London, UK

Abstract
Pain and swelling following joint arthroplasty can limit progression in joint range of movement
(ROM), and may also affect patient compliance with exercise programmes and ambulatory
status. Pain management is a specific challenge for healthcare professionals because of the
spectrum of opioid-related side effects. Acupuncture for pain relief is a widely used modality
and there is a growing body of research regarding its postoperative use. This case study
describes the use of acupuncture for pain relief, given alongside standard postoperative medical
treatment and physiotherapy rehabilitation, in a subject who underwent total knee replacement
at a National Health Service hospital. The principle outcome measure was the Visual Analogue
Scale for pain, which was recorded both before and after acupuncture. Narcotic and antiemetic
use, ROM at the operated knee, and length of stay were also measured.
Keywords: acupuncture, joint arthroplasty, orthopaedic surgery, pain relief, total knee replacement.

Introduction
Acupuncture is recognized as an adjunctive treatment to opioid analgesics for alleviating pain
postoperatively (Cochrane protocol, Manheimer
et al. 2006). The subject of the present case
report was treated with acupuncture after orthopaedic surgery in a National Health Service
(NHS) hospital as an adjunct to the consultant’s
standard analgesic protocol and a ward-based
physiotherapy rehabilitation programme.
The subject was a 53-year-old female with an
18-year history of right knee pain. She had had
an arthroscopy 15 years previously, which had
provided her with substantial relief. Over the
past 5 years, she had experienced worsening
symptoms. Magnetic resonance imaging revealed
a posterior horn tear of the medial meniscus. In
September 2007, the subject underwent a second
arthroscopy with excision of plica. The arthroscopy findings further highlighted cartilaginous
lesions of the medial femoral condyle (grade 1)
Correspondence: A. Wall, Physiotherapy Department,
St Thomas’ Hospital, Westminster Bridge Road, London
SE1 7EH, UK (amanda.wall@gstt.nhs.uk).
 2009 Acupuncture Association of Chartered Physiotherapists

and the lateral tibial plateau (grade 3). She
subsequently received a steroid injection to minimal effect. Since there had been a failure to
improve the right knee pain with conservative
treatment, and there was a progressive decline in
her mobility and ability to use stairs, she underwent elective total knee replacement (TKR) in
August 2008. The surgery was performed on a
Monday and she was discharged from hospital
on the following Friday.

Case report
Clinical reasoning for acupuncture
Most analgesics have local or systemic side
effects (Mehta 2007). These vary greatly amongst
patients, and therefore, individual responses are
difficult to predict. Nausea, vomiting, dizziness,
drowsiness, allergic reactions (e.g. skin itchiness),
urinary retention and decreased gut motility are
the most common. Opioid analgesics can activate the chemoreceptor trigger zone, which communicates with the vomiting centre in the brain
stem, inducing nausea and vomiting. This can be
attenuated by administration of antiemetics.
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Acupuncture for pain relief after orthopaedic surgery
Therefore, treatments that can maximize the
analgesic effects whilst minimizing the side
effects are desirable.
Acupuncture is recognized as an adjunctive
treatment to opioid analgesics for alleviating pain
and reducing medication consumption, thus
minimizing the adverse effects associated with
both postoperative pain and medication use.
Specifically, this has been termed ‘‘acupunctureassisted analgesia’’ (Manheimer et al. 2006).
Various models explaining the mechanisms of
action for ‘‘acupuncture-assisted analgesia’’ have
been proposed. The three main systems
described by Bradnam (2007) are the peripheral,
spinal and supraspinal mechanisms, which are
described in detail below. There is no evidence to
suggest that acupuncture induces opioid-induced
side effects or acts upon the chemoreceptor
trigger zone or vomit centre in the medulla.
Lindall (1999) described the cost-effectiveness
of acupuncture for pain relief in an NHS primary
care setting. An acupuncture needle can cost as
little as 10 pence per needle, while some opioid
analgesics and antiemetics cost 40 pence per
tablet. If acupuncture can reduce narcotic
requirements and, therefore, the need for
antiemetics, the savings made over time will
establish it as a cost-effective analgesic modality
for acute postoperative pain.
Relevant research to support case
The NHS Institute for Innovation and Improvement supports the use of non-pharmacological
analgesic options (see point 4 in ‘‘Appendix 1’’).
There is conflicting evidence regarding whether
acupuncture for pain relief given under anaesthetic before orthopaedic surgery has any effect
on postoperative analgesic requirements (Gupta
et al. 1999).
Van Arendonk (2004) suggested that the
inclusion of acupuncture as an adjunct to the
rehabilitation of patients following TKR may be
of little benefit. However, a systematic review of
randomized controlled trials of acupuncture and
related techniques for postoperative pain concluded that the administration of acupuncture
may be a useful adjunct for acute postoperative
pain management (Sun et al. 2008). The data
compared were postoperative Visual Analogue
Scale (VAS) scores, cumulative opioid analgesic
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consumption and opioid-related side effects.
This study highlighted that further large, welldesigned studies are required to confirm these
findings.
Sinha et al. (2008) compared postoperative
usage of patient-controlled analgesia (PCA), and
oral and parenteral opioids in TKR and total hip
replacement patients who received acupuncture
on postoperative days (PODs) 1–3 to a control
group. The outcome measures included VAS
pain scores, operated knee flexion, walking distance, length of stay (LOS) and location of
discharge. The use of PCA and additional opioids was less in patients who received acupuncture. Walking distance was greater, but there was
no difference in knee flexion or LOS between
those subjects who received acupuncture and
those who did not.
Tsang et al. (2007) compared the acute effects
of acupuncture and sham acupuncture, in
addition to physiotherapy, for 10 sessions over
2 weeks after bilateral TKR. These authors
concluded that acupuncture was no better than
sham acupuncture for pain relief, improvement
of knee range of movement (ROM) or ambulation, as measured by the Timed-Up-and-Go
test. Therefore, a patient’s expectation of
benefit from acupuncture may be an important
confounding factor affecting clinical outcome.
There are risks and complications with acupuncture (Norheim 1996), as with any treatment.
Braverman & Prieto (2002) described a case
report in which a subject who underwent bilateral TKR developed a wound infection 7 weeks
postoperatively, having received acupuncture
with disposable needles at the Kidney (KI) 10
and Bladder (BL) 40 points from 3 weeks
postoperatively. These authors recommended
that acupuncturists should avoid needling the
extremity containing the prosthetic joint during
the immediate postoperative period to decrease
any potential infection risk and to reduce the
likelihood that a postoperative coincidental
infection would be attributed to acupuncture.
Acupuncture can also be used to decrease
soft-tissue swelling, particularly in the acute
stage. Avery (2000) effectively used acupuncture
to reduce symptoms in a subject who presented
with persistent right knee pain, swelling and
limitation of movement 9 months after TKR.
Four treatment points were applied anteriorly
 2009 Acupuncture Association of Chartered Physiotherapists
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Table 1. Acupuncture points used for pain relief after orthopaedic surgery. The acupuncture needles used for treatment were solid disposable
filiform stainless steel (Hegu AB, Landsbro, Sweden). The depth of the needle insertion varied with the thickness of the skin and
subcutaneous fatty tissue at the sites of the acupuncture points, but averaged 1–1.5 cm (Tukmachi et al. 1999): (VAS) Visual Analogue Scale;
(Rx) treatment; (N/A) not applicable; (ST) Stomach; and (SP) Spleen
VAS score
Postoperative day

Points used

Needle size (mm)

De qi

Adverse effects

Pre-Rx

Post-Rx

1

N/A

N/A

N/A

N/A

N/A

N/A

2

ST35, ST34,
SP10, ST36

0.2530

Yes

None

8/10

2/10

3

ST35, ST34,
SP10, ST36

0.2530

Yes

None

6/10

2/10

4

ST35, ST34,
SP10, ST36

0.2530

Yes

None

6/10

1/10

and posteriorly to the operated knee, with lowfrequency stimulation and moxibustion, for a
total of eight treatments over a 12-week period.
The subject continued her exercise regimen and
usual medication. By the end of the 3 months,
the swelling had resolved and knee ROM had
improved.
Acupuncture point rationale
On POD 1, the subject was still undergoing the
effects of the femoral nerve block performed
during the surgery and was numb. Treatment
was applied to her non-operated knee from POD 2.
The subject lay supine on her hospital bed with a
pillow under her knee. The acupuncture points
used are described in Table 1. Elicitation of de qi
was achieved manually upon insertion and again
after 10 min. The treatment duration was 20 min.
The Xiyan (medial eye of the knee) and
Stomach (ST) 35 (lateral eye of the knee)
anterior points were used because these are
indicated for knee pain. Posterior points BL40
and KI10 could also have been used, being
He-Sea points at the knee; KI10 is also indicated
for medial knee pain. However, the subject
found it uncomfortable to lie prone, and therefore, ST34 and Spleen (SP) 10 were used, being
indicated for knee pain generally and medially,
respectively (ALIED 2006).
Stomach 36 was used because it is a He-Sea
point, a cardinal point for regulating or tonifying
qi. It can increase white blood cell production,
thereby boosting the immune system tissue
healing response (described below). It is also
indicated in knee and leg pain (ALIED 2006).
 2009 Acupuncture Association of Chartered Physiotherapists

It has been suggested that fewer needles
should be used in cases of acute nociceptive pain
since the segment will already be sensitized
by pain afferent input from the tissue injury
(Lundeberg 1998).
Physiological reasoning for acupuncture
selection
Reuben & Buvanendran (2007) described how
surgical trauma leads to the release of inflammatory mediators at the site of injury, resulting
in a reduction in the pain threshold at the site
(primary hyperalgesia) and in the surrounding
uninjured tissue (secondary hyperalgesia).
Peripheral sensitization results from a reduction
in the threshold of nociceptor afferent terminals secondary to surgical trauma. Central sensitization is an activity-dependent increase in the
excitability of spinal neurons (spinal wind-up)
resulting from persistent exposure to afferent
input from peripheral neurons (see Fig. 1).
Although these mechanisms serve to alert the
individual to the tissue damage and to appropriate protective action, habitually reducing
movement, this is not optimal for rehabilitation
following TKR.
Peripheral mechanisms are activated when
needle insertion reflexively stimulates the A
(type II and III) and C-fibres of a peripheral
neurone, causing the release of sensory neuropeptides, such as substance P, from the afferent nerve endings and modulating the local
immune response (Carlsson 2002). Acupuncture
at the surgical site was not performed since this
may exacerbate peripheral sensitization.
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Figure 1. Surgical trauma leads to the release of
inflammatory mediators at the site of injury, resulting in
a reduction in the pain threshold at the site (primary
hyperalgesia) and in the surrounding uninjured tissue
(secondary hyperalgesia). Peripheral sensitization results
from a reduction in the threshold of nociceptor afferent
terminals secondary to surgical trauma. Central
sensitization is an activity-dependent increase in the
excitability of spinal neurons (spinal wind-up) as a result
of persistent exposure to afferent input from peripheral
neurons: (CNS) central nervous system; (BK)
bradykinin; (PGs) prostaglandins; and (5-HT) serotonin.
Reproduced from Reuben & Buvanendran (2007),
published in The Journal of Bone and Joint Surgery, Volume
89, Number 6, June 2007, p. 1344, with the kind
permission of the publishers ( 2007 by The Journal of
Bone and Joint Surgery, Incorporated).

Spinal mechanisms are activated at the level of
the dorsal horn where the peripheral neurone
terminates (lamina II for A and C-fibres, and
lamina V for A fibres). The nociceptive input
usually passes to a second-order neurone that
conducts the information along the spinal cord
to higher central nervous system (CNS) centres,
via group IV afferents. However, stimulated A,
A and C-fibres can cause the release of opioid
peptides from enkephalinergic inhibitory interneurons in the dorsal horn, which inhibit the
transmission of nociceptive information conveyed to the spinal cord, reducing sympathetic
outflow and motor output in the segment
(Bowsher 1991). Thus, spinal wind-up and central sensitization can be curtailed. The acupuncture treatment employed in the present case
report works in this way. Effects can be achieved
in the operated knee by needling the nonoperated knee since these are innervated by the
same spinal segment. Potent analgesic affects at
the spinal level may occur immediately (Sato et al.
1997), as was reported by the present subject.
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Depending on the parameters of stimulation
(e.g. the number of needles and the duration of
stimulation), acupuncture can activate supraspinal mechanisms in different brain areas where
the body’s internal analgesia mechanisms reside.
These include the periaqueductal grey matter,
raphe magnus nucleus and the hypothalamus–
pituitary complex (Manheimer et al. 2006).
Because all of these higher levels are stimulated,
specific endorphins and monoamines become
involved in a chemical cascade. This can result in
activation of descending inhibitory systems and
hormonal responses (e.g. adrenocorticotropin
hormone release from the pituitary gland and
cortisol release from the adrenal glands) to alter
endocrine responses and modification of the
central control of the autonomic nervous system
from the arcuate nucleus. The use of distal
acupuncture points, such as in the hands and
feet, and spinal points, such as those close to the
spinal level that shares innervation with the
injured part, can elicit these supraspinal mechanisms; since such points were not stimulated in
the present case, supraspinal mechanisms were
not activated.
Acupuncture points were not used for their
anti-inflammatory effect in the present subject
because inflammation is the first phase of tissue
healing. It begins immediately after surgical incision and lasts for days, overlapping with the start
of the proliferative phase. The knee becomes
oedematous postoperatively because proteins
from the bloodstream leak into the extravascular
space, which increases its osmolar load and
draws water into the area. Immune response cells
(i.e. neutrophils, leukocytes and macrophages)
migrate to the wound bed to kill bacteria, clear
the wound of debris, and secrete enzymes that
stimulate fibroblasts and keratinocytes. If inflammation persists, it can lead to tissue damage, and
thus, the reduction of inflammation is frequently
a goal in therapeutic settings after this time.
Therefore, the use of acupuncture for its antiinflammatory effects should not be considered
until after POD 3 at least, in accordance with
local policy.
Outcome measurement and results
Overall pain in the operated knee was assessed
by the VAS both before and after treatment (see
 2009 Acupuncture Association of Chartered Physiotherapists
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Table 2. Narcotic requirement and operated knee range of movement: (IV) intravenous; (PRN) as required (pro re nata); (QD) once a day
(quaque die); (BID) twice a day (bis in die); (TID) three times a day (ter in die); and (QID) four times a day (quater in die)
Postoperative day
Observed data

Operative day

1

2

3

4

Narcotic requirement
Morphine (IV)
Paracetamol (PRN)
Dihydrocodeine (PRN)
Sevredol (PRN)

60 mg mL–1
QID
BID
BID

–
QID
QID
QID

–
QID
TID
BID

–
QD
QD
QD

–

Antiemetic requirement
Ondanzetron
Cyclizine

QD
–

–
QD

–
–

–
–

–
–

Knee range of movement
Knee flexion
Knee extension

–
–

47
–32

60
–30

62
–25

75
–20

Table 1). The oral and parenteral narcotic
requirement, the antiemetic requirement, ROM
at the operated knee following treatment, and
LOS were also monitored (see Table 2).
Pain, as measured on the VAS, reduced significantly after each administration of acupuncture. The subject also reported increased feelings
of well-being after treatment.
The subject had received intravenous morphine PCA on the day of the operation, which
was withdrawn on the morning of POD 1.
Ondanzetron was administered on the operative
day alone, and cyclizine prior to the removal of
the PCA on POD 1. Oral narcotic requirement
was greatest on POD 2, then reduced daily. Knee
ROM improved progressively during the inpatient stay, flexion more than extension. The
subject’s hospital LOS was 5 days, including the
day of her operation; thus, she was discharged on
POD 4.

well-being post-treatment that may have helped
her to tolerate her pain better. This could have
been because of the use of point ST36, a He-Sea
point that is influential in regulating or tonifying qi. High expectations may have facilitated
treatment by priming the CNS in some way
(Campbell 1999).
Early postoperative rehabilitation following
TKR focuses on reducing pain, restoring mobility, strength and flexibility, and preventing postoperative complications (Brander & Stulberg
2006). The ward-based physiotherapy treatment
for the present subject consisted of:

Discussion

(1) bed-based knee ROM and strengthening
exercises on POD 1;
(2) transferring from bed to chair, seated and
standing exercises, and supervised mobility
with a Zimmer frame from POD 2 (a
cryocuff was placed on the knee that had
been operated on after exercise); and
(3) progression from mobilizing with a frame to
elbow crutches on POD 3.

Factors that influence the postsurgical pain
experience include the duration of preoperative
pain, operative approach and technique, and
psychological vulnerability and anxiety. Recent
research recognizes that genetic factors may also
play a role in the generation and experience of
pain, and to the response to analgesics (Reuben
& Buvanendran 2007). Emotional well-being is
considered to be a good indicator of the ability to
tolerate pain (Perkins & Kehlet 2000). The
present subject reported feelings of increased

Acupuncture was never used as a treatment in
isolation, only as an adjunct to the consultant’s
standard analgesic protocol and physiotherapy
rehabilitation.
The VAS score for the operated knee
reduced significantly immediately after each
administration of acupuncture to the nonoperated knee. This suggested that the painrelieving effects of acupuncture at a spinal level
were achieved. A possible reason why narcotic
use was highest on POD 2 may have been

 2009 Acupuncture Association of Chartered Physiotherapists

77

Acupuncture for pain relief after orthopaedic surgery
because this was the first day on which the
subject mobilized; increased strain was probably
placed on the tissues when she was fully
weight-bearing for mobilization. Narcotic use
reduced on POD 3 and was minimal on POD
4; therefore, further acupuncture for pain relief
may not have been warranted beyond this
point.
One dose of ondanzetron was given on the
day of the operation and one intravenous injection of cyclizine was administered on POD 1;
these drugs both prevent nausea and vomiting. It
is suggested that the drugs were prescribed for
the side effects of morphine alone since other
analgesics were later prescribed without the need
for further antiemetics.
A review of 724 patients who underwent TKR
revealed that nearly half could not flex their
operated knee more than 90 and only one-third
to 105 upon hospital discharge (Avery 2000).
On POD 4, the present subject could flex the
knee that had been operated on to 75. As with
the study by Sinha et al. (2008), knee ROM did
not significantly improve despite effective inpatient treatment with acupuncture and a reduction
in narcotic requirement. Therefore, it can be
deduced that increasing ROM in the operated
knee is dependant on more than pain reduction:
stiffness and swelling are also considerable factors. The present subject did not suffer excessive
swelling; however, she was referred for ongoing
outpatient physiotherapy to improve her knee
ROM and strength.
The average length of hospital stay for TKR is
between 5 and 7 days postoperatively. Few
patients are discharged on POD 4. The present
subject had surgery on a Monday and was
discharged on the following Friday, i.e. POD 4,
thus achieving a timely discharge. This cannot be
attributed to acupuncture alone since the usual
drug regimen and rehabilitation protocol continued, and there was no control subject with
whom to compare this case.
Conclusions and limitations
Acupuncture in the non-operated leg was effectively used in the present subject to reduce pain
in the operated leg immediately post-treatment,
as measured by the VAS pain score. Narcotic
requirement gradually reduced and knee ROM
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improved over time; however, these effects cannot be attributed to acupuncture alone. The
present subject also reported feelings of
increased well-being post-acupuncture; this was
only a subjective measurement since no outcome
measure for this factor was used. Other aspects
of pain in the operated knee could have been
measured; for example, weight-bearing pain or
pain during exercise.
The evidence seems to suggest that the use of
electroacupuncture (EA) has more effect than
manual stimulation (Yurtkuran & Kocagil 1999;
Sangdee et al. 2002). Vas & White (2007) suggested that strong EA to muscle points could
be necessary for optimal acupuncture effects.
Some studies of acupuncture in patients with
osteoarthritis (OA) of the knee have used
manual manipulation once per session (Witt et al.
2005) while others have used this technique
twice per session (Scharf et al. 2006). Although
manual manipulation was performed twice per
session on the present subject, EA could have
been used.
Gall Bladder 34 is commonly used in the
treatment of knee OA to reduce inflammation
and swelling; ST40 is also used for this purpose,
as are SP9 and ST44. These points could have
been used in the present subject if swelling had
been an issue.
The present case report provides further evidence that acupuncture can be used as an adjunct
to standard medical treatment and physiotherapy
rehabilitation to relieve postoperative pain.
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CASE REPORT

Acupuncture, endometriosis and in vitro fertilization
E. Duggan
Private Practice, Holywood, County Down, Northern Ireland

Abstract
This report describes the case of a 37-year-old female with moderate endometriosis and
infertility. At the time of presentation for treatment, she had undergone 4 months of a 6-month
course of gonadotropin-releasing hormone (GnRH) that was to be followed by an in vitro
fertilization (IVF) cycle. The subject sought treatment for the side effects of the GnRH agonists
and to prepare her body for IVF. Acupuncture was used in an attempt to address the
menopausal symptoms produced by down-regulation, and improve blood flow to the uterus
and ovaries so as to improve the chances of embryo implantation, and reduce the stress and
anxiety associated with infertility and IVF treatment. The subject was treated once a week over
a 10-week period.
Keywords: acupuncture, endometriosis, in vitro fertilization, traditional Chinese medicine.

Introduction
Endometriosis is a common medical condition
that is characterized by the growth of ectopic
endometrial tissue. The condition occurs when
endometrium, which normally lines the inside
of the uterus, grows outside or beyond this
organ. The misplaced endometrial cells respond
to the hormonal stimuli of oestrogen and progesterone during menstruation. The blood,
which is unable to leave the body, stagnates at
the site of implantation, causing inflammation
and scarring.
Gonadotropin-releasing hormone (GnRH)
agonists inhibit pituitary hormones, which, in
turn, inhibit the production of folliclestimulating hormone, luteinizing hormone and
oestrogen, and therefore, disrupt the menstrual
cycle. Starving the endometrium and ectopic
plaques of hormonal stimulation can cause the
plaques to shrink (Lyttleton 1998).
It is well established that a relationship exists
between endometriosis and infertility (Prentice
2001). In some cases, the scarring may completely block the passage of the egg to the uterus,
Correspondence: Liz Duggan, Holywood Physiotherapy,
16 Ardlee Avenue, Holywood, County Down BT18 9LT,
Northern Ireland (e-mail: eaduggan@yahoo.co.uk).

but even women with milder forms of endometriosis can suffer from impaired fertility.
Clinical reasoning
Chen (1997) demonstrated that acupuncture can
normalize the hypothalamic–pituitary–ovarian
(HPO) axis through the release of opioids and
other peptides in the central and peripheral
nervous systems. An imbalance in the pituitary
system may prevent a woman from producing
the hormones responsible for a normal, ovulating menstrual cycle. The resulting impact on the
HPO axis can be a factor in infertility.
Petti et al. (1998) showed that acupuncture
causes a significant increase in -endorphin
levels during treatment. Because of this impact
on -endorphin levels, which affect GnRH
secretion and the menstrual cycle in turn, it is
logical to hypothesize that acupuncture may
positively influence ovulation and fertility.
Blood flow to the ovaries begins to decline as
the female body ages. At the onset of the
menopause, the ovarian blood flow is approximately five times less than when a women is in
her reproductive prime (Lewis 2004). There is
evidence that acupuncture can improve blood
flow to the ovaries. A study by Stener-Victorin
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et al. (2000) examined whether electroacupuncture could increase ovarian blood flow in rats.
The strongest ovarian blood flow response
occurred when needles were placed in the
abdominal muscles, i.e. in the somatic innervations of the uterus and ovaries, or in the abdominal and leg muscles. The above authors
demonstrated that the effect was mediated by the
ovarian sympathetic nerves and the supraspinal
reflexes.
Stener-Victorin et al. (1996) also showed that
electroacupuncture can reduce high impedance
in the uterine arteries, thus improving uterine
blood flow and increasing endometrial receptivity. Successful IVF and embryo transfer requires
optimal endometrial receptivity at the time of
implantation.
Smeenk et al. (2001) examined the influence of
anxiety and depression on the outcome of
assisted reproductive treatment. These authors
suggested that women undergoing IVF treatment
are often anxious and depressed because of their
infertility and the uncertainties of the treatment
with which they have to deal. Anxiety and
depression were measured using the State and
Trait Anxiety Inventory and the Beck Depression Inventory, respectively. Smeenk et al. (2001)
found that anxiety in particular can negatively
affect treatment outcome and is probably strongest during the implantation phase of the cycle.
In traditional Chinese medicine (TCM), the
uterus, heart and kidney form the focus of
reproductive activity (Lyttleton 2004). The kidneys are where we store our Essence, i.e. eggs
and sperm, the genetic material that we receive
from our parents and pass on to our children.
The process of ageing depletes Essence (Lewis
2004).
Kidney yin and yang can be thought of as
the hormonal underpinnings of the reproductive
system. Kidney yin, with its cooling properties,
correlates to oestrogen and follicle-stimulating
hormone. Kidney yang, with its warming and
holding properties, correlates to progesterone
and testosterone (Rosenthal & Anderson 2007).
The emphasis of the TCM paradigm in infertility treatment is to influence how well the eggs
are nourished and stimulated to grow, the process of egg release and their movement down the
fallopian tube, and the thickness and quality of
the endometrium. In TCM, the heart governs the
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emotions, which explains why stress can have
such an impact on fertility. The heart encompasses the mind, as well as the activity of the
hypothalamus and pituitary, which control the
whole cycle.

Case report
Presentation
The present subject had been trying to become
pregnant for 2 years before her endometriosis
was diagnosed by laparoscopy.
On subjective examination, the subject
described the side effects of the fertility drugs
that she had been prescribed. She had experienced insomnia, night sweats and depression.
Treating women with endometriosis with GnRH
agonists for 3–6 months before an in vitro fertilization (IVF) cycle has been shown to increase
the odds of clinical pregnancy fourfold (Sallam
et al. 2006). Because the side effects of the
GnRH agonists were quite severe, the subject
had been put on low-dose oestrogen, which had
lessened her symptoms but had not resolved
them. Since her body was not producing any
oestrogen, she was not ovulating or menstruating; she was in temporary menopause and was
experiencing its associated symptoms.
The subject’s symptoms of endometriosis,
which had temporarily resolved at the time of
treatment, were dysmenorrhoea with clotting,
non-cyclic pelvic pain, pain during urination at
the time of menstruation, backache, menstrual
irregularity and an inability to conceive naturally
over a 2-year period. The discovery of her
endometriosis and infertility had shocked her.
She described how her inability to conceive had
led to feelings of anxiety and depression. The
subject was also aware that, statistically, the
chances of conception decrease markedly
between 35 and 40 years of age, even with IVF
treatment (Jansen 2003), and this added to her
feelings of anxiety.
Her job was demanding, involving travelling
and long working hours. She often found it
difficult to relax, and appeared tired and stressed.
The subject did not consume much alcohol, but
drank many cups of coffee each day. She often
dined out or ate ready-made meals. She was of
average weight, but did little exercise. At the
time of her treatment, the subject said that it
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Table 1. Acupuncture point rationale: (IVF) in vitro fertilization; (ST) Stomach; (SP) Spleen; (LV) Liver; (LI) Large Intestine; (KI) Kidney;
(BL) Bladder; (GV) Governor Vessel; (PC) Pericardium; and (LU) Lung
Treatment session

Acupuncture points

Rationale

Reduction of menopausal symptoms
Session 1

ST6, SP6, LV3, LI4, Yingtang

Move qi, clear heat

Session 2

As session 1, plus SP10, Zigong

Move qi, clear heat, move blood

Sessions 3–5

KI3, KI7, Ren 3, Ren 4, Ren 6, ST30,
BL23, plus points used in treatments 1
and 2

Nourish kidney system

Preparation of body/uterus for IVF prior to oocyte retrieval
Sessions 6–8 reduce
ST36, SP6, LV3, KI3, GV20, Zigong,
PC6

Improve blood flow to pelvis, reduce stress,
support movement of blood in pelvis

Sessions 9–10

Open Ren and Chong vessels

Points as above, plus LU7, KI6, SP4

was not possible to change her level of work
commitment. She felt that she could not sacrifice
her career at this point because she did not know
if her desire to become a mother would be
realized and her job was important to her.
Her husband’s sperm count and motility were
normal, and he was fit and healthy.
Treatment and management plan
The acupuncture treatment was carried out
weekly over 2.5 months for a total of 10 sessions
and was intended to:
(1) increase blood flow to the uterus and
ovaries, clear stagnated blood and qi, and
nourish the kidney system;
(2) reduce anxiety and depression; and
(3) provide lifestyle advice.
The subject was given a Depression Anxiety
Stress Scale (DASS) questionnaire to complete
on her first visit and this was used as an outcome
measure. The present author’s acupuncture point
rationale is shown in Table 1. Sterile, disposable
stainless-steel needles were used in the selected
points (2522 mm).
The present author aimed to achieve de qi (i.e.
a sensation of soreness, numbness or distension)
around the chosen points during the initial insertion. The needles were inserted for 15 min during the first treatment session and were rotated
after 10 min to maintain de qi. The insertion time
was gradually increased at subsequent sessions
until a maximum of 40 min was achieved.
A heat pad was put on the subject’s lower back
around Urinary Bladder 23 (the Back Shu point

of the kidney) to promote the flow of blood/qi
to the meridian, and she was encouraged to do
this at home on a daily basis. She was also taught
how to perform femoral artery massage (Lewis
2004) on a daily basis to encourage the flow of
blood into the abdomen.
The needles were used bilaterally, which meant
that up to 20 were used for stimulation. The
gradual increase in the time that the needles were
left in situ and the number used meant that no
serious side effects were experienced.
The main side effect was drowsiness posttreatment and on the following day. The subject
had been warned that this might be a possibility,
and therefore, arranged for a friend to collect her
after the treatment sessions.
Dietary and lifestyle advice was introduced
over the course of treatment. For example, she
was advised to reduce her caffeine intake since it
stimulates the sympathetic nervous system and
could have been contributing to her poor sleeping pattern and feelings of anxiety. The aim was
to make the subject think about nurturing her
body, mind and spirit before her IVF treatment
in order to optimize her chances. Up to this
point, her lifestyle had left little time for considerations of this kind, and she had not realized
that it might be hindering her chances of conception. The physical effects of stress on the body
were explained to the subject as well as how it
could affect reproductive health. She was advised
to take up a form of exercise such as yoga (to
relax and energize). It was also suggested that she
should try to focus some of her energies on
herself and her well-being, rather than her career.
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Physiological reasoning for acupuncture
selection
Chen (1997) demonstrated that acupuncture can
normalize the HPO axis by releasing opioids and
other peptides in the central and peripheral
nervous systems. An imbalance in the pituitary
system may prevent a woman from producing
the hormones responsible for a normal, ovulating menstrual cycle. The resulting impact on
the HPO axis can be a factor in infertility. In
addition to the central modulation of the
hypothalamic–pituitary axis, acupuncture can be
used to alter sympathetic outflow (Bradnam
2007). With its central sympatho-inhibitory
effect, acupuncture may contribute to reduced
uterine artery impedance, and therefore, increase
blood flow to the uterus. Many strong traditional
Chinese acupuncture points are located in the
extremities. Bekkering & van Bussel (1998)
stated that these points have a significant sympathetic innervation, and therefore, may be more
useful in manipulating sympathetic responses.
Stress increases the activity of the
hypothalamic–pituitary–adrenal
axis
and
decreases reproductive functions (StenerVictorin et al. 2002). If the adrenal glands are
overworked, blood flow is diverted from the
uterus and ovaries. Adrenaline also inhibits the
utilization of progesterone, one of the key reproductive hormones (Lewis 2004). Corticotrophinreleasing factor, adrenocorticotropic hormone,
-endorphin and adrenal corticosteroids all play
important roles in modulating the effects of
stress on reproductive functions (Rivier & Rivest
1991). Acupuncture appears to reduce stress by
increasing -endorphin levels in the brain and
through its sympatho-inhibitory effects (Chang
et al. 2002). Points that are known to have a
calming effect on the sympathetic nervous system include Liver (LV) 3 and LV4 (the ‘‘four
gates’’) and Pericardium 6.
Acupuncture was shown by Petti et al. (1998)
to cause a significant increase in -endorphin
levels during treatment, an effect that lasts for up
to 24 h. -endorphin is derived from its precursor protein, proopiomelanocortin, which is
present in abundant amounts in the neuronal
cells of the arcuate nucleus of the hypothalamus,
pituitary and medulla, as well as in peripheral
tissues, including the intestines and ovaries. The
influence of endogenous opioid peptides on
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gonadotropin secretion and the menstrual cycle
is believed to be mediated by their action on
GnRH (Chang et al. 2002). The hypothalamic
-endorphin centre and the GnRH pulse generator are both situated within the arcuate nucleus.
Because acupuncture treatment impacts on
-endorphin levels, which affect GnRH secretion and the menstrual cycle in turn, it is logical
to hypothesize that acupuncture may influence
ovulation and fertility.
Outcome measurements and results
In the present case, the outcome measurements
were the results of the DASS questionnaire,
which showed that the subject had moderate
stress and anxiety levels, and mild depression
when she first completed it. On repeating the
measure 2.5 months later, her stress and anxiety
levels were shown to be mild, and her depression
remained mild. Subjective improvements
included an increase in her energy, an improved
sleep pattern, a decrease in night sweats and an
increase in her sense of well-being. She was
trying to make the recommended lifestyle
changes, but was finding this difficult.
The subject’s first IVF cycle was unsuccessful.
She continued with the lifestyle changes and
acupuncture treatment, and eventually conceived
during her third cycle of IVF.

Discussion
The use of acupuncture in reproductive medicine
has not been thoroughly investigated to date, and
there are few systematic reviews of complementary or alternative approaches to the treatment of
infertility. Although there is a growing evidence
base supporting the use of acupuncture during
the IVF process to improve pregnancy rates
and live births (Manheimer et al. 2008), its role
in the treatment of female infertility (e.g.
endometriosis) has yet to be established.
The treatment of infertility using TCM predates Western medicine by centuries. Rosenthal
& Anderson (2007) stated that integrating medical disease diagnoses, blood tests and the stages
of the IVF process into modern practice can
help to further define TCM diagnosis and treatment, and improve clinical outcomes. To date,
there has been limited research examining any
relationship between TCM and Western medical

 2008 Association of Chartered Physiotherapists in Women’s Health

E. Duggan
diagnoses. However, a study by Coyle & Smith
(2005) found evidence of an association between
a Western diagnosis of endometriosis, and a
TCM diagnosis of blood and qi stagnation. In
TCM, qi is said to lead the blood, and when
either becomes stagnant, there can be painful
periods, clotting of the blood, premenstrual
tension and abnormal menstrual bleeding, which
are all symptoms of endometriosis (Lyttleton
2004).
Although the cause of endometriosis is poorly
understood in Western medicine, it has been
hypothesized that a dysfunction in the ovaries or
hormonal issues producing luteal phase defects
causes the problems that leading to the condition. Approximately 27% of women with mild
endometriosis also have ovulatory dysfunction
or luteal phase defect. It is also possible that
endometrial implants secrete prostaglandins,
which can cause muscle spasms in the reproductive organs and hinder their proper functioning
(Lewis 2004).
It is not possible to draw definitive conclusions from a single case study. It is difficult to say
what role, if any, acupuncture played in the
present subject’s eventual successful conception.
Statistically, the chance of a successful implantation and live birth increase with repeated IVF
treatments.
The subject had a positive expectation that
acupuncture could work for her. Using sham
acupuncture, real acupuncture and skin prick,
Pariente et al. (2005) demonstrated that expectation and belief in treatment have a physiological effect on the brain that appears to mediate
a potentially powerful non-specific clinical
response to acupuncture. This could have contributed to a placebo effect.
The present study could have been improved
by the use of additional subjects, and by incorporating TCM tongue and pulse diagnosis into
the assessment. An experienced TCM practitioner will gain valuable clinical information
from looking at a patient’s complexion, eyes,
body tone and shape (Lewis 2004). These observations can form the basis of a diagnosis and
treatment progression, but were not carried out
in the present case because of a lack of training.
The present author attempted to integrate the
TCM approach to diagnosis and treatment with
the available scientific evidence. Both paradigms

offer a reasonable explanation for the health
improvements – and the eventual positive pregnancy result – shown by the subject. In TCM,
there is an association between blood and the
mind, or shen. Blood houses and nourishes the
mind, and when blood is deficient or stagnant,
mental health and well-being can be impaired.
Reduced stagnation of the blood could account
for the present subject’s increased feelings of
well-being. She also reported having more
energy. This could be the result of a reduction of
stress levels, but could also be a consequence of
the treatment effect of moving blood and qi, and
reduced caffeine consumption. From a scientific
point of view, the normalizing of the HPO axis
and the central sympatho-inhibitory effects on
stress and blood flow could have contributed to
the positive outcome.
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Conference report

The British Conference of
Acupuncture and Oriental
Medicine, Royal Holloway,
University of London, Egham,
Surrey, UK, 6–7 September 2008
Sharon Fox and I were lucky enough to be
invited to attend the British Acupuncture
Council (BAcC) Annual Conference. This event
deviated from the design of previous meetings,
partly because of the demand from an increasing
number of acupuncture practitioners, and partly
as a direct response to an exit survey undertaken
at the 2007 BAcC Conference. The membership
called for more workshops relevant to clinical
practice, as well as more research- and evidencebased (EB) debate incorporating the differing
models of acupuncture intervention. These
requests were certainly satisfied by the conference organizers and I congratulate them on their
success. This was a unique event because members of other professions, from both the UK and
abroad, attended to speak and to listen, and to
celebrate acupuncture and oriental medicine.
The Conference was attended by 5900 practitioners, researchers, teachers, students and
(even) physiotherapists. The event offered professional diversity, discussion, debate and
thought, and covered a variety of subjects in an
attempt to both inspire and entertain. I was very
fortunate to be asked to present the theory of
myofascial pain and trigger point acupuncture on
the Sunday, but I will only describe the lectures
that I attended and omit a review of my own
performance!
Treating Mental Illness (Chris Nortley)
Chris Nortley, who has his own distinctive style
and personality, delivered an explosive presentation on treating mental illness. He described the
treatment of a diverse range of mental and
emotional conditions from the unique standpoint of running an acupuncture clinic for the
Manchester Mental Health and Social Care Trust.
This talk was not for the faint-hearted: Chris
shares his passion, experience and expertise in
 2009 Acupuncture Association of Chartered Physiotherapists

working as part of a mental health team including psychiatrists, nurses and mental health professionals. At times, this presentation was very
funny, and at others, it was heartbreaking. Chris
has passion and humour, but above all, an
amazing ability to communicate and learn from
his patients. He referred to cherished and powerful extracts from case studies, demonstrating
the value of five-element acupuncture for the
management of mental health issues. This was
certainly one lecture that was not to be missed,
and I would encourage anyone working in this
field to contact Chris at Manchester Mental
Health and Social Care Trust’s Acupuncture
Service at Park House. He arranges visits and
work experience wherever possible.
How Do We Test a Holistic System of
Therapy? (Stephen Birch, Dr Hugh
MacPherson and Dr Volker Scheid)
This plenary session involved a presentation and
discussion on the current status and research
methodology of acupuncture.
Stephen Birch described a model for testing a
holistic system of therapy, and strongly encouraged researchers and practitioners to develop a
viable model for testing acupuncture that leaves
the dimensions of ‘‘holism and patient complexity’’ intact. His talk challenged methodological
reductionism and limitations imposed by conventional research methodology. Stephen has
developed an ‘‘integral model’’ that allows for the
complex, multidimensional, holistic nature of
acupuncture, patient interaction, and patient and
practitioner expectations (to name but a few) to
be systematically investigated. This model
addresses philosophical and cross-cultural issues,
which is essential in order to unravel the complexity of this form of intervention.
He kindly accepted an invitation to speak at a
future AACP Conference, for which I was very
grateful.
Dr Hugh MacPherson presented the interface
between acupuncture and EB medicine and
posed the question: is there cause for optimism?
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In a study of 2500 National Health Service
(NHS) treatments undertaken in the past year,
13% were offered as a result of EB research and
46% were offered as a result of ‘‘not knowing
why’’. This is certainly some food for thought.
Hugh pointed out two large obstacles for
acupuncture research:
(1) the placebo effect; and
(2) the need for large, robust, long-term and
cost-effective trials.
He stressed that the EB hierarchy of randomized
controlled trials, systematic reviews and metaanalyses – the gold standard for judging the
efficacy and significance of interventions and
therapies – may not be the appropriate model for
acupuncture treatment. The emphasis of recent
acupuncture research is that acupuncture produces results of ‘‘marginal’’ effectiveness, mostly
as a result of inappropriate sham trials, and
asking inappropriate questions or seeking irrelevant mechanisms in order to answer a question
that is not relevant to practice. One such inappropriate question would be: why does acupuncture work? We should be asking: does
acupuncture work, and if so, how?
Hugh also emphasized the importance of
long-term prospective studies. These will elucidate the economic possibilities of acupuncture
integration within the NHS and assist in the
promotion of acupuncture research that is relevant to practice. An exciting scheme has been
developed to amalgamate all acupuncture
research results from large trials in order to
analyse the relevance to clinical practice (www.
acupuncturetrialistscollaboration.org).
Dr Volker Scheid discussed the interface
between Chinese medicine (CM), science and
EB healthcare, stressing the need to understand

88

that research is profoundly social. His lecture
title was ‘‘Lost in Translation’’ and he outlined
the impossibility of integrating CM into the
research methodological hierarchy demanded by
modern healthcare: ‘‘Every patient is a new
patient, whether they are involved in a clinical
experience or a research trial.’’
Volker pointed out that CM is far too complex
to fit into a set of hierarchical rules. Practitioners
decide on a treatment intervention on the basis
of clear diagnostic judgement via clinical reasoning at a higher level of clinical understanding,
not on point prescription at the lower level of
clinical intervention. If CM is to be integrated
into the NHS, it will no longer be CM; it will
have to change to fit a reductionist intervention at the lower clinical level. What we need to
ask ourselves is: are we ready to embrace this
change and will it affect the effectiveness of the
intervention?
A fascinating debate followed that included a
variety of different viewpoints from each school
of acupuncture training, a discussion that continued later during the drinks reception and dinner.
Volker will be presenting at the 2009 AACP
Conference and I urge you to listen to his
suggestions for future research.
I would like to express my thanks to Mandy
Foster, Janice Booth, Nigel Kay and all those
involved in this weekend for making us feel
welcome and ensuring that it was a very worthwhile experience. I would particularly like to
encourage their hard work in the move towards
integrating and not segregating our powerful
acupuncture profession and our passion.
Jennie Longbottom
Chair
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Continuing professional development (CPD) and you

I can hear your groans at the very mention of the
initials CPD. Yes, I understand your frustrations,
but even though a great deal of information has
been passed on to members over the years about
the subject, it still seems to cause an awful lot of
confusion. We still get a lot of calls at the Office
about CPD, so here are the answers to our
most-frequently asked questions. I hope this
helps!

What is CPD?
Continuing professional development is ‘‘the
systematic, ongoing structured process that
physiotherapists and physiotherapy assistants
undertake to maintain, develop and enhance
skills, knowledge and competence both professionally and personally in order to improve
performance at work’’ (CSP 2008). It ensures
that all members continuously update themselves
with new methods, research and practices,
promoting enhanced professional ability and
developing new or existing skills.

How much CPD do I have to
complete?
The minimum requirement for maintaining your
AACP membership is at least 10 h CPD for
every 2 years of membership. The activities you
choose should be as varied as possible, and
should not be the same thing repeated over and
over. The requirements are the same whether
members are part-time or full-time, and whether
they work in either permanent or temporary
positions.

What is the difference between
training and a CPD course?
Training courses develop your skills in acupuncture and give you the opportunity to demonstrate, against defined standards, that you have
absorbed and are competent in the new skill.
Continuing professional development courses do
not include this element of assessment. If you
wish, you could attend a training course and this
 2009 Acupuncture Association of Chartered Physiotherapists

could be classed as CPD; however, CPD is not
admissible as training.

Why do I need to maintain my
CPD?
Whilst we are not a regulatory body, AACP is a
clinical interest group, and we must ensure that
all members maintain and develop their skills in
relation to the use of acupuncture within physiotherapy, much in the same way that the Chartered Society of Physiotherapy monitors your
knowledge and skills in relation to your work
as a physiotherapist. The use of acupuncture
within physiotherapy is only within your scope of
practice if you are adequately competent to
perform it, and this includes maintaining your
level of skill and knowledge once you have
received appropriate and recognized training.

Why does AACP need to know
what I am doing?
In order to meet the Health Professions Council
requirements, AACP must monitor the level of
CPD achieved by its members. One way that we
do this is by asking you to complete a renewal
form each year regardless of how you pay your
subscription. The renewal form includes a declaration to confirm that you are maintaining your
CPD of at least 10 h for every 2 years of
membership. If you do not return the form,
AACP may assume you have not maintained
your CPD and your membership may be lapsed.

What activities can I do to
maintain my CPD?
Contrary to popular belief, it is not necessary to
attend a formal course to maintain your CPD.
However, CPD must be a combination of different activities. Acupuncture must be involved,
and learning objectives and outcomes must be
included in your recording of the activity. Continuing professional development is not training,
and it is not admissible as training. Relevant
activities might include:
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Work-related
+ case report submission in line with AACP
protocols;
+ reflective practice;
+ clinical audit;
+ coaching from others;
+ discussions with colleagues;
+ involvement in the wider work of an
employer (e.g. being a representative on a
committee);
+ secondments;
+ in-service training;
+ clinical reasoning;
+ filling in self-assessment questionnaires; and
+ project work or project management.
Professional
+ involvement with acupuncture
groups; and
+ giving presentations to colleagues.

interest

Formal/educational
+ CPD or training courses;
+ further education (e.g. study days);
+ critical appraisal of research;
+ conducting research;
+ attending conferences;
+ writing articles and/or papers;
+ going to seminars; and
+ distance learning.
Self-directed learning
+ reading journals and/or articles;
+ reviewing books and/or articles; and
+ updating knowledge using the Internet.
This list is not intended to be exhaustive, and
you must decide which activity you need to do
and how often you need do it to ensure that you
meet the membership requirements for CPD. It
is not possible to allocate specific time points to
the activities because you should record the time
your chosen activity takes within your portfolio.

How do I record my CPD
activity?
You must ensure that any activity you choose to
undertake is recorded accurately within your
CPD portfolio. You should maintain a written
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record of the CPD that you have undertaken,
including any relevant or supporting documents.
You should demonstrate that your CPD activities are a mixture of learning activities, and are
relevant to what you do now and what you may
do in the future. You can download a sample
CPD recording form from the AACP website
that you can use to help you log details of the
activity and the learning outcomes. It is not
compulsory that you use this form, but you must
ensure that information is recorded for each
separate activity you undertake.
Another way that you can record your CPD is
by logging on to the member area of the AACP
website, clicking on the ‘‘My Membership’’ menu
option and then clicking on the ‘‘CPD Records’’
option. You can log your activities here. Please
note that, if you have lots of information to
record, the session will time you out after
15 min, so it might help to construct a Microsoft
Word document first and copy the finalized
information over onto your member record.
You should also bear in mind that we might
request your CPD portfolio, so it is important
that you maintain the evidence on hard copies,
along with your supporting documents, such as
certificates of completion, protocols that you
have produced, discussion documents, literature
reviews or case study notes. This list is not
exhaustive and you should gather together whatever evidence you have available to demonstrate
the completion of your CPD.

Why have you requested my CPD
portfolio?
As part of its ongoing obligation to ensure that
its members maintain adequate and appropriate
CPD, we randomly audit 100 members each
year. You must submit your portfolio so that we
receive it by the stated deadline.

What should my portfolio show?
Your portfolio should be an accurate record of
the range of activities that you have undertaken,
including any supporting evidence (e.g. copies of
certificates, and learning and evaluation forms).
It should include details of the number of hours
allocated to each CPD activity based on its
duration. If your portfolio has original documents included in it that cannot be replaced, we
 2009 Acupuncture Association of Chartered Physiotherapists
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advise that you send copies because they will be
returned to you by standard post.

Have I done enough to fulfil my
CPD obligations?
The Office receives frequent queries from members who are concerned that they have not done
enough to maintain their CPD. Please telephone
us if you fall into this category. Speaking to us
will often help you to think about what you have
done in the context of CPD, and more often
than not, members are doing enough, but they
either do not realize this or do not record their
activities.

bear in mind that supporting evidence may be
requested by the Board, who will review each
case based on individual circumstances. A short
extension may be granted in such cases to give
you time to get your CPD back on track.
I hope that this helps with some of your CPD
queries. Remember, the AACP Office is available
to answer any queries that you might have. If you
would like help with organizing an activity in
your area, either contact your regional representative or telephone the Office, and we will do our
best to help. Look out for lots of events around
the country that may be of interest to you and
help you to boost your CPD hours, details of
which are available on the AACP website.
Sharon Fox
Business Manager AACP Ltd

I have not done enough to fulfil
my CPD obligations
There may have been a particular reason why
you have not managed to complete your CPD,
and if those reasons are ill health or extenuating
personal circumstances, then you are encouraged
to contact the office immediately. You will be
required to put your reasons into writing, and
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Call for members of the Education, Training and Research
Committee

Call for new subcommittee
members
Since its inception in 2006, the AACP Education, Training and Research Committee (ETRC)
has worked to ensure that the education and
training needs of the membership are developed
and implemented in line with the strategic direction of the Association. It has dedicated time to
its remit of research, and AACP has recently
appointed Dr Mindy Cairns as its Research
Adviser. Dr Cairns’s input into acupuncture
research within the Association is vital if we are
to contribute to the raft of clinical evidence
supporting the use of acupuncture within physiotherapy.
The current members and officers of AACP
have moved the organization forward. However,
it is now essential that the ETRC evolves and
rises to the challenges that will appear on the
health horizon. The new committee structure,
which is required to offer clinical research and
academic diversity, will be implemented from
May 2009, with new posts appointed for 4 years
in order to maintain knowledge and expertise
already in place. Current committee members
may submit expressions of interest to the ETRC
Chair, Ann Green, and if successful, will retain
their position for a further 2 years.
One AACP Board member will be appointed
to the ETRC for liaison and reporting purposes.

Available roles
Educator (two positions)
Candidates should be employed by a higher
education institution that delivers programmes,
modules or short courses in acupuncture that are
approved by the AACP. Normally, this will
include teaching experience on an Acupuncture
Foundation or Advanced Course.
Researcher (two positions)
Candidates should be employed in the capacity
of researcher in either the public or private
 2009 Acupuncture Association of Chartered Physiotherapists

sector. Researchers will normally have been
successful grant-holders and/or have relevant
peer-reviewed publications in the area of acupuncture, but do not necessarily have to be
AACP members.
Clinician
National Health Service (one position). Candidates
should be employed by the National Health
Service (NHS) as senior physiotherapists in roles
that allow the use of acupuncture for patient
management, and where they are clinical experts
who engage in some clinical teaching.
Independent/private sector (one position). Candidates
should be employed by the independent or
private sector in roles that allow the use of
acupuncture for patient management, and where
they are clinical experts who engage in some
clinical teaching.
AACP tutor (two positions)
Candidates should hold a recognized qualification in acupuncture, be advanced members of
AACP and have successfully completed a postgraduate teaching qualification. Tutors are
expected to be engaged in clinical and/or
research activity within the NHS, private/
independent sector or higher education.
Student (one position)
Candidates should be currently enrolled in or a
participant on a Master’s degree programme,
short course or module in acupuncture.
Clinician, not primarily practising
acupuncture (one position)
Candidates should be employed as physiotherapist clinicians in roles where patient
physiotherapy management does not include
acupuncture, but where they are clinical experts
who engage in some clinical teaching.
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Applications
The ETRC meet quarterly at the AACP Office in
Peterborough on dates agreed in advance. Members are required to attend wherever possible,
and failure to attend two consecutive meetings
will result in the termination of committee membership. Travel expenses of 40p per mile, or
reasonable rail and train costs, are reimbursed,
and overnight accommodation will be paid for
attendance at meetings (conditions apply).
If you are interested in joining the Committee,
fully complete the Board and Sub-Committee
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Nomination form, which is available to download from the AACP website (www.aacp.uk.
com), or from the AACP Office by e-mail
(sec@aacp.uk.com) or telephone (01733
390007). Prospective committee members
should return this form along with a curriculum
vitae and a statement in support of the application of no more than 150 words to Sharon Fox
(manager@aacp.uk.com). The closing date for
expressions of interest is 31 March 2009.
AACP Board
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Book and DVD-ROM reviews

Schizophrenia, Sleep, and Acupuncture
Edited by Peggy M. P. C. Bosch and Maurits
W. M. L. van den Noort
Hogrefe & Huber, Cambridge, MA, 2008, xii +
348 pages, hardback, US$49.00
ISBN 0-88937-355-8
I am sure AACP members will be aware that,
although we may regret it sometimes, there seem
to be two acupuncture camps. On the one hand,
there are those who are most comfortable with
Western explanations for acupuncture that use
the physiology and mechanisms familiar to us as
health professionals of the twenty-first century.
On the other, there is an undoubtedly smaller
group who are fascinated by the older Chinese
theories and philosophies, and furthermore, try
to incorporate these ideas into their practice. It is
often uncomfortable to stand resolutely in the
middle ground. Writing as someone who does, it
is a delight when a book comes along that
announces an intent to act as a bridge between
the two factions, and appears to be successful.
The major disciplines informing Schizophrenia,
Sleep, and Acupuncture are psychiatry, acupuncture,
clinical psychopharmacology and sleep medicine.
The editors have produced a book that is coherent, timely, well-balanced, and one would hope,
inspirational to all readers, whatever their medical discipline. The contributors, who are leading
experts from the Western and Chinese traditions,
discuss current conceptions of schizophrenia,
pharmacotherapy, practical experience, crosscultural differences, sleep disturbances, the
effects of acupuncture on neurotransmitters,
neuroimaging studies, recent research results and
traditional Chinese medicine (TCM) treatments
for schizophrenia. These individual contributions
combine to make a rich, boundary-crossing textbook.
Chapters in this volume discuss the theoretical
background to the effect of antipsychotic drugs
and acupuncture on sleep in normal subjects, and
also in patients with schizophrenia and sleep
disorders. The role of dopamine and glutamate
in sleep disruption of individuals with schizo 2009 Acupuncture Association of Chartered Physiotherapists

phrenia, and the connections between dopamine
and acupuncture are also highlighted. Acupuncture practitioners have, of course, long been
aware that one of the effects of needling is a
normalizing of sleep patterns in patients who are
being treated for other symptoms. The improvement in sleep has been regarded as a useful side
effect rather than an active therapy. Perhaps
things could change?
I’m not sure that the chapter on the crosscultural approach to the diagnosis and treatment
of schizophrenia is necessary, although I must
admit that it is interesting; in particular, its
description of the use in Cambodia of a form of
Gua Sha and cupping to release excess energy or
‘‘wind’’.
The chapter on neuroimaging emphasizes that,
as with ordinary X-rays, the fact that two patients
have the same diagnosis does not necessarily
mean that the scanned picture will be the same:
‘‘[S]chizophrenia is associated with frontal and
temporal brain dysfunction. This dysfunction
is thought to be irreversible; it often worsens
over time even when optimal treatment is
given and functional imaging research in
schizophrenia has demonstrated widespread
deficits affecting a range of cognitive functions
distributed throughout the brain. However,
there is a degree of inconsistency in the
reported findings and the pattern of brain
dysfunction that would serve as a biological
trait marker or predict treatment response has
not emerged to date.’’
In the words of the editors, this book gives
information on schizophrenia, the connected
research and the effects of Western treatment,
both wanted and unwanted. There are also many
facts about sleep and related disorders. The
focus on acupuncture in the treatment of these
sleep disorders reveals the importance of
some of the neurotransmitters known to be
involved. Dopamine not only seems to be very
important in these disorders, but also, of
course, in Parkinson’s disease: the imbalance in
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dopamine synthesis present in these two conditions appears to respond to acupuncture.
Thus, two key contributions are chapters 11,
‘‘The search for the mechanism behind acupuncture: research with neuro-imaging’’, and 12,
‘‘Acupuncture and the dopaminergic system’’.
Both include comprehensive reviews of the
research literature, adding considerable weight to
the hypothesis that acupuncture is a valid treatment. After a very useful summary of treatment
effects, Chapter 13, ‘‘Acupuncture and sleep’’,
suggests that that the influence of acupuncture
on the hypothalamus and limbic system is probably the key mechanism.
One of the most interesting contributions
from the point of view of a physiotherapist
working in or on the fringe of this field is
Chapter 16, ‘‘Acupuncture in the treatment of
schizophrenia’’, which is co-authored by Neil
Quinton, who is known for his excellent presentations at AACP Conference.
A question arising from reading this excellent
book is: why has this not been done before, since
the links between the acupuncture effects and
the symptomatology seem so clear? I have often
questioned this myself, feeling that there should
have been a quiet revolution in the treatment of
mental illness after the original work of Han
(1986), who compared acupuncture favourably
to amitriptyline more than 2 decades ago. It
seems that a start has now been made in
Germany; mention is made of a German conference on acupuncture in psychiatry (RKD 2005)
detailing the use of acupuncture with drug
addicts, psychiatric patients and trauma victims.
However, the current Cochrane review could
only find five trials and came to the usual
conclusion that more work needs to be done
(Rathbone & Xia 2005). It would seem from this
very intelligently written book that many practitioners would be behind a move to incorporate
acupuncture more widely into the mental health
field.
This is a most informative and stimulating
approach to a challenging problem. It represents
another opportunity to take acupuncture treatment beyond pain. A unification of Eastern and
Western ideas will be very valuable to all of us.
Physiotherapists may not be working in the field
of mental health in great numbers, but patients
suffering from chronic pain often have problems
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sleeping. Schizophrenia, Sleep, and Acupuncture will
help us to treat them with confidence and
success.
Dr Val Hopwood
Course Director
MSc Acupuncture
Department of Physiotherapy and Dietetics
Coventry University
Coventry
UK
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Applied Channel Theory in Chinese
Medicine: Wang Ju-Yi’s Lectures on
Channel Therapeutics
By Wang Ju-Yi and Jason D. Robertson
Eastland Press, Seattle, WA, 2008, 718 pages,
hardback, US$75.00
ISBN 0-939616-62-9
I love books, and more than this, I love good
books. The first thing that struck me about
Applied Channel Theory in Chinese Medicine was the
feel of it in my hands: it has a smooth, silky
texture that makes you want to hold it and
handle it; it represents knowledge of and feeling
for an ancient understanding of the art of
Chinese Medicine long before you open the first
pages. The clever cover design by Arne Bendik
Sjur plays an important part by using ancient
Chinese streets to suggest that authors will lead
readers through the maze of Chinese philosophies and models, rather than having to seek out
knowledge for themselves.
This book echoes the ancient manuscripts
used by teachers and their apprentices, enabling
readers to become apprentices themselves, and
so reflect on the clinical reasoning of the ancient
classics and understand the fundamental pillars
 2009 Acupuncture Association of Chartered Physiotherapists
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of Chinese medicine: the channels. Wang Ju-Yi
stresses the problem with modern acupuncture
literature, which emphasizes given, standard
points for specific diseases, meaning that the
complex theoretical models of classical acupuncture are reduced to mere formulae, and practitioners search for nothing more than points to
treat specific symptoms or disease. This has
served to narrow the scope of acupuncture in
much of the Western world, providing a reductionist approach to the management of conditions, which restricts many acupuncturists to
superficial techniques and experiential points,
losing the theoretical integrity of its application.
Despite being a professor of Chinese medicine
at the China Academy of Traditional Medicine
in Beijing, as well as a guest lecturer at many
schools around the world, Wang Ju-Yi describes
himself as a clinician, which is refreshing to those
of us who believe that teaching can only be at its
best with continued clinical practice, where we
carry on learning from our patients.
Applied Channel Theory in Chinese Medicine maintains a constant dialogue between master and
apprentice, which equates to clinical reasoning
and problem-solving within our own medical
paradigm of physiotherapy. Students are encouraged to take the bare facts and expand upon
these to suit their own clinical needs.
The essence of clinical mastery in acupuncture
is palpation; the essence within this book is
channel palpation, channel physiology and bringing the modern mind closer to classical thinking.
Diagnosis develops as a result of clear questioning, but also by placing the hands on the body in
order to feel the movement, arrival and quality of
qi. The channels thus bring organ theory to life.
Chapters 2 and 3 emphasize the fundamental
understanding of channel theory and include
some simple line drawings to reinforce the
hypothesis. The significance of organ pairings at
each of the six levels is easily conceptualized, and
the authors at all times stress the necessity for
palpation, initially as a diagnostic tool and later as
a point application tool.
Chapter 8 addresses the question of physiology and organ function, and is shaped and
informed by modern science, creating an interaction between classical texts and modern
experience. The culture of the time perceived
both the human body and the body politic as
 2009 Acupuncture Association of Chartered Physiotherapists

resonating with the movements and forces of the
natural world: politics, health and nature were
inseparable. This cannot be denied in our present
climate of political and economic mayhem,
which is resulting in an increase in cancer and
systemic disease throughout the world.
Chapters 5–10 undertake to explain the Tai
Yin, Shao Yin, Jue Yin, Tia Yang, Shao Yang and
Yang Ming systems in great detail, and are
beyond the scope of this review. These detailed
chapters may require repeated reading to gain
insight and understanding. The information is
provided in great depth in order to explain the
integration of qi and organ function at each level.
This is not done using point selection, but with
clear understanding, problem-solving skills, and
above all, fine palpation and tuning of the
system.
Chapter 11 discusses the role of the extraordinary vessels, which represent eight basic physiological principles and interstitial fluid movement.
These act as reservoirs without definable pathways, providing in times of need and taking in
times of excess. When groups of channels are
affected by the presence of disease, or when
symptoms defy all explanation within channel or
eight-parameter diagnosis, then it is time to
consider the ‘‘extraordinary’’. This concept cannot be emphasized sufficiently in the management of complex and chronic pain.
Chapters 12–14 consider the selection of
channels according to diagnosis and palpation,
giving a detailed outline of channel diagnosis via:
+
+
+
+
+

observation;
pulse diagnosis;
palpation of channel pathways;
palpation of acupuncture points; and
feeling the surface of the body.

Again, this is rather a lot to absorb, and it will
take time and re-reading to gain an understanding of the concepts.
Chapters 15–18 concentrate on the classification of acupuncture points and include excellent
diagrams to reinforce the theory. Chapter 19
focuses on attaining qi and dispersing techniques
with the needle.
Overall, this is a superb text, but it will take
patience to understand some of the principles
and even longer to put these ideas into
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practice. Applied Channel Theory in Chinese Medicine
demonstrates how a deeper understanding of the
interrelationship between organ and channel
theory can lead to more-precise diagnoses and
better clinical results. This book is a collaboration between Wang Ju-Yi, one of modern
China’s most respected scholars, teachers and
practitioners of TCM, and his American apprentice, the practitioner Jason Robertson. It is not
for the novice, and I would only recommend it
to those who have undertaken a full TCM course
and have some grasp of classical theory. It relies
very much on time, patience and detailed clinical
thought processes. This may not be possible for
everyone working in all fields of acupuncture,
but perhaps it is something that we should all
strive to achieve.
Jennie Longbottom
Chair
Acupuncture and the Chakra Energy
System: Treating the Cause of Disease
By John R. Cross
North Atlantic Books, Berkeley, CA, 2008,
208 pages, paperback, US$19.95
ISBN 1-55643-721-8
As practitioners, we are always searching for or
interested in learning about different techniques
and modalities to help our patients achieve relief
from disharmony.
John Cross has led the way with his previous
publications, the last being Healing with the Chakra
Energy System (Cross 2006), showing us how to
utilize the subtle energies. In his latest book, he
has gone a step further to show how combining
Chakra therapy with acupuncture can accelerate
the healing, and treat the root cause, of the
imbalance or disease. This in itself is what
physiotherapists are looking for, especially in the
treatment of chronic conditions.
In order to be able to use this system of
treatment, one has to first learn about ‘‘the
Auras’’, which are comprehensively dealt with in
the first chapter of Acupuncture and the Chakra
Energy System. According to Cross, most of our
ills are caused by an imbalance in our ‘‘emotional
bodies’’, and the symptoms of disease are merely
housed in our physical bodies. There are seven
Major Chakras or whorls of energy, 21 Minor
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Chakras, and over 700 Mini-Chakras on the body
that relate to acupoints and major reflex points.
(At this point, the reader may be daunted by all
this new information!)
Extensive knowledge has to be assimilated
about the associations of the Major Chakras
to organs, meridians, Minor Chakras, glands,
key points and functions, for example, before
one can start using this technique; however,
the illustrations are very helpful. Table 1.1
(‘‘Relationships of the Major Chakras’’, p. 19),
helps to clarify what Cross is saying at a
glance. There are also body charts that map the
numerous Chakras.
The author goes on to show how practitioners
from different acupuncture backgrounds, such as
TCM, Law of Five Elements, Tongue and Pulse
Diagnosis, and Traditional Abdominal Hara
Diagnosis, can integrate the Chakra therapy with
their treatment modalities. There are colourcoded charts illustrating these associations.
One must not forget to mention that the
Chakras derive from the Ayurvedic medical philosophy, and therefore, you will also be able to
learn a few Sanskrit words. Sadly, all this can lead
to information overload; it would be best to read
this book slowly to give it time to sink in.
Chapters 3 and 4 deal respectively with pain
and the treatment of chronic conditions. Cross
advocates the use of Minor Chakras to treat
acute and chronic pain, and he has combined
and listed the Minor Chakras as schedules, referring to different parts of the body and the
conditions that can be treated with the relevant
points. These follow the more familiar pattern of
proximal and distal points. Again, these chapters
are illustrated with colour charts that facilitate
easy learning.
Acupuncture and the Chakra Energy System is for
those therapists who are interested in treating the
body/mind via the subtle energies. Unfortunately, as good as these techniques seem to be,
there is no scientific proof for them, but Cross
states that he is willing to help anyone who wants
to enter this field of research. He has spent many
years perfecting this technique clinically, and
now that he has published all of his hard work,
we can use it to help our patients. Personally, I
would like to attend one of his courses to put
into practice what is described in this book and
help me to use chakras with more confidence.
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I attended one of his weekend hands-on
courses a few years ago and it was a wonderful
experience. John Cross is a very good, calm
teacher, whose personality and methods are very
conducive to learning. I still have displayed on
the wall of my clinic his colour-coded Chakra
chart. I have to confess that I have not utilized it
in the past few years, but this book is a good
incentive to start again.
In summary, Acupuncture and the Chakra Energy
System is full of interesting concepts that, given a
little time and patience, may extend your practice, but it may not be for the beginner or those
with a very Western medical approach.
Sara Jeevanjee MCSP DipAc (London,
Nanjing)
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Acupuncture: An Aid to Differential
Diagnosis
By Susanna Dowie
Churchill Livingstone, London, 2008, 146
pages, hardback, £29.99
ISBN 978-0-44306867-6
This is rather an unusual book – even, dare I say
it, for the world of acupuncture. For this reason,
I propose to review it in two parts, dealing first
with its academic content, and secondly, with its
readability and presentation. Acupuncture: An Aid
to Diﬀerential Diagnosis has been written from
years of relevant clinical and teaching experience,
and a vast understanding of TCM differential
diagnosis underpins the text. It acts as an easy
reference for comprehensive TCM diagnostic
skills and the correlation with Western symptoms. A more in-depth presentation of Western
diagnosis, running parallel with TCM diagnosis
rather than symptom presentation, might have
added more academic depth to the book.
This will be an invaluable reference book in a
teaching clinic and whilst undertaking TCM
training. As practitioners develop both clinical
and academic training, I would suspect that some
of the suggested patterns, points and herbal
 2009 Acupuncture Association of Chartered Physiotherapists

patents may become replaced by clinical experience. Therefore, I would recommend this book
to those who are about to embark on TCM and
herbal training, and not to more experienced
clinicians.
Acupuncture: An Aid to Diﬀerential Diagnosis has a
fine texture and is printed on coffee-stainresistant paper, which is essential for any student.
Its appearance is very much that of a set of very
well presented, easy-reference student notes,
which appears to be exactly its intention. It is a
handy, portable memory aid to differential diagnosis for both Western and Chinese medicine.
Each page is cut horizontally once, making
four sections on a double page spread. The
upper sections are divided between the Western
and Chinese medicine differential diagnoses of
a given condition. The lower sections describe
one of the Chinese medicine syndromes listed,
together with the appropriate acupuncture and
lifestyle advice. The cut pages can be turned
independently to enable rapid reference and
comparison. This can also be a disadvantage: it is
all too easy to run out of harmony between the
tops and the bottoms of the pages, and you can
often find that the Chinese point and lifestyle
advice refers to the preceding page.
The size of the print gave me some problems
by being too small. Anyone with the slightest
visual difficulties will find the text very difficult
to read and very tiring. Acupuncture: An Aid to
Diﬀerential Diagnosis is designed for quick reference and as a reference for students, and for this
purpose, it is more than adequate, but reading it
as a complete work is very difficult. Nevertheless,
I would certainly recommend this book to new
students of TCM and herbal medicine, and its
novel presentation makes it an attractive set of
notes.
Jennie Longbottom
Chair
The Acupuncturist’s Clinical Handbook
By Jeffrey H. Jacob
Integrative Wellness Inc., New York, NY,
2003, 426 pages, US$49.95
ISBN 0-9753742-0-6
This is a useful reference manual for any physiotherapist who has found themselves interested in
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the Chinese theories that underpin acupuncture.
It offers concise summaries of most of the
techniques, rather in the style of the late Anton
Jayasuriya.
The Acupuncturist’s Clinical Handbook provides a
good guide to the main meridians, with illustrations of the course and details about each
point, and it describes both indications and
energetics. As with all such texts, there are often
strange indications that could have done with
more explanation, but by and large, the choices
are sensible and will aid the intelligent practitioner.
In addition to the basic material, most of
which you will already have in an AACP Foundation Course manual, there is a helpful section
on extra points and a lengthy description of the
extra meridians. Developing an understanding of
the ‘‘secondary’’ meridians is a valuable asset in a
clinic. Jacob attempts to provoke, if not instigate,
visible changes within the thinking of his readers.
The Acupuncturist’s Clinical Handbook will certainly
beg many questions that might be better
answered elsewhere since it is a very clinically
oriented handbook. The musculotendinous or
sinew meridians are also well covered, and readers may be encouraged to use these points to
increase the effect of a basic point prescription
for joint or muscle pain. Luo vessels and divergent meridians also get a mention, and again,
readers may be encouraged to add some slightly
unfamiliar points in the clinic.
It is regrettable perhaps that no hint of the
personality of the author creeps through the
endless facts and information. I cannot help
thinking that Jacob would be very interesting to
listen to in a lecture or maybe a clinical workshop. There is evidence of deep knowledge of
and familiarity with Chinese concepts.
In summary, if you already have a working
knowledge of TCM, then this will be a very
useful handbook and a constant reminder of the
things that you can add to enrich your practice. If
you have no TCM background at all, this text
may be a bit daunting; as is the way with these
things, you will find no scientific evidence base
here. However, it is worth remembering that The
Acupuncturist’s Clinical Handbook is a reference
book for a body of empirical knowledge that still
continues to be amplified and explained today:
that has some value too.
100

Dr Val Hopwood
Course Director
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The Secret Treatise of the Spiritual
Orchid
By Claud Larre and Elizabeth Rochat de La
Vallee
Monkey Press, London, 2003, 162 pages,
paperback, £16.55
ISBN 1-872468-00-4
This is not a book for those with no interest in
Chinese philosophies, so read no further if you
fall into this group!
The Secret Treatise of the Spiritual Orchid is a useful
introduction to the Zang Fu, the internal organs
as described in TCM theory. The Zang Fu have
always been described in terms of function, and
students of acupuncture have often been surprised by the discrepancies between the Western
and Chinese ideas about them. This book discusses the internal sphere of influence of each
organ, together with their responsibilities, as set
out in Chapter 8 of the first part of The Yellow
Emperor’s Inner Classic, the Neijing Suwen.
It is written by two well-known Chinese
scholars who are well able to translate both the
literal meaning and ideas informing the original
Chinese text. It is set out as a conversation
between the two authors, echoing the Chinese
convention originating in the dialogues between
the physician Qi Bo and Huang Di, the Yellow
Emperor, in the original manuscript.
Chapter 8 of the Neijing Suwen has been
described as a text of simplicity, clarity and
deceptive brevity that hides a wealth of powerful
images and concepts. It draws an analogy
between a Confucian-style court hierarchy in
which the Heart is the emperor, the Lung is the
prime minister, the Liver is the general, and so
on; in the human body, each official, or Zang Fu,
has his own range of activities, functions and
interactions.
The Secret Treatise of the Spiritual Orchid starts with
an overview of the first seven chapters of the
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Neijing Suwen, and then continues with a line-byline discussion of Chapter 8. The text contains
many fascinating insights, most particularly into
the Chinese language itself.
An appendix gives the Chinese text and a
translation. There is also a small index of all main
concepts and Chinese characters.
It is hard to convey the flavour of The Secret
Treatise of the Spiritual Orchid without quoting long
passages that then lack context. The main
impression given is that the translation of
Chinese terms is at best an inexact science, and
the nuances contained within the calligraphy
have more importance than we can actually
communicate with our simpler written forms. I
would recommend absorbing this book in small
doses: it will enrich your practice, sometimes
leaving you puzzled, sometimes illuminating dark
corners, but it is always interesting.
Dr Val Hopwood
Course Director
MSc Acupuncture
Department of Physiotherapy and Dietetics
Coventry University
Coventry
UK
A Manual of Acupuncture: Multimedia
DVD-ROM
By Peter Deadman and Mazin Al-Khafaji, with
Kevin Baker, Tom Kennedy and Kate Simants
Journal of Chinese Medicine, Hove, 2008,
DVD-ROM, £69.99
ISBN 978-0-9559096-1-0
Those of you who are, as I am, involved with the
‘‘science and art of acupuncture’’, i.e. acupuncture education within both physiotherapy and
TCM, will welcome the development of this
DVD-ROM version of A Manual of Acupuncture,
which has captured all the wisdom and clinical
advice of the original book, whilst adding an
array of teaching and learning styles and methodologies to the text that will be valuable to
students and teachers alike.
The demonstrations involving the pronunciation of Chinese names, point location, needling
application and safety aspects are superbly presented, and without any of the ambiguity, con 2009 Acupuncture Association of Chartered Physiotherapists

fusion or controversy seen in some previously
reviewed acupuncture teaching videos. This production has been enhanced by the teaching skills,
clinical experience and in-depth knowledge of
the presenters, coupled with succinct, clear needle techniques demonstrated on live models,
which is so very important in teaching any
acupuncture modality. Attention to safety features and contraindications are reinforced at
every opportunity.
The text may be printed out for ease of use
and for students to refer to, or may remain
interactive within the classroom. Each printout is
produced with high-quality graphics, which can
be saved for further application via PowerPoint
presentation in order to reinforce point location,
function and application.
The multimedia DVD-ROM is compatible
with Windows and Macintosh formats, including
PC Windows 2000, XP or Vista with Pentium
III, and Macintosh OSX 10.3 or Pentium Mac
with 128 MB RAM.
This version of A Manual of Acupuncture has
added advantages that extend beyond the printed
version of the book: it provides interactive teaching and learning applications for student selftesting or student–teacher interaction that
extends beyond mere point finding to involve
channels, point combinations, and the presentation of systemic and musculoskeletal application.
The DVD-ROM was trialled with a group of
students undertaking Foundation Acupuncture
training and provided enhanced interactive learning combined with great fun.
I have no hesitation in recommending A
Manual of Acupuncture: Multimedia DVD-ROM to
tutors and students alike, and with the added
advantage of costing only £69.99, it provides a
very good value considering the amount of work
involved and the quality of presentation offered.
For me, it has the added advantage of providing
me with the correct pronunciation of Chinese
named points. I have no doubt that this DVDROM will enhance my teaching and the learning
skills of my students.
Jennie Longbottom
Chair
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Letter

I am an Australian manipulative physiotherapist
and acupuncturist living and working in the UK
who has recently become a member of AACP.
After reading Jennie Longbottom’s (2008) précis
of the Department of Health (DH) report on
statutory regulation of practitioners (DH 2008),
I can only say that I am ecstatic and indebted to
all involved. I longed to have my acupuncture
training recognized by the physiotherapy registration organizations in Australia. Alas, there was
no joy at all! Then I come to the UK and it all
falls into place – or so it would seem! I am not
ignorant of the enormous amount of work that
must have been done by many people in the
Health Professions Council, Chartered Society of
Physiotherapy and AACP in order for this to
come about, but at the end of the day, I am not
a political animal. I am not suited to tedious
boardroom meetings and long, drawn-out
debates. I am just passionately in love with
healing people and have been for the past three
decades since graduation, and possibly for a long
time before that. So all I can say is that I am
indeed fortunate that there exist people like Ms
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Longbottom who have the strength and professional dedication to do this thankless task. For
what it is worth, I do hope that this expression
of appreciation makes that task seem considerably less thankless. We are out here. And we do
see your efforts. And we are appreciative of your
toil.
Stephan Driver
E-mail: scoobadriver@hotmail.com
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News from the front
Chair

David Mayor: a cautionary tale

By the time you read this, the world will probably
be in the grip of the worst economic crisis for
years, Mr Obama will be in the White House
and, I hope, some semblance of peace will have
arrived in the West Bank – but spring will be on
the way!
This is the last piece of prose written in my
capacity as AACP Chair since I am stepping
down and handing over the reins to a younger,
brighter and more capable model! Before I go,
and in the full knowledge that I’ve never been
known to go quietly, I would like to offer my
sincere gratitude to all those amazing, dedicated
and selfless people who have supported my
vision over the past 4 years and worked tirelessly
for AACP. It would be wrong of me to name
them because I might overlook someone important – and I would hate this to be compared to
Kate Winslet’s acceptance speeches – but they all
know who they are, and they all know how much
I value and respect their expertise and advice,
especially in areas that are way out of my remit
and comfort zone.
At the Annual General Meeting in May 2009,
Merian Denning, who is currently the ViceChair of the Association, will stand for election as AACP Chair. Merian will bring the
levels of professionalism, good humour and
intelligence that are required to move AACP
even further forward in the areas of education,
research and membership benefits, to name
but a few.
I would like to wish Merian luck in her
nomination and votes, and urge you all to
support her. I would also like to wish the
Board and, indeed, all those involved within
AACP every success for the future. I promise
to advise only when asked, quietly from the
wings, but equally, I will do everything to
support an organization that has given me a lot
of challenges, a great deal of personal and
professional satisfaction, and many lasting
friendships.

Since 1999, David F. Mayor has been developing
a database of clinical studies on electroacupuncture and associated treatment modalities. This
includes data from studies published between
1959 and 2003, and is now freely accessible on
the web (www.electroacupunctureknowledge.
com). This is an invaluable reference source, and
any readers who have not yet accessed the site
should make a note of it and do so.
David has recently been trying to get funding
to help update the database, and last year, he
submitted a major grant application to the
National Institute for Health Research (NIHR).
Unfortunately, this was rejected because of
a bureaucratic technicality. The story is as
follows . . .
In May 2008, Elsevier launched www.electroacupunctureknowledge.com, an open-access website built around the clinical studies database that
serves as a companion to David’s book Electroacupuncture: A Practical Manual and Resource (Mayor
2007; for a review, see Hopwood 2008). The
expenditure incurred in compiling the database
in its present form exceeded £17 600 (excluding
website development costs). Contributions
towards this were received from AACP, the
British Acupuncture Council, and both company
and individual sponsorship. As database editor
and project manager, David personally contributed nearly £12 200 to cover the shortfall, as well
as more than 2700 unpaid hours of work.
A request for funding from the Research for
Innovation, Speculation and Creativity programme was made to NIHR. The grant application was compiled in consultation with a number
of experts in different fields, and this was a
complex process that took 3 months and more
than 100 h of David’s own time. The coapplicants were: Mark Bovey MSc, Coordinator,
Acupuncture Research Resource Centre, Faculty
of Health and Human Sciences, Thames Valley
University, London, UK; Tim Watson PhD,
Professor of Physiotherapy and Director of
Research, School of Health and Emergency Professions, University of Hertfordshire, Hatfield,

Jennie Longbottom
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UK (Supervisor); Hugh MacPherson PhD, Senior Research Fellow, Health Sciences, University
of York, York, UK; and Professor Adam Young,
Associate Medical Director (Clinical Governance), West Hertfordshire Hospitals National
Health Service (NHS) Trust, Hemel Hempstead,
Hertfordshire, UK (NHS Supervisor).
The submission deadline was 16:00 h on
29 April 2008, and the application forms were
duly completed and submitted electronically
shortly after 12:30 h on that day. However, the
NHS paperwork involved had still not been
completed by this stage. Anticipating this delay,
an agreement with NIHR had been reached on
4 April: the NHS ‘‘Declarations and Signatures’’
form concerned could be delivered to the Institute ‘‘a week or so’’ after the 29 April deadline.
On 6 May, this was duly done, and a paper copy
was also mailed by the Trust to NIHR on 8 May.
The fax actually arrived at 17:01 h on 6 May, the
paper copy on 12 May.
Although a decision should have been made in
July last year, it was only at the end of September
that David was informed in writing that the
Funding Committee ‘‘did not recommend your
application for funding’’, and that his submission
was ‘‘rejected for administrative reasons, the
signatures and declarations form arrived late’’.
Apparently, the cut-off time for receipt of the
NHS paperwork was also 16:00 h, which had not
been made clear during the process, and therefore, the application was rejected for being just
60 min late.
As you can imagine, David was very distressed
to discover this since he had spent a great deal of
time and effort on the proposal. Of course, he
can repeat the submission this year, now that he
is aware of the pitfalls. Unfortunately, this is an
all-too-common story that should remind us all
to follow grant application procedures very carefully, and if in doubt, to check and double-check
our submissions.
After 9 years of experience of working on this
database, David is convinced that it is a resource
that has considerable value to everyone involved
in acupuncture, whether as practitioners (in both
private practice and the NHS), researchers or
students. Indeed, it is the only comprehensive
resource where the pertinent data from acupuncture studies published in different languages are
available in English.
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The website serves the following important
functions:
+ it enables researchers to decide rapidly which
studies merit further investigation and which
do not;
+ it acts as a springboard for further research;
+ it speeds up reviews of literature;
+ it prevents needless duplication of effort; and
+ it leads to more-effective treatment.
David would welcome any suggestions for
potential sources of funding for this venture.
Furthermore, if you would be prepared to collaborate on it in other ways, he would be very
interested to hear from you. With this in mind,
he has divided up the tasks and the costs
involved, so that you can respond with suggestions for particular parts of the project, rather
than having to consider it as a whole.
You can contact David directly by e-mail at:
davidmayor@welwynacupuncture.co.uk
Rosemary Lillie
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In the news: Hubert van
Griensven
Hubert van Griensven (Fig. 1), a Consultant
Physiotherapist at Southend University Hospital
NHS Foundation Trust, Southend, UK, is featured on the BBC News website (BBC News
2008). He was interviewed as part of Inside
Medicine, a series focusing on medical specialties,
and discussed aspects of his working life, including his interest in acupuncture.
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To read the full article, follow the link cited in
the reference below (BBC News 2008).

Reference
BBC News (2008) Inside Medicine: The Physiotherapist.
[WWW document.] URL http://news.bbc.co.uk/1/hi/
health/7219344.stm

National Health Service
commissioning
The following article has been made possible by
the cooperation of Jane Wilkinson, who is the
Principal Research Fellow at the School of
Integrated Health, London, UK.
Jane started her career as a researcher in
clinical psychology. This was followed by over a
decade of research into patient and public
involvement in healthcare, and evaluation of
both conventional and complementary and alternative medicine (CAM)/integrated healthcare
services. She has worked for several major
research institutions and university departments,
including: the National Primary Care Research
and Development Centre, University of
Manchester, Manchester, UK; the King’s Fund,
London, UK; and the Policy Studies Institute,
London. Jane set up the Integrating Complementary and Alternative Medicine (iCAM)
Unit at the University of Westminster, London,
in 2005 after completing a 3-year project on
clinical governance in this filed.
She has been heavily involved in the setting up
of the Integrated Health Network (www.ihn.
org.uk), which aims to provide reliable and
up-to-date information for the CAM and integrated healthcare communities. Its development
has been resourced by the Higher Education
Innovation Fund as an iCAM Unit initiative.
Many private acupuncture practitioners would
welcome the opportunity to offer their services
to the NHS, but in reality, the complexities of
the Health Service make this very difficult to
achieve. Practitioners have questions such as:
+ Who should I talk to about my service?
+ Should I talk to them alone or make a
practitioner partnership?
+ What evidence would convince my local primary care trust (PCT) to commission my
services?
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+ What additional business practices would I
have to engage in to satisfy the PCT?
+ What kind of contract might they offer me?
Lindsey Leigh is a primary care contracting
advisor for the South East Coast NHS. She
outlines the process that practitioners need to
undertake in order to have their services contracted and paid for by the NHS as follows:
‘‘Before considering providing services to
NHS patients, it is essential to look at PCTs’
local priorities and objectives, which are published on their websites, and think about how
your service can help achieve them. A business
case detailing your proposal must be submitted
to the PCT in order for it to consider any new
service.
‘‘Start with an overview of the service you
currently provide: how many patients you treat;
what initial consultations showed; and what
improvements have been over a specified period
or after a specific number of treatments. Demonstrate that you have involved patients and
public in some basic market research to shape
your service. Include a health-needs assessment,
(which you can find on public health observatories and PCT websites) identifying gaps and how
your service can fill them.
‘‘Identify the aims and objectives of your
service, explaining how these will link to the
PCT’s priorities. For example, by increasing the
number of patients seen through your service,
the number of hospital admissions or outpatient
appointments will be reduced, freeing up NHS
resources.
‘‘Explain how patients will be referred to
your service: is the main referral likely to come
from general practitioners (GPs) or from
patients on discharge from hospital, for
example? Describe in basic terms how you will
deal with appointments: where you will be and
when, in order to receive calls and make
appointments, and how you will manage waiting lists – you need to think about how you
would deal with growing demand. You also
need to articulate how you would communicate
outcomes back to primary care practitioners
and the PCT.
‘‘Give a breakdown of the costs associated
with the service. Include equipment and
premises, as well as staffing and other overheads.
Give details of start-up costs and those of
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subsequent years, and how they will be attributed
to each patient or session. Give an estimate of
your anticipated revenue and what the true (net)
cost to the PCT will be. Show how the cost of
your service compares to the cost of outpatient
follow-ups by checking the tariffs on the Department of Health website, and indicate how any
freed-up resources at the GP surgery or at your
local hospital could be used to increase capacity
or the range of services being provided.
‘‘Other areas we will consider are:
+ How will your service meet clinical governance assurance standards?
+ What quality checks will be in place and how
will you audit this?
+ How will your service be monitored?
+ What information will the PCT require and
how often?
+ What form will your company take?
+ What sort of contract will you have and for
how long?
+ What notice period (to terminate the contract) will there be?’’
More detailed information about providing
services can be found on the Primary Care
Contracting (PCC) website (PCC 2006). For
further information, please contact Jane directly:
Jane Wilkinson
Principal Research Fellow, iCAM Unit
Director
School of Integrated Health
115 New Cavendish Street
London W1 6UW
Tel: (020) 7911 5000 (ext 3921)
E-mail: J.M.Wilkinson@wmin.ac.uk
Homepage:
http://www.wmin.ac.uk/sih/
page-1019
Rosemary Lillie

readers. Contact details are given, so please get in
touch with the organizers directly.
Rosemary Lillie

Table 1. Conferences and events in 2009
Date

Organization and event

Venue

28–29 March

Physio First Conference
2009
‘‘Back and Beyond’’
www.physiofirst.org.uk

East Midlands
Conference
Centre,
Nottingham,
UK

3–5 April

American Academy of
Medical Acupuncture
2009 Symposium
www.medicalacupuncture.
org

Fort Worth,
TX, USA

11–12 April

Comprehensive Analysis
in Sports Injuries
and Rehabilitation
www.shoinida.org

Meerut, India

17–18 April

2nd World Congress on
Manual Therapy
‘‘Skilled Hands, Swift
Healing’’
www.wcomt.com

Dhaka,
Bangladesh

22–23 April

4th Bahrain Physical
Therapy Association
Conference
www.bpta.com.bh

Bahrain

23–26 April

American Association of
Acupuncture
and Oriental Medicine
Conference and
Exposition 2009
www.aaaomonline.org

Sacramento,
CA, USA

27 April–1 May 12th World Congress on
Istanbul,
Public Health
Turkey
‘‘Making a Difference’’
www.worldpublichealth2009.
org
1–3 May

South African Society of
Physiotherapy
International Congress
2009
www.physionews.co.za

Somerset West,
Western Cape,
RSA

15–17 May

AACP Conference
‘‘Beyond Pain’’
www.aacp.uk.com

Wyboston
Lakes,
Bedfordshire,
UK

22–24 May

Australasian Acupuncture
and Chinese Medicine
Association Conference
www.acupuncture.org.au/
AACMAC_2009.cfm

Melbourne,
Australia

Reference
Primary Care Contracting (PCC) (2006) New Provider Guide
for Potential Contractors. [WWW document.] URL http://
www.primarycarecontracting.nhs.uk/uploads/medical/
pcc_provider_guide__nov_06_final.pdf

Conferences and events
The following table lists both national and international courses that may be of interest to our
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Table 1. Continued
Date

Organization and event

Venue

28–31 May

Canadian Physiotherapy
Weston Hotel,
Association
Calgary,
National Annual Congress Alberta, Canada
‘‘Physio9: Disability to
Ability’’
www.physiotherapy.ca

29–31 May

International Congress in
Medical Acupuncture
www.icmart2009.org

Thessaloniki,
Greece

10–13 June

American Physical
Therapy Association
Annual Conference and
Exposition
‘‘PT 2009’’
www.apta.org/
annualconference

Baltimore, MD,
USA

23–25 September Nordic Physiotherapy
Congress
‘‘Movement – Towards
Better Health’’
www.nordicphys.com

Oslo, Norway

1–5 October

Australian Physiotherapy
Association
Conference Week 2009
www.apaconferenceweek09.
asn.au

Sydney
Convention
Centre, Sydney,
Australia

9–10 October

Conference of the
International
Organization of Physical
Therapists
in Women’s Health
www.ioptwh.org

Lisbon,
Portugal
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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 the 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
two authors, 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.

Please adhere strictly to this style of referencing in any contribution to the Journal.
Acknowledgements
Please state any funding sources, or companies
providing technical or equipment support.
Photographs
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.
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Case reports
The Journal welcomes case reports of up to 2500
words. These should be structured as follows:
title, abstract and keywords, a brief introduction,
a concise description of the patient and condition, and an explanation of the assessment,
treatment and progress, followed finally by a
discussion and evaluation of the implications for
practice. The 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.

General points to note
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 AACP. Please refer at all times to the
style and layout of previous issues of the Journal
for whatever you are writing. Using these guidelines will save the editorial team time.
Any further enquiries should be addressed to
the Clinical Editor, whose name, address and
contact details appear on the contents page.
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